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I have  written  this  hook  because  it  seemed  to  me  that  a 
book  was  wanted  which  should  guide  the  student  and 
practitioner  to  the  diagnosis  and  right  treatment  of  the 
diseases  of  women.  I have  tried  to  present  the  different 
diseases  which  affect  the  organs  peculiar  to  women  in  the 
way  in  which  they  appear  in  practice.  I have  not  sought 
to  quote  everything  that  has  been  recommended,  but  to 
state  principles,  and  in  applying  those  principles  to  recom- 
mend that  which,  having  tried  it,  I know  to  be  good.  I may 
plead  that  I have  one  qualification  for  writing  such  a book, 
not  always  possessed  by  the  authors  of  text-books — namely, 
clinical  experience. 
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DISEASES  OF  WOMEN: 

A Clinical  Guide  to  their  Diagnosis  and  Treatment 


fjart  f. 

GENERAL. 


CHAPTER  I. 

INTRODUCTORY. 

Major  and  minor  gynaecology. — Gynaecology,  or  the 
knowledge  of  the  diseases  peculiar  to  women,  may  broadly  be 
divided  into  two  parts:  major  and  minor.  Major  gynaecology 
means  the  treatment  of  grave  diseases  which  so  endanger 
health  or  life  that  they  must  be  treated.  Minor  gynaecology 
means  the  treatment  of  slight  ailments  which  interfere  with 
the  patient’s  comfort,  but,  if  she  has  fortitude  to  disregard 
this,  neither  impair  health  nor  endanger  life. 

It  is  not  possible  to  draw  a sharp  line  between  these  two 
groups  ; for  there  are  cases  in  which  it  is  hard  to  say  to 
which  group  the  case  belongs.  But  most  could  be  easily  put 
into  one  or  the  other  category.  In  each  group  there  are  cases 
in  which  diagnosis  is  clear  and  treatment  easy.  In  each 
there  are  cases  in  which  diagnosis  and  treatment  are  difficult. 

Their  differences. — The  kind  of  difficulty  in  the  two 
groups  is  different.  In  major  gynaecology  the  difficulties  are 
surgical ; experienced  hands  are  wanted ; hands  that  can 
report  correctly  to  the  brain  what  they  feel.  In  minor 
gynaecology  they  are  medical.  The  difficulty  is  to  dis- 
entangle the  parts  played  by  the  central  nervous  system 
and  the  local  changes  in  the  pelvic  organs ; to  distinguish 
whether  a small  local  change  is  deteriorating  the  patient’s 
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health  ; or  whether  the  patient’s  nervous  system  is  weakened 
by  quite  other  causes,  and  the  weak  nervous  system  is  the 
means  of  directing  attention  to  an  insignificant  local  change. 
In  the  first  case,  treatment  of  the  local  cause  cures  the  patient. 
In  the  second  case,  such  treatment  is  of  little  use  and  often 
injurious. 

Peculiarities  of  female  diseases. — Why  is  it  so  difficult 
to  distinguish,  in  what  seems  to  be  disease  of  the  female 
genital  organs,  between  effects  of  local  disease  and  effects  of 
nervous  weakness  ? Why  is  there  not  the  same  difficulty 
in  the  case  of  the  lung  or  the  rectum  ? 

Women  more  sensitive. — The  nervous  system  in  women 
is  more  sensitive  than  in  men.  How  far  this  is  due  to  in- 
heritance, and  how  far  to  training;  to  a life  spent  indoors, 
with  less  exercise,  less  contact  and  conflict  with  nature  and 
the  outer  world,  than  in  that  of  the  other  sex,  I cannot  here 
discuss.  The  minor  maladies  of  women  can  only  be  judged 
of  through  the  medium  of  this  abnormally  sensitive  nervous 
system ; and  therefore,  as  presented  to  us,  they  are  un- 
consciously magnified. 

Women’s  lives  are  more  often  solitary  than  those  of  men, 
hence  they  have  more  time  to  think  about  painful  sensa- 
tions and  fewer  distractions  to  divert  their  thoughts.  In 
diseases  not  peculiar  to  women  we  can  make  allowance  for 
the  greater  distress  which  a patient  suffers  because  she  is 
sensitive,  for  we  can  see  what  the  same  condition  does  in 
people  who  are  not  sensitive.  Many  biologists  think  that 
acquired  peculiarities  are  never  inherited;  and  if  so,  there 
is  reason  to  hope  that  by  wise  training  a woman  might 
be  made  stronger  and  less  sensitive  than  she  otherwise 
would  be. 

Importance  of  reproductive  function  to  women. — The 

greatest  happiness  and  highest  aspirations  of  most  women  are 
in  marriage  and  maternity.  For  the  average  woman  a disease 
which  unfits  her  to  be  a wife  or  a mother  is  the  greatest 
misfortune  that  can  happen  to  her,  next  to  one  which 
threatens  her  life.  Hence  diseases  which  in  themselves  only 
cause  trifling  suffering  have  an  importance  out  of  proportion 
to  their  effects  on  health  if  they  tend  to  unfit  the  patient  for 
marriage  and  maternity. 
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Strain  involved  in  reproduction.  — The  change  in  a 
woman’s  duties,  surroundings,  and  mode  of  life  which 
marriage  involves  is  sometimes  a strain  upon  her  nervous 
system,  which  may  so  weaken  it  as  to  make  her  ill.  Preg- 
nancy, labour,  lactation,  and  the  care  of  young  children  are 
a further  great  strain  upon  the  vital  energies.  The  effect 
of  this  is  seen  in  the  frequency  of  puerperal  insanity.  This 
form  of  insanity  is  peculiar  in  depending  less  upon  inherited 
tendency  and  more  upon  mental  strain  than  any  other 
form.  This  proposition  is  supported  b}'  the  disproportionate 
frequency  of  puerperal  insanity  as  compared  with  other  forms 
of  insanity  occurring  in  women  during  the  child-bearing  age, 
and  by  the  fact  that  the  puerperal  is  the  form  of  insanity 
which  oftener  than  any  other  ends  in  recovery.  When  the 
cause  is  removed — the  patient  taken  away  from  the  stress 
of  duty  as  a mother — her  overstrained  and  broken  mind 
recovers  itself.  Sterile  marriage,  if  it  lead,  as  it  often  does, 
to  a disappointed,  monotonous,  solitary,  unoccupied  life,  tends 
to  mental  ill-health.  “ If  living  creatures,  and  especially 
human  beings,  the  most  nervous  among  them  all,  are  too 
much  cut  off  from  communication  with  the  outer  world, 
there  is  failure  in  nervous  power.”*  Now,  “when  insanity 
is  coming  on,  it  is  always  some  special  organ  that  is  com- 
plained of — it  may  be  the  bowel,  the  stomach,  the  womb, 
or  the  bladder.”  f If  a failing  nervous  system  may  cause 
the  patient  to  have  pain  and  think  there  is  disease  in  a 
perfectly  healthy  part ; a fortiori,  if  there  be  a morbid 
condition  which  would  in  any  person  cause  some  local  dis- 
comfort, this  will,  in  a person  whose  nervous  system  is 
depressed,  make  life  miserable. 

Fears  arising  from  special  liability  to  disease. — There 
are  certain  grave  diseases — viz.  new  growths — to  which  the 
female  genital  organs  are  especially  liable.  Most  women 
know  this.  This  knowledge  often  makes  them  torture  them- 
selves by  fears  lest  slight  local  symptoms  may  mark  the 
beginning  of  one  of  these  terrible  diseases.  Every  gymeco- 
logical  specialist  sees  patients  who  are  cured  when  they  are 
told  that  they  have  no  cancer  or  tumour. 

* Sutton,  “ Medical  Pathology,”  p.  447, 

f Ibid.,  p.  4S7. 
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From  these  four  causes — because  they  affect  very  sensitive 
patients  with  nervous  symptoms ; because  they  are  bound  up 
with  the  emotional  life  of  the  patient ; because  they  are  often 
associated  with  nervous  exhaustion  from  the  strain  of  repro- 
duction ; and  because  a slight  disease  is  often  made  into  a 
great  trouble  by  the  patient’s  fear  of  the  disease  she  thinks  is 
coming — it  results  that  the  minor  diseases  of  women  are 
usually  associated  with  many  symptoms  which  in  no  way 
depend  upon  the  local  disease,  their  relation  being  only  that 
of  dependence  upon  a common  cause. 

Supposed  reflex  symptoms. — For  long  it  was  the  practice 
to  treat  diseases  of  women  without,  or  with  only  imperfect, 
local  examination.  The  introduction  of  methods  of  local  in- 
vestigation led  to  the  discovery  of  local  disorders  which  were 
not  before  known.  Thus  the  speculum  led  to  the  discover}^ 
of  erosion  on  the  cervix ; the  sound  informed  us  of  changes 
in  the  position  of  the  womb  other  than  visible  descent.  When 
these  changes  were  discovered,  the  next  step  was  to  trace  out 
the  symptoms  connected  with  them.  It  was  found  that  in 
a number  of  cases  nervous  symptoms  were  associated  with  the 
local  disease,  and  it  was  therefore  supposed  that  these  nervous 
symptoms  were  reflex  effects  of  the  local  disease.  It  was  found, 
further,  that  treatment  of  the  local  disease,  either  in  a hospital 
or  in  a place  not  the  patient’s  home,  cured  both  local  and 
reflex  symptoms.  Hence  the  theory  seemed  to  be  confirmed. 
This  was  the  history  of  erosions  of  the  cervix,  the  apparently 
wide-reaching  effects  of  which  will  be  found  detailed  in  the 
works  of  Henry  Bennett  and  Tilt ; of  flexions  of  the  uterus, 
the  supposed  reflex  effects  of  which  may  be  studied  in  the 
writings  of  Graily  Hewitt ; and  of  other  more  recent  “ cures.” 
The  manifold  nature  of  these  reflex  symptoms  has  struck 
many  persons  ; hence  the  phrase  “ the  Protean  symptoms.” 
It  has  also  struck  many  people  how  closely  the  “ Protean 
symptoms  ” due  to  one  small  local  lesion  resembled  those  due 
to  another. 

Value  of  Matthews  Duncan’s  teaching1. — The  great  ser- 
vice which  Matthews  Duncan  rendered  to  the  gynaecology  of 
his  time  was  in  clearly  seeing,  and  helping  others  to  see,  that 
often  the  symptoms  with  local  pelvic  changes  were  not  in  the 
least  dependent  on  them  ; that  the  patient’s  nervous  condition 
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either  created  or  directed  attention  to  the  local  disease ; and 
that  if  the  mind  of  the  patient  was  relieved  from  fear  and  she 
was  brought  to  live  a healthy  life,  the  local  disease  might 
often  be  safely  neglected ; that  the  “ Protean  symptoms  ” had 
nothing  to  do  with  the  state  of  things  in  the  pelvis. 

Advantage  of  taking  patient  from  home. — I have  re- 
ferred to  an  important  peculiarity  about  women’s  diseases. 
A woman’s  work  is  in  her  home.  If  you  prescribe  rest  for 
a man  and  he  goes  home  to  bed,  your  prescription  is  carried 
out.  Put  not  so  with  most  women.  For  them  rest  of  mind 
and  body  is  only  possible  if  you  take  them  from  their  homes. 
Hence  it  has  happened  that  the  treatment  of  these  small 
local  ailments  has  been  often  attended  with  surprising 
benefit,  because  poor  people  have  been  treated  in  hospital, 
where  the  patient  got  the  rest  she  could  not  get  at  home ; 
and  richer  people  have  been  treated  either  in  lodgings  or  in 
friends’  houses,  where  the  patient  has  stayed  for  a time  that 
she  might  be  near  her  doctor.  The  local  treatment  did  good, 
but  the  main  benefit  often  came  from  the  rest  from  the  worry 
and  work  of  home,  together  with  wise  general  treatment 
employed  at  the  same  time. 

Disease  of  the  pelvic  organs  alleged  to  be  manifested 
solely  by  remote  symptoms. — It  has  been  stated  in  the 
writings  of  some  gynaecologists  that  disease  of  the  pelvic 
organs  is  sometimes  manifested  by  symptoms  referred  to  some 
quite  other  part  of  the  body.  In  one  sense  this  is  true — viz. 
that  patients  often  from  modesty  mention  first,  and  perhaps 
only,  the  symptoms  which  do  not  concern  the  sexual  func- 
tions ; so  that,  to  ascertain  those  which  do,  inquiry  must  be 
made.  But  it  is  also  stated  or  implied  that  there  are  cases  in 
which  local  symptoms  do  not  exist,  and  yet  remote  symptoms 
are  due  to  disease  of  the  pelvic  organs.  If  such  cases  exist, 
I know  them  not. 

The  family  doctor  and  minor  gynaecology. — There  is 
another  practical  difference  between  minor  gynaecology  and 
major.  Minor  gynaecology  is  that  with  which  the  family 
doctor  is  concerned.  The  minor  gynaecological  ailments,  real 
or  supposed,  are  common,  and  the  majority  of  them  come 
first  to  the  family  doctor.  He  can  by  sound  advice  prevent 
the  patient  from  magnifying  trifles ; can  disabuse  her  of 
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erroneous  theories  before  they  have  become  fixed  in  her 
mind  ; can  dispel  her  fears  for  the  future ; can  correct  an 
unhealthy  mode  of  life  before  it  has  had  time  to  do  harm. 
He  can  render  these  great  services  to  his  patients  more  easily 
than  a specialist,  because  he  knows  more  about  his  patients, 
is  called  in  earlier,  and  sees  them  oftener.  It  must  also, 
unfortunately,  be  added  that  he  can  manufacture  disease 
by  foolish  meddling.  Patients  go  to  a specialist  for  minor 
troubles  either  because  they  have  not  confidence  in  the 
family  doctor,  or  because  he  has  failed  to  cure  them  or  to 
set  their  minds  at  ease.  If  all  family  doctors  were  judicious, 
there  would  be  little  minor  gynaecological  work  for  specialists. 

Major  gynaecology  must  always  be  reserved  for  specialists. 
Operations  for  removal  of  diseased  parts  within  the  belly 
present  two  features.  (1)  They  cannot  be  practised  on  the 
dead  subject.  The  parts  which  have  to  be  removed  vary 
indefinitely  in  their  relations.  Nothing  but  practice — first  by 
seeing  and  assisting  others  operate,  then  by  operating — on  the 
living  subject  can  give  skill.  The  danger  of  death,  or  of 
ill  after-results  if  the  patient  recover,  is  much  less  when 
the  operation  is  done  by  a skilled  operator  than  when  done 
by  one  not  experienced.  (2)  Very  few  such  operations  are 
urgent.  Cases  are  exceptional  in  which  the  risk  will  be 
increased  by  delaying  the  operation  till  the  patient  can  be 
placed  under  the  care  of  a skilful  operator.  For  these  reasons 
I think  that  persons  not  in  the  habit  of  operating  ought  not 
to  meddle  with  abdominal  surgery,  excepting  in  cases  of 
urgency ; and  even  surgeons  who  are  in  the  habit  of  operat- 
ing, if  their  field  of  practice  is  such  that  they  only  seldom  get 
abdominal  surgery  to  do,  had  better  let  it  alone.  Those  only 
should  undertake  abdominal  surgery  who  have  opportunities 
of  getting  a great  deal  of  practice  in  it ; and  one  who  takes  it 
up  should  make  it  his  business  to  see  and  assist  others  operate 
before  he  begins  to  operate  himself.  I would  venture  a further 
proposition,  although  in  making  it  I travel  beyond  the  pro- 
vince of  this  book,  because  I think  it  important.  One  who  is 
to  become  a good  operator  must  begin  young.  The  system  at 
many  of  our  hospitals — by  which  the  operations  are  in  the 
hands  of  the  seniors,  and  the  juniors,  during  the  years  most 
precious  for  the  acquisition  of  manual  dexterity,  are  kept  to 
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seeing  out-patients — is  a bad  one.  It  would  be  better  for  the 
seniors  to  see  the  out-patients  and  the  juniors  to  do  the 
operations ; but  without  asking  for  such  a radical  change  as 
this,  I would  urge  that  every  member  of  the  surgical  staff  of 
a hospital,  especially  the  juniors,  ought,  when  he  has  trained 
himself  by  assisting  at  the  operations  of  others,  to  have 
abundant  opportunities  of  operating. 

Surgical  essentials.— There  are  certain  requisites  for 
success  in  gynaecological  surgery  which  I must  mention 
because  of  their  importance,  but  which  I do  not  describe 
because  they  are  not  peculiar  to  the  surgery  of  women’s 
diseases. 

1.  Knowledge  of  anatomy. — No  person  can  be  a success- 
ful operator  who  does  not  know  the  anatomy  of  the  parts  with 
which  he  is  dealing.  The  student  ought  to  have  learned 
anatomy  before  he  begins  to  study  gymecology.  The  anatomy 
of  the  female  pelvis  and  abdomen  is  described  in  anatomical 
textbooks  much  better  than  I could  do  it ; therefore  I shall 
not  describe  it. 

2.  Anaesthesia. — I assume  throughout  this  work  that 
when  an  operation  is  to  be  performed  the  patient  is  to  be 
anaesthetised.  In  large  towns  this  is  best  done  by  specialists 
who  devote  their  whole  time  to  the  giving  of  anaesthetics. 
The  person  who  is  responsible  for  the  anaesthetic  should 
choose  what  he  will  give  and  how  he  will  give  it.  Therefore 
I shall  not  describe  the  different  anaesthetics,  nor  the  mode 
of  their  administration.  Those  who  wish  instruction  on  this 
point  will  find  it  in  Dr.  F.  W.  Hewitt’s  work  on  the  subject.* 

3.  Antiseptics. — Upon  this  the  whole  success  of  modern 
surgery  is  founded.  I take  this  to  be  so  beyond  dispute  that 
it  needs  not  argument  or  reiteration.  I assume  throughout 
this  book  that  the  reader  knows  that  every  manipulation, 
even  the  smallest,  and  much  more  grave  operations,  should 
be  done  with  the  strictest  precautions  to  ensure  asepsis  and 
antisepsis.  I discuss  neither  the  advantages  and  disadvantages 
of  the  different  antiseptics,  nor  the  details  of  their  use.  This 
is  a wide  subject,  in  which  additions  to  our  knowledge  and 
improvements  in  our  practice  are  continually  being  made. 
Excellent  books  have  been  written,  in  which  the  subject  is 

* “ Aniesthetics  and  their  Administration.” 
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treated  as  a whole,  and  these  I advise  the  reader  to  study,  if 
he  has  not  done  so  already.* 

Speaking  broadly,  the  common  precautions  consist  in  the 
utmost  possible  cleanliness  of  operator,  assistant,  and  nurses  ; 
sterilisation  of  all  instruments  by  boiling  them  in  soda  solu- 
tion before  use  ; soaking  of  the  hands  of  those  concerned,  and 
the  skin  or  mucous  membrane  of  the  field  of  operation,  in  a 
1-2000  solution  of  corrosive  sublimate ; the  purification  of 
sponges  by  washing  them  in  soda  solution  and  keeping  them 
in  a 1-20  solution  of  carbolic  acid  ; the  dusting  of  wound- 
surfaces  with  iodoform.  I shall  not  repeat,  in  the  description 
of  each  operation,  that  these  things  are  to  be  done.  I assume 
that  this  book  will  be  read  by  senior  students  and  practi- 
tioners who  have  been  properly  taught  general  surgery,  and 
who  therefore  would  never  think  of  omitting  such  precau- 
tions. For  details  I refer  the  reader  to  the  special  works  I 
have  named. 

Plan  of  this  work.-— In  most  works  on  the  diseases  of 
women  the  subject-matter  is  arranged  anatomically,  according 
to  the  organ  affected.  But  patients  do  not  come  labelled 
“ Disease  of  uterus,”  “ Disease  of  ovary,”  etc.  They  come 
complaining  of  symptoms ; and  the  discovery  which  organ  is 
in  fault  is  often  the  greater  part  of  the  diagnostic  problem. 
I have  thought  it  more  useful  to  the  student  and  practitioner 
to  arrange  the  maladies  according  to  their  leading  symptom — 
that  is,  the  one  usually  first  mentioned  by  the  patient.  Such 
a division  is  not  pathological  or  logical.  It  involves  a little 
repetition ; and  in  some  instances  it  is  difficult  to  say  where 
the  disease  should  rightly  be  placed,  for  the  same  disease  will 
make  one  patient  complain  of  one  symptom,  another  of  a 
different  one.  But  I hope  the  clinical  utility  of  this  arrange- 
ment may  compensate  for  these  defects. 

Subject  of  next  five  chapters.— There  are  certain 
symptoms  and  groups  of  symptoms  which  occur  oftener  in 
women  than  in  men,  and  which  have  often  been  wrongly 
attributed  to  disease  of  the  organs  special  to  the  female. 
While  physiological  conditions  were  taken  for  disease, 

* Such  as  Hunter  Bobb’s  “Aseptic  Surgical  Technique”;  Schimmelbusch, 
“The  Aseptic  Treatment  of  Wounds,”  translated  by  Bake;  and  Lockwood’s 
“Aseptic  Surgery.” 
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something  supposed  to  be  morbid  could  be  found  in  most 
women.  I shall  briefly  point  out  the  relation  of  these 
common  symptoms  to  disease  of  the  generative  organs,  and 
their  most  frequent  causes,  before  proceeding  to  the  more 
detailed  consideration  of  these  diseases  themselves.  The  first 
and  most  important  is  the  group  of  symptoms  known  as 
neurasthenia. 
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CHAPTER  II. 

NEURASTHENIA. 

In  the  foregoing  chapter  I have  referred  to  the  frequent 
association  of  uterine  disease  with  remote  symptoms,  which 
have  hecn  by  some  supposed  to  be  reflex-  effects  of  local 
disease  in  an  otherwise  healthy  woman.  Such  remote 
symptoms  are  due  to  weakness  of  the  nervous  system,  which 
is  denoted  by  the  term  “ neurasthenia.”  In  this  chapter 
I consider  more  in  detail  this  state  of  the  nervous  system, 
so  commonly  associated  with  disease  of  the  generative  organs. 

The  diagnostic  problem.— To  interpret  rightly  the  symp- 
toms associated  with  the  minor  diseases  of  the  female  repro- 
ductive organs,  it  is  necessary  to  distinguish  symptoms  of 
nervous  origin  from  those  of  local  origin.  Therefore  a know- 
ledge of  the  common  conditions  of  the  nervous  system  which 
may  cause  symptoms  referred  to  the  pelvis  is  necessary  for 
sound  practice  in  gynaecology.  There  are  two  conditions  with 
which  the  gynecologist  has  often  to  deal — neurasthenia  and 
hysteria.  These  conditions,  although  common  in  women,  are 
not  peculiar  to  women.  A complete  description  of  their 
causes  and  symptoms,  and  definition  of  their  nature,  would 
be  out  of  place  in  a work  of  this  kind.  I shall  only  describe 
these  diseases  as  they  present  themselves  to  the  gynaecologist. 

The  “Protean”  reflex  symptoms. — I have  mentioned 
that  in  some  books,*  written  when  the  minor  changes  in 
the  female  genitals  were  new  to  the  profession,  accounts 
will  be  found  of  “ reflex  ” symptoms  caused  by  such  changes 
— symptoms  so  many  and  so  varied  that  they  were  appro- 
priately described  as  “Protean.”  The}''  were  said  to  be 
effects  of  trivial  local  changes,  such  as  erosions  of  the 
cervix,  anteflexion,  cicatricial  tissue  in  the  perineum,  tears 
of  the  cervix.  According  to  the  books  referred  to,  however 
different  the  local  condition,  the  “ Protean  symptoms  ” are 
much  the  same.  The  reader  of  such  works  will  find  also 

* E.tj.  the  writing's  of  Henry  Bennett,  Tilt,  Graily  Hewitt,  among-  others. 
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that  the  “ Protean  symptoms  ” seem  to  be  a frequent  com- 
plication only  of  trivial  conditions.  In  the  graver  diseases  of 
the  female  sexual  organs,  such  as  cancer,  fibroids,  ovarian 
tumours,  they  arc  not  conspicuous. 

The  explanation.  —The  “ Protean  symptoms  ” so  often  ac- 
company trivial  local  changes  because  women  whose  nervous 
systems  are  weak  notice  trifling  symptoms,  and  go  to  doctors 
more  readily  than  women  who  are  strong.  Diseases  of  the 
female  genitals  produce  definite  local  symptoms,  and  in 
healthy  women  cause  no  reflex  symptoms.  The  “ Protean 
symptoms  ” come  not  from  the  uterus  or  ovaries  or  peri- 
neum, but  from  a weak  nervous  system.  An  erosion  on 
the  cervix  hurts  not  the  nervous  system,  but  a weak 
nervous  system  draws  attention  to  an  erosion  on  the  cervix. 
Nervous  women  resist  pain  less ; they  brood  more  over  their 
ailments,  feel  more  for  the  future,  and  are  less  able  to  judge 
calmly.  Hence  they  feel  more  acutely;  they  increase  their 
local  troubles  by  fixing  attention  on  them ; they  imagine 
that  they  are  going  to  have  other  disease ; and  they  are  easily 
persuaded  by  unwise  advisors  to  submit  to  protracted  treat- 
ment, however  disagreeable  and  unsuccessful  it  may  be. 

Why  wrong  views  have  prevailed. — The  theories  that 
the  “ Protean  symptoms  ” are  caused  by  these  trivial  local 
changes  have  gained  acceptance  because  treatment  of  these 
local  changes  has  seemed  to  do  good.  It  has  done  good  in 
three  ways.  (1)  Continual  local  pain  or  discomfort  makes 
a weak  nervous  system  still  weaker ; and  if  a cause  of  local 
discomfort  can  be  removed,  the  patient  will  improve, 
although  the  local  trouble  is  only  a part  of  the  disease. 
(2)  Anxiety  about  supposed  disease  makes  a nervous  patient 
worse ; and  if  anxiety  is  stilled  by  an  assurance  that  the 
disease  is  cured  or  being  cured,  the  patient  is  made 
happier  and  better.  (3)  By  suggestion,  as,  for  instance, 
the  procuring  of  sleep  by  the  hypodermic  injection  of 
water.  Doctors  who  have  taken  wrong  views  of  uterine 
pathology  have  often  been  judicious  in  their  treatment  of 
their  patient’s  other  troubles,  and  have  given  the  credit  due 
to  such  treatment  to  their  uterine  maltreatment.  Thus  a 
physician  has  been  known  to  take  into  hospital  overworked 
shopgirls  and  governesses  who  were  amemic,  costive,  and 
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dyspeptic,  to  benefit  them  exceedingly  by  rest,  liberal  and 
suitable  food,  purgatives  and  tonics,  followed  by  a stay  at  the 
seaside  ; and  to  attribute  all  the  good  to  the  wearing  of  a 
pessary,  meant  to  straighten  anteflexion,  which  is  the  natural 
unchangeable  shape  of  the  uterus  in  most  virgins. 

Nervous  exhaustion : its  relation  to  uterine  disease. — 
The  exercise  of  the  reproductive  function  is  one  of  the  most 
frequent  causes  both  of  nervous  exhaustion  and  of  disease  of 
the  reproductive  organs.  This  is  why  disease  of  the  female 
generative  organs  and  neurasthenia  so  often  go  together. 
When  childbearing  has  produced  both  local  disease  and 
nervous  exhaustion,  the  local  disease  aggravates  the  nervous 
exhaustion.  Cure  of  the  former  disease  will  help  recovery 
from  the  latter ; but  this  is  all  the  connection  between  them. 
If  the  nervous  system  be  made  healthy,  many  local  changes 
will  no  longer  be  noticed.  To  assert  that  Avhen  disease  of  the 
female  pelvic  organs  is  combined  with  neurasthenia  the  pelvic 
disease  is  the  foundation  of  all  the  symptoms,  and  its  cure  the 
one  thing  needful,  is  a grave  error.  This  frequent  association 
of  nervous  exhaustion  and  the  diseases  peculiar  to  women 
makes  it  necessary  to  consider  this  condition. 

What  is  neurasthenia? — It  is  characterised  by  two  main 
features— (1)  increased  reflex  irritability,  (2)  diminished  power 
of  resistance  to  pain  and  depressing  influences.  Although 
there  must  be  a change  in  the  nervous  centres,  yet  this 
change  is  too  fine  to  be  detected  by  our  present  methods  of 
examination,  and  therefore  we  know  nothing  of  the  morbid 
anatomy  of  neurasthenia.  Neurasthenia  is  not  the  same 
thing  as  hypochondriasis,  or  as  hysteria,  although  it  may 
occur  with  either. 

Difference  of  neurasthenia  from  hypochondriasis  and 
from  hysteria.— Hypochondriasis  is  the  belief  in  the  patient’s 
mind,  without  cause,  that  he  or  she  is  the  subject  of  some 
serious  bodily  disease.  A patient  may  have  this  delusion 
without  neurasthenia.  Women  with  neurasthenia  have  quite 
enough  to  complain  of ; and  when  they  imagine  disease  that 
does  not  exist,  you  will  generally  find  that  the  belief 
is  not  spontaneous,  but  has  been  put  into  their  minds  by 
sympathetic  but  injudicious  friends  or  mistaken  doctors. 
Hysteria,  in  the  sense  of  nervous  mimicries  of  disease,  is 
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not  neurasthenia,  although  it  may  occur  with  it.  Not 
every  patient  with  neuromimesis  is  neurasthenic ; but 
most,  if  not  all,  neurasthenic  women  are  liable  to  hysterical 
attacks. 

Causes  of  neurasthenia. — Neurasthenia  occurs  in  both 
sexes  and  at  all  ages.  With  the  disease  as  it  occurs  in  men 
I have  here  nothing  to  do.  In  young  girls  and  in  old  women 
it  is  rare.  In  an  old  woman  symptoms  which  seem  to  indicate 
neurasthenia  are  more  probably  due  to  some  degenerative 
change  in  the  nervous  centres.  Liability  to  neurasthenia  is 
often  inherited,  but  not  the  disease  itself.  In  neurasthenic 
subjects  born  of  nervous  parents,  it  is  difficult  to  say  how  far 
the  nervous  weakness  is  due  to  inheritance  and  how  far  to 
injudicious  training,  for  parents  who  are  weak  are  generally 
also  injudicious.  Much  can  be  done  by  education  to  improve 
inherited  weakness,  while  unfavourable  influences  durum 
growth  may  irreparably  injure  the  healthiest  nervous  system. 

In  women  neurasthenia  is  commonly  met  with  during  the 
period  of  sexual  activity ; and  its  chief  cause  is  the  strain  in- 
volved in  reproduction.  Neurasthenia  from  this  cause  occurs 
in  men,  and  in  them  is  connected  with  the  sexual  act.  But 
in  women  the  sexual  act  has  little  to  do  with  it : it  is  the 
consequences  of  that  act — the  strain  of  pregnancy,  labour,  and 
lactation;  the  anxiety  inseparable  from  the  care  of  children; 
the  disturbed  sleep  ; the  impairment  of  nutrition  often  asso- 
ciated with  pregnancy  and  lactation  ; helped  sometimes  by 
local  diseases,  which  cause  discomfort  and  often  anxiety  out 
of  proportion  to  their  importance.  Most  cases  of  neurasthenia 
associated  with  uterine  disease  are  due  to  exhaustion  of  nervous 
energy  by  childbearing  and  its  consequences. 

Exertion  produces  fatigue ; if  carried  beyond  this  point, 
exhaustion.  In  health,  fatigue  is  quickly  repaired  by  rest  and 
food.  Work  without  rest  or  variety  exhausts.  In  female 
youth,  over-pressure  in  schools  or  in  preparation  for  ex- 
amination commonly  fulfils  this  condition.  It  may  be  that 
a precocious  girl  is  encouraged  by  parents,  who  mistake 
information  and  accomplishments  for  education,  to  force  her 
brain  and  neglect  her  body,  not  knowing  that  the  first  aim 
(chronologically)  of  education  should  be  to  produce  a good 
animal.  From  such  a training  results  a woman  with  very 
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sensitive  nerves,  an  active  imagination,  and  a feeble  body, 
who  is  rendered  unfit  for  her  duties  by  slight  causes,  and  is 
then  apt  to  torture  herself  by  imagining  all  sorts  of  future 
disease  to  come.  Physical  pain  produces  neurasthenia,  not 
by  its  severity,  but  by  its  persistence,  especially  when  it 
prevents  sleep.  Unhappiness  (which  is  mental  pain)  produces 
it.  The  slighter  forms  of  uterine  disease  apart  from  preg- 
nane)7 occur  with  neurasthenia  in  women  who  are  unhappy 
from  want  of  occupation  and  exercise ; and  such  slight  ail- 
ments may  aggravate  neurasthenia  by  making  the  patient 
anxious  about  a disease  which  she  cannot  see,  but  thinks  may 
become  formidable.  If  the  disease  be  of  such  a nature  as  to 
affect  her  conjugal  relations,  this  may  produce  unhappiness,  or 
the  fear  of  future  unhappiness,  which  will  damage  the  nervous 
health  more  than  the  direct  effects  of  the  disease.  Sudden 
shock,  such  as  fright  or  severe  physical  injury,  is  an  infrequent 
but  occasional  cause  of  neurasthenia.  Indigestion,  by  lower- 
ing nutrition  and  producing  chronic  pain,  aggravates  and  may 
produce  neurasthenia,  but  is  often  due  to  it,  so  that  it  is  hard 
to  say  which  is  cause  and  which  effect. 

Neurasthenia  is  often  a result  of  operations.  Some 
surgeons  forget  what  a great  shock  and  strain  to  the  ner- 
vous system  an  operation  is.  The  announcement  that  it 
is  needed  frightens  the  patient ; she  looks  forward  to  it  with 
dread ; after  it  is  over  she  spends  days  of  anxiety  as  to 
whether  she  will  get  well,  often  combined  with  pain,  thirst, 
deficient  nutrition  from  necessarily  limited  diet,  and  wakeful- 
ness. These  things  combine  to  produce  nervous  exhaustion 
afterwards,  which  is  more  marked  the  weaker  and  more 
sensitive  the  patient  was  before  it.  An  eminent  ovariotomist 
has  told  me  that  he  always  warns  his  patients  that  they  will 
not  be  themselves  for  a year  after  the  operation.  There  is 
little  doubt  that  insanity  is  commoner  after  operations  than 
after  childbirth.  I have  known  the  simple  operation  of  dila- 
tation of  the  cervical  canal  with  division  of  the  vaginal  portion 
(for  dysmenorrhoea)  followed  by  insanity,  and  in  another  case 
by  what  looked  like  a typhoid  state — prostration,  sunken 
orbits,  dry  brown  tongue,  muttering  delirium  — and  that 
without  fever  or  local  disease  of  any  kind.  The  nervous 
weakening  which  follows  small  operations  is,  I think,  greater 
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when  anaesthesia  is  used,  because  the  anaesthesia  magnifies 
to  the  patient’s  mind  the  danger  and  importance  of  the 
operation. 

In  some  cases  the  neurasthenia  is  not  nervous  exhaustion, 
but  nervous  weakness.  Inherited  weakness  has  not  been 
strengthened  by  wise  training.  A girl  born  with  a weak 
nervous  system  may  be  spoilt  by  over-indulgence  and  idleness, 
whence  come  want  of  interest  in  life,  unhappiness,  irritability, 
and  the  temperament  that  makes  much  of  slight  ailments. 

Symptoms  of  neurasthenia. — The  patient  is  low-spirited, 
easily  depressed  by  slight  causes,  and  the  depression  lasts 
long ; hence  she  will  often  cry  without  apparent  reason. 
But  her  depression  is  unlike  melancholia  in  that  it  is  not 
persistent  and  causeless,  but  variable,  and  produced  by 
some  cause,  though  a slight  one.  The  patient  is  irritable ; the 
slamming  of  a door  makes  her  start.  She  is  indifferent  to 
things  that  give  healthy  people  pleasure  and  that  she  formerly 
enjoyed,  such  as  music,  society,  reading,  eating.  She  lacks 
energy,  is  apathetic  and  easily  fatigued.  She  cannot  concen- 
trate her  attention  or  follow  up  a train  of  thought,  and  the 
inability  to  fix  attention  produces  impairment  of  memory; 
lienee  the  patient  becomes  unable  to  do  any  mental  work. 
She  cannot  divert  her  thoughts.  Her  want  of  energy  obliges 
her. to  spend  what  energy  she  has  upon  herself;  she  has  none 
to  spare  for  other  people ; hence  she  becomes  egotistic, 
wanting  in  sympathy  for  others,  and  fond  of  talking  about 
herself  and  her  sufferings.  She  is  troubled  with  feelings  of 
terror,  with  groundless  apprehensions  of  death  or  of  insanity. 
Such  patients  often  dread  conversation,  or  a social  meal,  or  a 
theatre,  or  church,  or  chapel,  or  a crowd,  or  the  dark,  or 
crossing  an  open  space.  They  often  feel  morbid  impulses, 
such  as,  for  instance,  to  commit  suicide ; but  these  impulses 
seldom  lead  to  acts.  They  often  are  exceedingly  afraid  of 
some  unknown  disease  that  they  think  is  coming ; but  the 
fears  of  the  neurasthenic,  unlike  those  of  the  hypochondriac, 
can  be  dispelled  by  explanation.  (It  is  possible  that  hypo- 
chondriasis may  develop  out  of  neurasthenia.)  There  are  no 
hallucinations  or  delusions. 

Sleeplessness  is  almost  always  present,  and  is  a most 
important  symptom,  for  it  greatly  aggravates  the  nervous 
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weakness ; and  to  procure  good  sleep  is  the  first  essential 
of  treatment.  The  patient  is  long  in  going  to  sleep ; she 
is  restless,  wakes  often.  When  she  is  asleep  she  is  tormented 
by  frightful  dreams,  from  which  she  often  wakes  with  a start 
and  in  terror ; in  the  morning  she  is  unrefreshed.  In  some 
few  cases  the  patients  say  they  sleep  well ; and  in  these  cure 
is  very  difficult,  for  the  cause  lies  deeper  than  in  external 
influences. 

Morbid  Sensations. — Patients  with  neurasthenia  often  have 
disagreeable  sensations  which  may  be  called  pain.  The  com- 
monest is  a peculiar  feeling  on  the  top  of  the  head.  It  may  be 
described  as  a feeling  of  pressure,  of  weight,  of  dulness,  of 
stretching,  of  emptiness,  of  lifting,  of  something  crawling  or  trick- 
ling. (If  you  want  to  know  what  it  is,  you  can  produce  it  by  going 
without  sleep  for  a few  nights.)  Often  the  patient  complains 
of  giddiness  and  faintness.  The  power  of  accommodation  of 
the  eye  is  weakened  and  the  retina  is  more  sensitive,  and 
hence  there  is  asthenopia.  The  patient  says  things  swim 
before  her  eyes ; she  cannot  read  or  sew  in  the  evening ; 
she  cannot  bear  a strong  light.  If  she  happen  to  be 
hypermetropic  or  astigmatic,  these  symptoms  are  more 
marked.  She  cannot  bear  a noise,  for  the  auditory  nerves 
are  too  sensitive.  Morbid  sensations  in  the  limbs  are  fre- 
quent ; there  is  muscular  weakness,  so  that  the  patient  is 
quickly  fatigued ; exhaustion  and  sweating  soon  follow 
exertion ; but  there  is  no  paralysis.  The  patient  often  feels 
numbness  or  tingling  in  the  limbs — the  sensation  commonly 
known  as  “pins  and  needles,”  or  the  limbs  “asleep.”  Such 
sensations  indicate  hyperesthesia  of  sensitive  nerves.  They 
are  produced  by  pressure  in  the  healthy ; by  slighter  pressure 
in  the  neurasthenic.  Amongst  other  symptoms  are  tremor 
of  the  limbs,  most  noticeable  in  the  hands ; cramps,  especially 
felt  in  the  calves ; the  symptom  commonly  known  as 
“fidgets” — that  is,  the  patient  cannot  keep  her  limbs  still, 
but  feels  an  irresistible  inclination  to  move  them,  a trouble 
the  cure  for  which  consists  in  rubbing  them.  All  these 
things  indicate  weak  resisting  power  and  increased  irritability 
of  the  peripheral  nerves. 

Neuralgia  and  other  pains  are  common.  I have  men- 
tioned the  sensations  in  the  head  ; with  it  there  is  often 
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tenderness  of  the  scalp.  Backache  is  the  rule,  and  the  back 
may  be  tender.  The  pain  in  the  back  may  be  either  cervical, 
dorsal,  lumbar,  or  sacral,  according  to  conditions  special 
to  each  case  ; but  the  usual  pain  is  lumbar.  Left  sub- 
mammary pain  is  common,  and  so  is  left  ovarian  pain. 

Vasomotor  Symptoms. — Symptoms  due  to  vasomotor 
disturbance  are  common — “flushings,”  “heats,”  pallor,  with 
rapidity  of  pulse  and  sweating ; feelings  of  oppression,  of 
suffocation,  with  pnecordial  pain.  I have  known  the  latter 
symptom  diagnosed  as  angina  pectoris,  and  a prognosis  of 
imminent  sudden  death  given  accordingly.  Idle  pulsation 
of  the  abdominal  aorta  is  often  felt  so  much  as  to  cause 
suffering,  and  abdominal  section  has  even  been  done  on 
this  account,*  in  the  belief  that  aneurysm  was  present.  The 
extremities  are  generally  cold,  which  helps  to  prevent  sleep. 
Palpitation  is  generally  complained  of,  and  the  pulse  may 
be  quick  and  irregular,  but  there  is  no  dyspnoea. 

Digestive  System.— There  is  often  fulness  and  discomfort 
after  meals,  even  though  the  amount  taken  be  moderate. 
Appetite  is  generally  bad.  The  patients  are  usually  costive. 
Flatulence  is  often  annoying ; sometimes  the  distension  wakes 
the  patient  up  at  night.  Nausea  and  vomiting  are  easily 
produced.  Occasionally  there  is  distension,  but  in  some 
patients  the  belly  is  flat,  or  retracted.  The  dyspepsia  leads 
to  bad  nutrition,  and  it  aggravates  neurasthenia  in  this  way, 
as  well  as  by  the  suffering  it  causes.  Dyspeptic  symptoms 
are  often  those  which  the  patient  puts  most  prominently 
forward.  The  dyspepsia  may  be  the  primary  condition, 
but  often  it  has  come  on  with  the  neurasthenia,  and  improves 
as  this  gets  better.  It  may,  therefore,  be  correctly  spoken  of 
as  “ nervous  dyspepsia.”  The  diagnosis  between  this  kind  of 
dyspepsia  and  gastric  ulcer  and  cancer  is  often  difficult,  but 
is  beyond  the  scope  of  this  work.  Disagreeable  sensations 
about  the  anus  are  often  complained  of,  such  as  itching,  pain 
on  defecation,  cramp-like  pain  in  the  rectum.  Sometimes 
these  are  due  to  local  changes,  such  as  piles  or  fissure,  but 
sometimes  they  are  independent  of  any  physical  sign. 

Mobility  of  Viscera. — In  the  class  of  women  prone  to 
suffer  from  neurasthenia — that  is,  those  exhausted  by  the 

* Muller  : “ Handbuch  der  Neurasthenic,”  S.  128. 
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strain  of  child-bearing — the  belly  wall  is  often  loose  from  past 
distension  and  the  patient  has  got  thin.  These  two  conditions 
favour  mobility  of  the  abdominal  viscera.  Hence  movable 
kidney  is  frequent  in  neurasthenic  women  ; less  often  abnormal 
mobility  of  liver  and  descent  of  stomach.  These  displacements 
of  viscera,  when  present,  increase  the  nervous  depression  by 
the  symptoms  which  they  cause.  A movable  kidney,  if  the 
patient  gets  fat  again,  may  again  become  fixed. 

There  is  often  frequent  micturition.  This  is  generally 
due,  not  to  disease  of  the  bladder  or  kidneys,  but  to  dragging 
on  the  bladder  owing  to  the  yielding  of  the  pelvic  floor.  But 
forget  not  the  possibility  of  diabetes.  Old  authors  used  to 
think  that  nervous  disturbance  was  caused  b}r  states  of  the 
system  which  led  to  the  deposits  of  crystals  of  phosphates 
or  oxalates  in  the  urine.  No  nervous  disturbance  associated 
with  the  appearance  of  these  crystals  has  been  closely  defined, 
but  some  whose  opinions  are  entitled  to  respect  think  that 
these  views  were  not  without  foundation.  I have  seen  cases 
in  which  aggravation  of  the  symptoms  was  associated  with 
a deposit  of  phosphates  in  the  urine. 

Patients  with  neurasthenia  are  often,  hut  not  always, 
anaemic.  There  is  no  constant  change  in  the  blood.  They 
are  usually,  but  not  always,  wasted.  They  generally  perspire 
freely.  Neurasthenia  does  not  cause  fever. 

Hysterical  attacks.  — Women  with  neurasthenia  be- 
come subject  to  hysterical  seizures.  These  seizures  come 
on  when  the  patient  is  especially  weakened  either  by 
emotion  or  by  long  fatigue  or  strain.  They  begin  with  . 
some  anomalous  sensation  resembling  the  aura  of  an 
epileptic  fit.  Then  an  abdominal  sensation  rises  upwards, 
and  feels  like  a ball  in  the  throat — the  long-known  “glo- 
bus hystericus.”  With  this  comes  sudden  muscular  weak- 
ness, so  that  the  patient  often  falls.  She  loses  power  of 
inhibition ; there  are  convulsive  movements  of  the  limbs, 
followed  by  uncontrollable  crying  or  laughing.  The  patient 
does  not  lose  consciousness,  or  completely  lose  control  of 
her  actions.  She  does  not  always  fall,  and  if  she  falls,  it 
is  seldom  in  such  a way  as  to  injure  herself.  There  is  no 
tongue-biting,  and  neither  urine  nor  faeces  are  passed  during 
the  tit.  The  phenomena  of  the  fit  are  not  voluntary,  for  in 
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the  fit  there  is  acceleration  of  the  pulse,  and  after  it  the 
patient  passes  much  pale  urine  of  a low  specific  gravity. 

Strong1  women  do  not  have  these  seizures.  But  the 
strongest  and  healthiest  woman  or  man  may  have  one  under 
the  influence  of  causes  which  depress  nervous  energy.  Disease 
of  the  reproductive  organs  causes  these  fits  only  indirectly 
by  helping  to  exhaust  nervous  energy. 

Sexual  functions  in  neurasthenia. — Neurasthenia  has 
been  said  to  be  produced  by  masturbation.  I believe  that 
cases  in  which  neurasthenia  in  women  is  due  to  this  habit 
are  so  few  that  you  need  not  think  it  a duty  to  inquire  into 
it.  Sometimes  patients  will  complain  that  they  have  lost 
sexual  feeling,  and  it  is  easy  to  understand  this  effect.  To 
most  women  this  effect  of  neurasthenia  is  not  important 
enough  to  mention. 

Differences  among  patients.— The  readiness  with  which 
a patient  seeks  advice  for  the  symptoms  of  neurasthenia, 
and  the  fulness  with  which  she  describes  them,  depend 
upon  her  training.  Some  patients  will  suffer  much  with- 
out speaking  about  it.  Others  think  a remedy  imperative 
for  the  smallest  discomfort.  Hence  two  extreme  types  of 
patients— one  pale,  thin,  weak,  downcast,  taciturn,  with  cold 
hands  and  worn  look,  who  says  little  of  herself,  and  is  not 
inclined  to  think  her  case  interesting ; the  other  blooming, 
plump,  strong  in  muscular  power,  restless,  irritable,  complain- 
ing of  some  new  trouble  every  day,  and  never  tired  of  talk- 
ing about  her  sufferings.  These  are  extremes,  and  between 
them  every  gradation  is  found. 

Diagnosis.— In  neurasthenia  with  disease  of  the  female 
pelvic  organs,  the  difficulties  of  diagnosis  are  of  two  kinds. 
(1)  To  distinguish  between  neurasthenia  and  disease  of  the 
brain  or  spinal  cord ; either  gross  disease,  such  as  sclerosis, 
paralysis,  or  tumours ; or  commencing  insanity.  It  is  the 
business  of  neurologists  to  instruct  the  profession  on  this 
point.  I will  only  remind  you  that  in  neurasthenia  there  is 
neither  paralysis,  nor  local  muscular  wasting,  nor  optic  neuritis 
or  atrophy  ; and  the  tendon  reflexes  are  not  diminished ; if 
altered  at  all,  they  are  increased.  (2)  The  other  difficulty  is 
to  judge  rightly  how  far  the  neurasthenia  is  produced  or  kept 
up  by  pelvic  disease.  As  both  are  common  in  women,  they 
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both  often  occui’  together.  When  a patient  has  disease  of 
the  pelvic  organs  and  has  also  been  exposed  to  influences 
which  disturb  sleep,  impair  nutrition,  and  cause  anxiety,  it 
is  often  difficult  to  say  which  is  the  principal  factor  in 
producing  the  morbid  state.  Disease  that  produces  chronic 
pelvic  pain,  or  chronic  anxiety  or  unhappiness,  which  is  mental 
pain,  will  aggravate  and  keep  up  neurasthenia.  Disease 
of  the  generative  organs  exhausts  the  nervous  energy  in 
proportion  to  the  amount  of  suffering  it  causes,  and  the 
only  way  in  which  such  disease  is  peculiar  is  that  it  is 
more  likely  to  make  the  patient  anxious  about  the  future 
than  most  kinds  of  disease.  There  is  no  such  thing  as 
neurasthenia  produced  by  some  disease  of  the  generative 
organs  of  which  the  patient  was  unaware.  The  best  proof 
that  I know  of  that  chronic  pelvic  disease  aggravates  and  keeps 
up  neurasthenia,  is  the  marvellous  change  that  takes  place  in 
patients  with  chronic  metritis  at  the  climacteric. 

Prognosis.— Neurasthenia  does  not  endanger  life.  Neu- 
rasthenia is  gradual  in  onset  and  remitting  in  its  course. 
The  patient  is  sometimes  better  and  sometimes  worse.  She 
is  better  if  she  is  sleeping  well  and  leading  an  easy  life ; 
worse  under  the  reverse  conditions.  The  only  danger  is  lest 
it  should  pass  into  insanity.  This  ought  to  be  prevented 
by  proper  treatment.  The  longer  the  nervous  exhaustion  has 
lasted,  the  less  distinct  the  cause  that  can  be  found  for  it,  the 
worse  is  the  prospect  of  the  cure. 

Treatment  of  neurasthenia. — There  is  no  specilic  for 
neurasthenia.  The  treatment  consists  in  removing  the  con- 
ditions which  have  exhausted  nervous  energy  and  placing 
the  patient  in  circumstances  favourable  to  its  recovery. 

1.  Remove  pain,  (a)  Physical. — In  other  chapters  of  this 
book,  the  treatment  of  the  diseases  of  the  female  genitals 
which  cause  pain  is  described.  Here,  the  general  statement 
will  be  enough,  that  if  a patient  suffer  from  pain  which 
is  persistent,  even  though  slight,  this  pain  will  weaken  her 
nervous  energy,  and  the  removal  of  the  pain  will  help  her 
recovery.  This  statement  applies  to  pain  of  any  kind,  whether 
dependent  on  the  genital  organs  or  not.  If  the  patient  has 
local  pain  of  any  kind,  it  should  not  be  ignored,  but  its 
cause  should  be  sought  out  and  removed,  if  possible. 
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( b ) Mental.  — Anxiety  and  unhappiness  are  mental 
pain,  and  exhaust  the  nervous  energy  just  as  physical 
pain  does.  Some  forms  of  mental  pain  you  can  re- 
move ; others  you  cannot,  in  your  medical  capacity, 
deal  with,  although  by  common  sense  you  may  some- 
times lessen  them.  Many  women  torture  themselves  by 
misrepresenting  their  doctor’s  statements,  or  his  reticence : 
they  think  they  have  cancer,  or  are  going  to  have  it ; or 
that  they  are  going  to  become  insane ; or  that  their 
present  slight  illness  is  going  to  lead  to  some  serious  future 
illness  ; or  that  it  may  wreck  their  conjugal  happiness. 
Mental  pain  of  this  kind  you  can  remove  by  judicious  speech. 
If  the  patient  has  no  local  disease  of  a serious  kind,  tell  her  so 
as  plainly  as  you  possibly  can.  Find  out  from  her  or  from  her 
friends  if  there  be  any  disease,  or  consequence  of  disease, 
to  which  she  thinks  she  is  predisposed,  or  of  which  she  is 
especially  afraid  ; and  if  you  can  truthfully  do  so,  assure  her 
emphatically  that  nothing  of  the  kind  is  in  the  least  likely  to 
happen.  Matthews  Duncan  used  to  say  that  he  had  cured 
many  patients  by  telling  them  that  they  had  no  cancer, 
and  some  of  his  pupils  can  say  the  same. 

There  are  other  causes  of  mental  pain  less  easily  dis- 
covered and  remedied ; such  as  anxiety  about  children,  or 
parents,  or  a husband,  conjugal  discord,  ennui  from  want 
of  occupation  or  interest  in  life.  The  discovery  of  these 
things  is  not  made  by  medical  skill — it  is  the  office  of  a 
friend.  If  you  can  remove  any  circumstance  that  is  destroy- 
ing your  patient’s  happiness,  you  will  benefit  her  health  as 
well  as  earn  her  gratitude. 

2.  Procure  sleep. — Regular  sleep  is  of  the  first  import- 
ance. Most  of  these  patients  will  tell  you  that  they  are  not 
kept  awake  by  pain,  but  they  are  restless  and  cannot  go  to 
sleep.  If  they  sleep,  they  have  bad  dreams,  nightmares,  and 
wake  repeatedly ; and  when  the  morning  comes  they  are 
unrefreshed.'  While  the  patient  has  nights  like  these  she 
cannot  get  well. 

Do  not  give  hypnotics ; neither  opium,  chloral,  chloral- 
amide,  paraldehyde,  sulphonal,  nor  any  such  drug.  These 
produce  sleep,  but  the  patients  become  unable  to  sleep  with- 
out them.  When  long  taken  habitually  all  drugs  of  this 
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kind  do  harm.  The  only  hypnotic  that  can  be  taken  for 
years  together  without  shortening  life  is  alcohol.  The  evil 
of  teaching  patients  to  fly  to  alcohol  when  they  feel  depressed 
need  not  be  told.  The  sleeplessness  comes  from  increased 
reflex  irritability.  To  procure  sleep,  lessen  reflex  irritability 
Give  a salt  of  bromine ; not  in  a large  dose  as  a hypnotic, 
but  in  continued  small  doses,  so  as  to  gradually  produce  its 
physiological  effect,  lessened  reflex  irritability.  Give  gr.  xv. 
of  sodium  bromide — less  depressing  than  the  potassium  salt — 
three  times  a day.  The  patient  will  not  notice  much  effect 
from  it  for  a few  days,  but  in  two  or  three  weeks’  time  she 
will  be  sleeping  well,  if  the  drug  be  given  fair  play.  Then 
leave  it  off,  or  it  will  depress  too  much.  “ Fair  play  ” 
means  the  removal  of  causes  which  disturb  sleep.  Order 
the  patient  to  bed  at  ten  o’clock.  Just  before  retiring,  let 
her  have  as  full  a meal  as  she  can  take  without  epigastric 
discomfort,  and  with  it  a small  dose  of  alcohol — not  light 
or  sparkling  wine,  but  beer,  port,  sherry,  or  diluted  spirits, 
according  to  the  patient’s  preference  and  digestion.  Let  her 
feet  be  warmly  covered  when  in  bed.  Let  her  not  sleep 
in  the  same  room  with  a baby  or  an  invalid,  and  if  her 
husband’s  occupation  or  habits  are  such  as  to  disturb  her, 
let  her  sleep  alone. 

Feeding. — In  most  cases  of  neurasthenia,  nutrition  suffers 
because  appetite  is  bad,  and  the  patient  has  discomfort, 
fulness,  and  perhaps  pain,  after  food,  and  she  therefore  eats 
little.  In  some  cases  there  is  also  frequent  vomiting.  When 
little  is  taken,  and  much  of  what  is  taken  is  vomited,  the 
patient  wastes.  I have  known  the  pain  and  vomiting  after 
food  suggest  gastric  ulcer,  and  the  combination  of  these 
symptoms  with  great  wasting  makes  the  doctor  reasonably 
suspect  cancer  of  the  stomach — the  presence  of  either  disease 
being  disproved  by  the  rapid  success  of  treatment.  When 
these  symptoms  are  present,  attention  to  nutrition  becomes 
a principal  part  of  treatment. 

Relation  between  vomiting  and  uterine  disease. — 

Neurasthenic  vomiting  associated  with  pelvic  disease  lias 
often  been  set  down  as  reflex  vomiting,  and  compared  to 
the  vomiting  of  pregnancy.  Vomiting  may  be  provoked, 
or  the  patient  may  think  it  is  provoked  (which  in  effect 
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is  the  same  thing),  by  disease  of  the  pelvic  organs.  But 
there  is  no  chronic  disease  of  the  pelvic  organs  which  causes 
vomiting  regularly  enough  to  justify  us  in  regarding  vomiting 
as  one  of  its  symptoms,  nor  is  vomiting  frequently  cured 
by  any  treatment  of  the  pelvic  organs.  Vomiting  with 
chronic  disease  of  the  female  genitals  is  nervous,  and  local 
treatment,  if  it  cures  it,  does  so  by  making  an  impression 
upon  the  nervous  system.  Cases  in  which  vomiting  is  best 
cured  in  this  way  are  exceptional. 

How  to  make  patients  eat. — When  a patient  with 
neurasthenia  does  not  eat,  it  is  necessary  to  use  moral  force 
to  make  her.  The  fact  that  she  has  got  into  that  state 
implies  that  such  moral  force  is  lacking  in  her  home 
surroundings.  If  so,  it  is  necessary  to  take  her  from  home. 
If  well-to-do,  she  must  be  treated  in  a private  nursing  home, 
or  in  the  house  of  a friend ; if  poor,  removed  to  a hospital. 
She  must  be  attended  by  a nurse  selected  on  account  of  her 
ability  to  control  such  patients.  The  patient  must  be  kept  in 
bed,  and  fed  regularly  at  short  intervals.  At  first  give  her 
liquid  food  only,  of  the  most  easily  digested  kinds— milk, 
beef-tea,  beaten-up  eggs.  If,  as  sometimes  is  the  case,  the 
patient  does  not  like  these  things,  give  one  of  the  malted 
or  peptonised  foods  that  are  sold,  or  interchange  several, 
to  make  a variety — Mellin’s,  Benger’s,  Allen  & Hanburys’, 
Savoiy  & Moore’s,  etc.  The  kind  is  not  of  much  consequence  ; 
the  one  the  patient  likes  best  is  best  for  her.  Give  it  at  first 
in  small  quantities ; even  spoonfuls,  if  the  patient  will  not 
take  more,  frequently  repeated.  The  nurse’s  business  is  to 
insist  on  the  patient  taking  food,  and  taking  more  and  more 
each  day.  When  she  has  got  to  take  four  or  five  pints  daily, 
let  solid  food  be  added,  beginning  with  bread  and  milk  ; then 
boiled  fish,  chicken  panada,  minced  meat,  etc.,  and  so  on,  until 
the  patient  is  eating  the  same  diet  as  other  people  and  as 
much.  Let  the  cook  suit  the  patient’s  taste  as  much  as 
possible,  but  bid  the  nurse  be  inflexible  as  to  the  quantity. 

If  the  patient  vomits,  it  is  a good  plan  to  keep  her 
without  food  for  some  days,  supporting  her  with  nutrient 
enemata.  This  will  make  her  very  hungry.  If  flic  vomiting 
is  not  dependent  on  organic  disease  of  the  stomach,  you  may 
then  give  her  small  quantities  of  food,  and  she  will  keep  them 


24 


DISEASES  OF  WOMEK 


down.  Tell  her  that  if  the  slightest  vomiting  return,  the 
stomach  must  be  again  kept  empty  for  some  days,  and  you 
will  have  no  more  of  the  vomiting. 

Although  in  these  cases  cure  is  easier  when  the  patient 
is  away  from  home,  yet  it  is  not  impossible  at  home.  I have 
known  an  emaciated  girl  cured  by  one  visit,  for  she  had  a 
sensible  mother,  Avho  took  the  advice  given,  and  forced  her 
daughter  to  eat;  and  in  a few  months  the  girl  was  fat.  In 
another  case  of  vomiting  and  wasting,  so  great  as  to  make 
cancer  suspected,  the  patient  was  cured  in  hospital  in  the 
way  described.  She  went  home,  and  soon  showed  signs  of 
relapse ; but  she  had  a sensible  husband,  who  told  her  that 
she  must  go  back  to  hospital  the  next  day,  and  this  proposi- 
tion always  cured  the  vomiting. 

Such  difficulty  in  feeding  the  patient  is  not  common.  But 
in  most  cases  of  neurasthenia  there  is  dyspepsia.  There  is 
no  special  and  peculiar  form  of  indigestion  produced  by 
uterine  disease.  The  dyspepsia  present  in  a neurasthenic 
woman  who  has  some  pelvic  trouble  should  be  treated  just 
as  in  a patient  who  has  no  pelvic  disease.  Detailed  informa- 
tion upon  the  treatment  of  dyspepsia  is  beyond  the  scope  of 
the  present  work.  Use  the  well-known  drugs — bismuth,  the 
preparations  of  pepsin,  alkaline  carbonates,  bitters,  nux 
vomica — without  reference  to  the  pelvic  symptoms. 

Massage. — When  a patient  is  kept  in  bed  or  lies  on  the 
sofa  most  of  the  day  for  a long  time,  the  muscles  become 
weak.  This  weakness  soon  disappears  when  active  life  is 
resumed,  but  for  a time  it  is  discouraging.  It  can  be  counter- 
acted by  massage — that  is,  shampooing  the  limbs.  In  neuras- 
thenia the  circulation  is  bad  ; the  extremities  are  cold.  This 
is  improved  by  vigorous  rubbing.  If  the  nurse  who  does  this 
is  judicious  in  her  manner  and  conversation,  it  also  diverts 
the  patient’s  mind,  makes  her  dwell  less  on  her  symptoms, 
and  gives  her  confidence  of  getting  well.  In  these  ways 
massage  is  good.  But  it  is  subordinate  to  the  great  points  of 
rest,  food,  and  sleep.  If  these  are  not  secured,  massage  will 
not  cure.  If  they  are,  the  patient  will  get  well  without 
massage,  although  it  will  help.  Of  late  years  massage  has 
been  erected  into  a speciality.  The  ways  of  tapping,  stroking, 
rubbing,  kneading,  and  moving  the  limbs  have  been  labelled 
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with  names  taken  from  a foreign  language.  Precision  may 
be  advantageous  when  massage  is  used  for  local  deformities, 
paralysis,  etc. ; but  in  cases  such  as  those  now  under  considera- 
tion it  matters  little  how  the  patient’s  limbs  are  rubbed  or 
kneaded  so  that  it  is  applied  to  all  the  limbs,  and  that  the 
patient  feels  the  better  for  it.  It  is  a good  thing,  but  not 
a thing  so  important  that  you  should  call  on  the  patient  to 
make  a sacrifice  in  order  to  secure  it. 

Galvanism.— Much  the  same  may  be  said  of  galvanism. 
By  its  use  muscles  can  be  prevented  from  wasting.  The 
mystery  and  the  imposing  apparatus  required  satisfy  the 
patient  that  something  powerful  is  being  done,  and  give  her 
confidence.  For  these  reasons  it  is  a help  in  treatment,  but 
not  so  important  a thing  that  you  should  insist  on  it.  Both 
massage  and  galvanism  take  time  and  trouble  from  the 
attendant  who  applies  them ; therefore  they  involve  an  ex- 
pense, which  may  be  an  important  consideration. 

The  “ Weir  Mitchell  ” treatment. — Of  late  years  the 
treatment  of  neurasthenia  according  to  the  principles  out- 
lined in  the  foregoing  pages  has  been  systematised  by  Ur.  Weir 
Mitchell,  and  his  method  has  been  introduced  into  Great 
Britain  by  Dr.  Playfair.  It  consists  in — (1)  Seclusion,  by 
which  the  patient  is  protected  both  from  worry  and  from 
injudicious  sympathy.  (2)  High  feeding,  and  in  the  beginning, 
if  necessary,  forced  feeding.  (3)  Rest  in  bed  until  nutrition  is 
improved  enough  to  call  for  exercise.  (4)  Prevention  of  the 
ill  effects  of  inaction,  and  occupation  of  the  patient’s  mind  by 
massage  and  electricity.  The  patient  is  placed  under  her 
physician’s  care  in  a house  in  which  she  neither  receives 
letters  nor  sees  friends,  but  is  in  communication  only 
with  nurses  whose  sole  business  is  to  carry  out  this  treat- 
ment. The  benefits  of  this  treatment  are  beyond  doubt. 
But  it  is,  and  must  be,  costly.  If  the  patient,  after  her 
health  has  been  improved  by  it,  goes  back  to  the  sur- 
roundings and  the  mode  of  life  which  produced  the  neu- 
rasthenia, she  will  relapse.  If  you  can  secure  for  the 
patient  sleep,  food,  and  healthy  influences  round  her  in 
her  own  home,  it  is  not  necessary  for  her  to  leave  it. 
Massage  and  electricity  can  be  used  at  home,  but  they  are 
helps,  not  the  main  thing.  Massage  improves  appetite,  and 
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abdominal  massage  will  sometimes  relieve  constipation  and 
flatulent  distension. 

Cases  for  the  Weir  Mitchell  treatment. — This  treatment 
is  especially  suitable  for  anaemic  and  wasted  patients  who 
cannot  eat.  It  is  not  suitable  for  patients  with  melancholia, 
or  for  patients  suffering  from  painful  diseases  of  the  viscera, 
or  as  a calmative  for  patients  who  seem  to  be  suffering  from 
the  strain  of  over-activity. 

Outdoor  exercise. — People  with  nervous  exhaustion  spend 
much  of  their  time  indoors.  The  late  Dr.  H.  G.  Sutton  wrote, 
“ If  living  creatures,  and  especially  human  beings,  the  most 
nervous  among  them  all,  are  too  much  cut  off  from  the  outer 
world  there  is  failure  in  nervous  power,  evidenced  by  weak- 
ness of  circulation  and  shallowness  of  breathing.”*  There- 
fore, as  soon  as  you  can,  order  these  patients  to  take  outdoor 
exercise.  First  make  the  patient  eat  and  sleep,  and  then  get 
her  out  in  the  open  air  as  much  as  possible  without  fatigue. 
Recommend  walking,  riding,  driving,  or  games,  such  as 
croquet,  golf,  lawn  tennis,  skating,  according  to  the  patient’s 
circumstances,  tastes,  and  power.  Gentle  indoor  gymnastic 
exercises  have  been  systematised  under  the  name  of  Ling’s 
method ; and  this,  provided  it  is  not  pushed  to  the  point  of 
fatigue,  is  good,  but  not  so  good  as  outdoor  sports.  But 
it  may  be  useful,  for  the  patient  may  obey  in  her  room  the 
commands  of  a gymnastic  teacher  when  she  will  not  take 
part  in  an  outdoor  game  or  walk.  Such  exercises  have  much 
the  same  effect  on  the  neurasthenic  condition  as  massage, 
except  that  the  patient  is  active  instead  of  passive.  The  place 
of  active  exercise  is  rather  to  prevent  relapse  when  a certain 
degree  of  improvement  has  taken  place  than  as  a curative 
agent  for  bad  cases.  If  you  insist  on  outdoor  exercise  for 
a patient  too  weak  to  take  it,  you  will  only  cultivate  distaste 
for  it,  and  increase  the  difficulty  of  dealing  with  the 
patient. 

Drugs  in  neurasthenia. — There  is  no  drug  that  is  a 
specific  for  neurasthenia.  Treves  has  wittily  put  it — 
“You  cannot  pour  strength  down  the  oesophagus.”  But  you 
can  pour  down  drugs  that  will  help  the  patient  to  get  strength 
out  of  food,  and  restore  nerve  energy  by  sleep.  The  use  of 

* “Lectures  on  Pathology,”  p.  447. 
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these  drugs  1 have  spoken  of.  There  are  certain  drugs  believed 
to  act  directly  on  the  nervous  system  which  need  mention. 

In  some  patients  with  neurasthenia  arsenic  does  great 
good.  Dr.  Hughlings- Jackson  has  put  forward  the  ingenious 
speculation  that  the  effect  of  arsenic  depends  upon  its 
chemical  properties  as  the  heaviest  and  most  stable  in 
combination  of  the  triad  group  of  elements ; that  in  disease 
in  which  the  discharge  of  nervous  energy  is  in  excess,  it 
is  because  in  some  brain  molecules,  nitrogen  (the  element 
most  difficult  to  hold  in  combination,  the  essential  component 
of  all  explosives)  has  taken  the  place  of  phosphorus  ; and 
that  we  do  good  by  replacing  it  by  the  chemically  equiva- 
lent, but  more  stable,  arsenic.  Whether  this  be  true  or  not 
there  can  be  no  doubt  of  the  benefit  derived  from  arsenic 
by  over-active,  energetic,  irritable,  restless  people.  In  the 
lymphatic,  indolent,  feeble  sort  arsenic  does  no  good. 

Dr.  Clifford  Allbutt  has  remarked  that  in  social  life  we 
find  two  opposite  types : those  who  are  observant,  but  not 
imaginative ; and  those  who  are  imaginative,  but  not  obser- 
vant. Sometimes,  though  rarely,  great  powers  of  observation 
and  imagination  are  united  in  the  same  person ; and  then  we 
have  a great  genius,  like  Shakespeare  or  George  Eliot. 

Among  neurotic  patients  these  two  forms  occur : the 
indolent  and  introspective,  who  are  always  thinking  about 
themselves,  and  the  active  and  observant,  who  think  of  others. 
Persons  of  the  introspective  habit  are  often  fat,  and  are  easily 
tempted  to  alcoholic  excess.  They  are  often  sending  for  the 
doctor,  and  what  they  need  is  rousing  and  occupation.  Dr. 
Allbutt  calls  them  “ vaporous  neuralgics.”  Persons  of  the 
observant  type  are  vivacious  and  industrious  ; generally  thin ; 
bad  sleepers,  uncertain  eaters.  They  are  quick,  irritable, 
sensitive,  clever.  Such  persons  do  not  want  rousing,  but 
will  not  tolerate  soothing  or  restrictions.  Dr.  Allbutt  calls 
them  “ irritable  neuralgics,”  as  opposed  to  the  “ vaporous 
neuralgics.”  The  great  thing  in  the  treatment  of  these 
persons  is  a generous  diet  and  lessened  labour.  Such 
persons  are  benefited  by  arsenic.  I have  recognised  the  types 
described  by  Dr.  Allbutt. 

There  are  certain  drugs  which  are  called  nervine  stimu- 
lants. ' Among  these  are  castor,  assafoetida,  and  valerian. 
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We  know  not  what  these  drugs  exactly  do,  but  when  women 
are  nervous  and  excited  a dose  of  one  of  them  makes  them 
feel  better.  Assafoetida  is  a slight  expectorant  and  laxative  ; 
valerian  in  large  doses  is  said  to  produce  somnolence  and 
stupor ; but  they  are  not  used  to  produce  these  effects.  They 
are  usually  given  combined  with  a diffusible  stimulant,  as 
in  the  Spiritus  Ammon.  Feet,  and  the  Tr.  Valerian  Ammon. 
We  know  not  that  these  medicines  do  harm  in  the 
ordinary  doses ; so  that  it  is  often  well  to  give  patients  a 
mixture  containing  one  of  these  drugs,  to  be  taken  occasion- 
ally. Quinine  and  nux  vomica  are  useful  in  improving 
appetite  and  the  tone  of  the  nervous  system ; but  their 
effect  is  only  temporary.  Nothing  is  gained  by  keeping 
patients  on  them  continually.  Iron  should  be  given  to  a 
neurasthenic  patient  who  is  anaemic  just  as  to  any  anaemic 
patient.  As  a rule,  it  is  better  to  forbid  tea  or  coffee,  be- 
cause they  tend  to  prevent  sleep.  But  if  the  patient  does 
not  like  the  prohibition,  limit  it  to  tea  or  coffee  taken  after 
five  o’clock. 

Change  of  air  and  scene. — This  is  the  most  powerful 
tonic  that  we  have.  But  if  the  patient  cannot  sleep  and 
does  not  eat,  she  will  not  improve  anywhere.  Get  her  to 
sleep  and  eat  before  you  send  her  away,  unless  you  are  sure 
that  where  you  are  sending  her  she  will  be  under  the  care 
of  a wise  doctor.  If  the  patient  is  averse,  as  many  are, 
to  separation  from  her  children,  insist  not  on  her  going 
away  until  arrangements  have  been  made  to  satisfy  her 
anxiety  about  them ; for  constant  anxiety  will  do  more 
harm  than  change  will  do  good.  Choose  a place  where  the 
patient  can  be  almost  always  in  the  open  air.  The  qualities 
of  the  waters  with  which  health  resorts  are  often  provided 
matter  little  in  these  cases.  It  is  the  changed  mode  of 
life  that  is  beneficial ; not  the  fluid  that  is  swallowed  or 
applied  to  the  skin.  What  place  you  recommend  must 
largely  depend  upon  the  time  of  year,  and  the  patient’s 
circumstances  and  likings. 
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CHAPTER  TII. 

HYSTERIA. 

This  is  a disease  to  which  women  are  more  subject  than 
men,  and  which  has  been  often,  as  its  name  implies,  supposed 
to  depend  upon  something  wrong  with  the  womb.  Hence  it 
needs  consideration  in  a work  on  diseases  of  women. 

What  is  hysteria  ? — Sir  S.  Wilks  defines  it  as  “ a nervous 
disorder  in  which  the  nervous  system  is  deranged  without  the 
existence  of  any  organic  disease.”*  Another  writer  says  it 
never  has  been  and  never  will  be  exactly  defined.  I shall  not 
attempt  a closer  definition  than  that  of  Sir  S.  Wilks.  If  a 
closer  definition  could  be  found  it  would  be  a gain,  for  the 
term  is  used  loosely  both  by  the  profession  and  the  public. 

Three  conditions  included  under  the  term. — As  commonly 
used,  “ hysteria  ” includes  three  different  things — (1)  nervous 
mimicries  of  disease,  (2)  the  hysterical  paroxysms,  (3)  and 
other  rarer  phenomena,  such  as  catalepsy,  stupor,  ansethesia, 
alterations  in  vision.  The  neurologist  is  generally  consulted 
about  the  rarer  phenomena.  The  first  two  conditions  are  so 
common  that  in  a certain  proportion  of  patients  suffering 
from  t,hem,  uterine  disease  is  supposed  to  be  present ; there- 
fore I think  it  necessary  to  say  something  about  the  re- 
lations of  those  forms  of  hysteria  to  uterine  disease.  • 

(1.)  Nervous  mimicries,  or  neuromimesis. — A young  girl 
who  has  no  sign  of  disease  about  her  finds  that  she  cannot 
use  her  legs  ; or  cannot  speak  above  a whisper ; or  is  blind 
with  one  or  both  eyes;  or  deaf  with  one  or  both  ears;  or 
cannot  pass  her  urine  ; or  vomits,  coughs  up,  or  passes  blood  ; 
or  develops  an  extraordinarily  high  temperature  without  any 
other  sign  of  fever ; or  produces  a rash  on  her  skin  which  is 
unlike  any  skin  disease  known  to  dermatologists ; or  has  an 
excruciating  pain  in  her  spine,  or  in  a joint,  or  it  may  be 
in  her  pelvis.  I attempt  not  an  exhaustive  catalogue 
of  the  diseases  which  a hysterical  girl  may  mimic.  But 
I will  again  quote  Sir  S.  Wilks : “ When,  however,  you 

* “ Diseases  of  the  Nervous  System,”  p.  362. 
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remember  that  all  mankind  is  destined  for  some  work  or 
employment,  and  that  women  are  debarred  from  performing 
the  tasks  which  Sydenham  prescribes  for  men,  whilst  there 
may  be  no  opportunity  of  their  undertaking  the  offices 
which  more  especially  belong  to  them,  such  as  the  rearing 
of  children,  domestic  avocations,  and  the  like,  then  you 
will  comprehend  that  nature,  having  no  outlet  for  the  super- 
fluous energies,  the  whole  system  becomes  disordered,  and 
those  hysteric  symptoms  ensue  which  we  may  regard  as 
the  exponents  of  a wish  unexpressed  or  a want  unfulfilled. 
In  this  case  every  organ  of  the  body  may  suffer,  and  amongst 
the  rest  the  uterus.  The  latter  may  erroneously  be  seized 
on  as  the  seat  of  trouble,  and,  being  assiduously  treated  by  the 
medical  man,  the  nervous  disorder  may  become  more  deeply 
rooted,  and,  the  real  cause  being  overlooked,  a subjective 
ailment  be  converted  into  a real  one.  I have  seen  so  many  in- 
stances of  this  that  I can  speak  very  confidently  as  to  its  truth.”* 

Mimicry  of  disease,  if  it  occur  in  a man  who  has  some 
gross  motive  for  simulating  illness  (for  instance,  a soldier  who 
wants  to  escape  some  disagreeable  duty,  or  a man  who  wants 
to  get  money  out  of  a railway  company),  is  called  malingering 
or  shamming.  But  in  hysterical  mimicry  no  such  motive 
is  discoverable.  Dr.  Wilks  says : “ The  desire  for  sympathy, 
or  that  feeling  which  many  possess  of  taking  a prominent 
place  in  the  hearts  of  kind  friends,  will  prompt  many  a 
woman  to  pretend  to  be  ill  when  she  has  no  ailment  whatever, 
and,  in  a further  stage  of  this  morbid  state,  actually  to 
manufacture  a disease.”  + 

I refer  the  reader  elsewhere  for  full  descriptions  of  these 
nervous  mimicries.  J But  if  this  work  is  to  be  of  use  to  those 
who  practise  gynaecology,  I must  speak  more  fully  upon  two 
points — (1)  the  relation  of  these  mimicries  to  pelvic  disease, 
and  (2)  the  special  mimicries  which  are  apt  to  puzzle  the 
gynaecologist. 

Relation  of  neuromimesis  to  pelvic  disease. — These 
nervous  mimicries  have  been  described  as  reflex  effects  of 

* “Diseases  of  the  Nervous  System,”  p.  365. 

f Ibid.,  p.  366. 

J See  Sir  Benjamin  Brodie’s  “Lectures  Illustrative  of  Certain  Local 
Nervous  Affections  ” ; and  Sir  James  Paget.  “ Clinical  Lectures.”  Ed.  by  Marsh. 


HYSTERIA. 


31 


uterine  disease.  This  is  false.  The  only  relation  between 
them  is  that  they  both  affect  women,  and  therefore  may 
occur  together.  They  seldom  do,  because  oi*ganic  disease 
of  the  pelvic  organs  is  rare  in  young  virgins,  who  are  the 
usual  subjects  of  neuromimesis.  If  a young  girl  who  has  a 
nervous  mimicry  of  disease  has  also  a disease  of  some  pelvic 
organ,  such  as  a urethral  caruncle,  a polypus,  an  adenomatous 
growth,  or  an  ovarian  tumour,  it  should  be  cured  just  as 
similar  disease  occurring  in  any  other  patient.  The  cure  of 
such  pelvic  disease  may  help  in  the  cure  of  the  neuromimesis. 
But  if  there  are  no  symptoms  of  disease  in  the  pelvis,  a local 
examination  ought  not  to  be  made. 

Nervous  mimicries  of  pelvic  disease. — There  are  three 
common  kinds  of  mimicry  which  may  seem  to  indicate  disease 
in  the  pelvis — viz.  (1)  retention  of  urine,  (2)  pelvic  pain,  (3) 
theories  of  disease. 

1.  Retention  of  urine. — This  is  the  commonest.  A 
healthy  young  woman,  generally  unmarried,  finds  that 
she  cannot  pass  water.  There  is  no  local  disease  prevent- 
ing her  from  doing  so.  In  such  cases  a ready  explanation  is 
that  the  patient  gains  a morbid  satisfaction  from  the  manipu- 
lation of  the  external  genitals  unavoidable  in  passing  a 
catheter.  But  I have  never  known  such  feeling  betrayed 
by  immodest  conduct.  When  called  to  such  a case  it  is 
prudent  to  pass  the  catheter  once,  lest  there  be  some 
organic  disease  of  bladder  or  urethra.  But  when  you  are 
sure  there  is  none,  use  not  the  catheter  again.  Explain 
that  its  frequent  use  will  cause  mischief.  If  the  patient 
insists  that  she  needs  a catheter,  let  a nurse  pass  it,  or 
teach  a female  relative  to  do  it.  Give  the  patient  a purga- 
tive, and  tell  her  to  retain  her  urine  as  long  as  she  can. 
If  she  retain  it  so  long  as  to  cause  pain,  she  will  be  unable  to 
resist  relieving  the  bladder  when  the  purgative  acts.  With 
such  treatment  the  retention  will  soon  be  no  more  heard  of. 

2.  Pelvic  pain. — Surgeons  have  long  recognised  hysterical 
joints  and  hysterical  spines.  Just  as  a liystei’ical  girl  may 
complain  of  pain  in  her  back  or  her  knee  without  any  morbid 
change  to  account  for  it,  so  she  may  complain  of  pain  in  the 
pelvis  and  apply  to  it  some  strong  epithet  such  as  “agonising.” 
1 have  seen  the  symptoms  of  peritonitis  well  simulated  by 
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such  a patient.  On  examination  no  physical  sign  of  disease 
is  found.  The  pain,  however  severe  it  is  said  to  be,  does  not 
affect  nutrition  or  interfere  with  any  pleasure  the  patient 
may  wish  to  enjoy  ; nor  is  there  any  objective  sign  of  the 
depression  in  health  which  long-continued  pain  produces. 
It  may  be  proper  to  examine  such  a patient  in  order  to  be 
certain  that  there  is  no  local  disease.  But  beware  of  local 
treatment.  You  will  do  your  patient  harm,  by  keeping  her 
attention  directed  to  parts  that  she  had  better  not  think  of. 
You  will  injure  your  own  reputation,  for  you  will  not  cure 
her ; she  will  have  the  pain  as  long  as  she  pleases.  If  it 
be  a manifestation  of  repressed  sexual  feeling,  pander  not 
to  it.  The  best  treatment  of  such  cases  is  wise  neglect. 

3.  Theories  of  disease. — A third  class  consists  of  those 
who  have  no  definite  pelvic  symptoms,  but  who  have  had  it 
put  into  their  heads  by  some  injudicious  friend  or  doctor 
that  they  have  something  the  matter  with  the  womb — 
e.g.  ulceration,  or  displacement,  or  congestion — upon  Which 
they  brood,  which  they  persuade  themselves  they  have,  and 
which  they  think  and  tell  other  people  is  the  cause  of  their 
symptoms.  These  theories  of  disease,  when  fixed  in  the 
patient’s  mind,  are  hard  to  dislodge. 

Treatment. — These  mimetic  diseases  are  to  be  cured  by 
moral  treatment,  not  by  drugs,  and  still  less  by  meddlesome 
gynaecology.  Sir  James  Paget  has  put  the  case  happily : — 
The  patient  says,  “ I cannot  ” ; her  friends  say,  “ She  will 
not  ” ; the  doctor  says,  “ She  cannot  will.” 

In  the  treatment  of  these  cases  the  great  thing  is  to  give 
the  patient  confidence  that  she  will  get  well,  and  a motive 
to  try  to  get  Avell.  One  who  takes  the  harsher  view  of  the 
case  may  say,  an  excuse  for  getting  well.  A doctor  Avho  can 
inspire  the  patient  Avith  confidence  can  cure  her  by  telling 
her  that  she  is  cured.  If  you  have  not  such  command  over 
your  patient  as  to  be  able  t.Q  do  this,  supply  a motive  by 
putting  before  the  patient  a vivid  picture  of  Avhat  Avill  happen 
if  she  does  not  get  Avell,  and  then  inspire  confidence  by 
some  harmless  treatment,  Avdiich  you  should  assure  the 
patient  will  quickly  cure  her.  It  is  for  the  latter  purpose 
that  some  uterine  treatment  may  occasionally  be  justifiable. 
If  the  patient  has  a fixed  idea  that  the  disease  which  she  is 
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mimicking  depends  upon  some  local  change  in  the  pelvic 
organs,  some  harmless  local  treatment  may  help  her  to 
believe  that  she  is  cured.  But  such  a mode  of  cure  is  not  the 
best ; it  is  a tacit  confession  of  weakness — a thing  to  be  ashamed 
of.  Such  treatment  should  never  be  protracted.  A case  of 
neuromimesis,  properly  treated,  should  be  cured  in  a week. 

The  best  treatment  of  all  nervous  mimicries  is  neglect. 
The  fact  that  you  are  sent  for  implies  that  this  has  not  been, 
and  probably  will  not  be,  tried.  In  the  worst  cases  the 
necessary  thing  is  to  get  the  patient  away  from  the  sympathy 
of  friends  whose  hearts  are  better  than  their  heads. 

Abuse  of  patient’s  confidence. — An  able  writer  has  said : 
“ I have  laboured  for  hours  and  days  ...  to  create  a 
feeling  of  dependence.  ...  I aim  to  gain  absolute  and 
entire  control  over  the  patient,  to  understand  every  thought 
and  motive,  and  to  direct  her  as  a child.”  I quote  this  because 
it  expresses  what  you  ought  not  to  do.  Without  the  confi- 
dence of  the  patient  you  can  do  nothing  for  her  ; but  you  abuse 
that  confidence  if  you  try  to  establish  a personal  influence  over 
a foolish  woman.  You  should  use  it  to  make  her  live  a 
healthy  and  if  possible  a useful  life,  independent  of  doctors. 

Nomenclature. — These  nervous  mimicries  are  almost 
universally  known  as  “ hysterical.”  Dr.  Buzzard*  says  that 
malingering  is  often  improperly  called  “ hysteria.”  I agree 
with  him,  but  I think  the  impropriety  is  so  usual  that  it  is 
hopeless  to  try  to  eradicate  it.  I quote  Dr.  Buzzard  to 
emphasise  the  great  difference  between  these  nervous  mimic- 
ries and  the  hysterical  paroxysm  and  other  symptoms  of 
hysteria  properly  so  called. 

The  popular  notions  of  hysteria. — It  is  common  for 
women  to  ask  if  their  own  or  other  women’s  ailments  are 
“ hysterical,”  and  often  difficult  to  know  what  conception 
an  affirmative  answer  would  set  up.  One  idea  in  the  public 
mind  is  that  it  is  due  to  sexual  feeling;  that  a hysterical 
girl  is  one  who,  in  popular  phraseology,  “ ought  to  be 
married.”  Hysteria  is  certainly  commoner  in  the  single, 
and  is  generally  cured  by  a happy  marriage. 

It  is  not  possible  to  get  information  as  to  the  feel- 
ings of  young  girls ; but  I do  not  believe  that  conscious 

* Quain’s  Dictionary,  article  “ Hysteria.” 
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sexual  desire  frequently  underlies  hysteria  or  nervous 
mimicries.  The  desire  for  activity — the  exercise  of  their 
faculties — -natural  to  the  young  of  either  sex  (and  often 
denied  opportunity  in  the  female),  and  the  craving  for 
sympathy,  play  a much  larger  part  than  sexual  desire ; and 
if  the  latter  be  present,  the  girl  does  not  know  exactly  what 
she  wants.  If  sexual  desire  were  the  principal  cause  of 
hysteria,  marriage  should  always  cure  it ; but  it  does  not.  A 
marriage  in  which  the  patient  is  unoccupied  and  unhappy 
will  make  her  worse  than  she  was  before. 

Another  popular  notion  is  that  “ hysterical  ” means 
shamming.  This  is  true  of  the  nervous  mimicries,  not  true 
of  the  hysterical  paroxysms.  A corollary  may  be  drawn  that 
harshness  is  called  for  ; this  is  true  of  neither. 

(2)  Hysterical  fits. — The  hysterical  attack  or  fit  is  popu- 
larly called  “hysterics.”  For  long  medical  men  thought  it 
the  chief  symptom  of  hysteria.  But  Dr.  Fagge  remarks  that 
in  most  cases  of  hysteria  (he  includes  under  this  term 
nervous  mimicries)  no  attacks  occur  at  any  part  of  their 
course ; and  he  quotes  Briquet,  who  says  that  in  three  out  of 
four  cases  of  hysteria  there  are  no  fits. 

The  hysterical  fit  differs  from  the  nervous  mimicries  of 
disease  in  being  involuntary.  It  is  a symptom  of  nervous 
weakness  or  nervous  exhaustion.  Women  have  weaker 
nervous  systems  than  men,  and  therefore  they  are  more 
liable  to  hysterical  fits.  The  strongest  and  sanest  woman 
may,  in  favourable  circumstances,  come  to  suffer  from 
hysterical  attacks;  and  Sir  S.  Wilks  states  that  a well-known 
member  of  Parliament,  a man  of  sturdy  frame,  became 
hysterical  beside  the  grave  of  his  friend  Cobden.  I have 
described  the  fit  in  the  previous  chapter.  The  liability  to 
fits  of  this  kind  is  a different  thing  from  the  moral  perversion 
which  leads  to  the  simulation  of  disease,  and  it  is  unfortunate 
that  the  same  word  should  be  applied  to  both.  Women  with 
disease  peculiar  to  their  sex  are  especially  liable  to  these  fits, 
because  so  many  of  them  suffer  from  neurasthenia. 

In  the  treatment  of  patients  subject  to  hysterical  seizures 
the  indication  is  to  improve  the  nervous  tone.  Treatment  of 
disease  of  the  sexual  apparatus  is  indirectly  beneficial  only  so 
far  as  it  does  this. 
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CHAPTER  IV. 

HEADACHES. 

So-called  uterine  headache. — I think  it  necessary  to  put 
in  this  book  some  information  about  headaches  in  women, 
because  much  has  been  written  about  “ uterine  headaches.” 
I know  no  such  thing  as  a “ uterine  headache,”  meaning  by 
that  term  a headache  peculiar  to  uterine  disease,  produced  by 
it,  and  needing  for  its  cure  that  the  uterus  be  treated.  In 
the  investigation  of  a case  of  headache  in  a female,  the 
genital  functions  are  not  the  first  thing  to  inquire  about,  but 
rather  the  last. 

But  negation  is  seldom  useful.  As  headache  often  goes 
with  disease  in  the  pelvis,  because  both  are  common  in 
women,  I think  it  may  be  useful  to  mention  the  common 
forms  of  headache  in  women,  and  the  lines  along  which  this 
symptom  should  be  investigated.  I shall  only  mention  the 
salient  features  of  each  kind  I name.  For  fuller  in- 
formation the  reader  must  refer  to  the  writings  of  general 
physicians* 

Migrainous  headache. — The  common  headache,  in  women 
as  well  as  men,  is  migraine.  This  is  popularly  known  as 
“ sick  headache,”  or  “ bilious  attack.”  There  are  all  degrees, 
ranging  from  cases  in  which  slight  frontal  headache  is  the 
only  symptom,  to  those  in  which  severe  headache  is  accom- 
panied with  vomiting,  visual  phenomena,  numbness  and 
tingling  in  the  limbs,  ditficulty  in  speech,  and  confusion  of 
mind.  These  headaches  are  inherited  in  (according  to 
Liveing)  about  half  the  cases.  They  recur  periodically. 
In  some  cases  the  patients  say  they  have  been  subject 
to  them  as  long  as  they  can  recollect,  which  probably 
means  that  they  began  about  the  time  of  the  second 
dentition ; others,  that  the  headaches  began  about  the  time 

* See  Liveing-  on.  “Megrim,  Sick  Headaches,  and  Allied  Disorders,”  1873; 
Harry  Campbell  on  “Headaches,”  1894  ; and  Head,  Brain,  Autumn  No., 

1894 
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wlien  menstruation  began ; and  in  a few  the  headaches 
only  date  from  early  adult  life.  They  generally  get  worse 
at  about  the  menopause,  and  when  that  is  over,  cease 
to  trouble  the  patient.  They  recur  periodically  even 
when  the  patient  is  otherwise  in  the  best  of  health.  She 
goes  to  bed  well,  and  wakes  up  in  the  morning  with  a 
headache — a localised  pain,  usually  in  the  front  of  the  head. 
Sometimes  the  headache  is  relieved  by  vomiting,  sometimes 
only  by  rest  and  sleep. 

Uric  acid  headache. — Dr.  Haig*  lias  shown  that  many 
recurrent  headaches  are  due  to  the  presence  of  uric  acid  in 
the  blood ; can  be  cured  by  remedies  which  help  the  elimina- 
tion of  uric  acid — the  best  being  calomel,  in  repeated  half- 
grain doses,  and  salicylate  of  sodium,  gr.  xv.  for  a dose ; 
and  can  be  prevented  by  eliminating  from  the  diet  meat, 
eggs,  fish,  tea,  coffee,  and  cocoa;  the  patient  living  upon 
bread,  milk,  rice,  and  similar  vegetable  products,  cheese,  and 
fruit.  I know  not  what  proportion  of  recurrent  headaches 
are  thus  produced.  But  I have  met  medical  men  who 
have  tested  Dr.  Haig’s  statements  upon  themselves,  and 
have  found  that  they  could  produce  or  avert  headaches 
at  will,  by  attention  to,  or  neglect  of,  his  rules  of  diet.  I 
am,  therefore,  satisfied  that  his  statements  are  true  of 
some  cases. 

The  diagnosis  of  migraine  is  not  difficult.  The  history, 
that  the  patient  has  for  years  been  subject  to  similar  head- 
aches, and  that  no  other  cerebral  symptoms  have  developed, 
makes  it  clear. 

Relation  between  migraine  and  disease  of  the  pelvic 
organs. — If  the  health  of  a patient  who  is  subject  to  migraine 
gets  deteriorated  in  any  way,  so  as  to  lower  her  nervous  tone, 
her  headaches  will  come  on  oftener,  and  may  be  more  severe. 
There  are  four  common  causes  which  are  thus  apt  to  provoke 
attacks  of  migraine — (a)  depressing  emotions,  such  as  anxiety, 
fright,  fear,  etc. ; ( b ) over-fatigue ; (c)  indigestion ; (cl)  men- 
struation. Chronic  disease  of  the  pelvic  organs  may,  like  the 
familiar  causes  I have  specified,  make  migraine  more  trouble- 
some. But  this  is  not  an  effect  peculiar  to  the  uterus;  it  is 
not  a reason  for  calling  migraine  a uterine  headache. 


* “ Uric  Acid  in  the  Causation  of  Disease.” 
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The  vertical  headache  of  neurasthenia. — This  headache 
is  often  associated  with  pelvic  symptoms  in  women,  because 
pelvic  symptoms  are  often  produced  or  made  important 
by  neurasthenia.  It  is  distinguished  by  its  situation ; 
its  character,  which  is  that  it  is  said  not  to  be  a pain,  but 
rather  a disagreeable  sensation,  variously  described ; that  it 
is  associated  with  insomnia,  and  is  cured  by  giving  the  patient 
sound  sleep.  I have  spoken  more  fully  of  this  in  the  chapter 
on  Neurasthenia. 

The  headache  of  cerebral  tumour. — Remember  that  a 
headache  may  be  the  first  symptom  of  cerebral  tumour.  Its 
nature  will  be  indicated  by  the  association  with  it  of  vomiting, 
optic  neuritis,  and  local  paralysis.  In  but  few  of  the  many 
women  who  have  headache  is  it  from  this  cause.  Rut  in  those 
few  it  is  of  vital  importance  you  should  early  recognise  such 
a headache.  Moxon  said : “ If  I were  an  examiner  in  medicine, 
I should  ask  a candidate,  ‘ What  would  you  do  if  a young  adult 
came  to  you  with  signs  of  organic  disease  within  the  cranium  ? ’ 
And  if  he  did  not  say  he  would  at  once  give  iodide  of  potas- 
sium, I would  send  him  down  three  months  to  think  it  over.” 

The  headache  of  renal  disease. — Headache  may  be  a 
symptom  of  renal  disease.  In  a pregnant  woman  it  may 
be  the  first  and  chief  symptom.  When  consulted  about  a 
headache  which  is  severe,  persistent,  and  of  recent  date, 
remember  to  examine  the  urine  and  to  use  the  ophthal- 
moscope. 

Anaemic  headaches. — Pain  in  the  head  is  common  with 
anaemia.  It  may  be  of  more  than  one  kind.  Anaemia  makes 
sufferers  from  megrim  have  more  frequent  and  severer 
attacks.  Anaemia  is  often  associated  with  insomnia,  and  then 
there  is  the  vertical  sensation  characteristic  of  neurasthenia. 
Anaemia  makes  patients  liable  to  neuralgia,  because  the  nerves 
are  not  nourished  with  healthy  blood.  Hence  the  headache 
is  sometimes  of  a neuralgic  kind  : a sharp  pain,  sometimes 
described  as  a feeling  as  if  a nail  were  being  driven  into  the 
skull.  This  has  long  been  known  as  the  clavus  hystericus, 
an  instance  of  the  bad  effect  of  authority  in  medicine. 
The  expression  clavus  hystericus  was  used  by  the  great 
Sydenham,  and  noun  and  adjective  have  stuck  together  ever 
since.  But  the  symptom  denoted  has  nothing  to  do  with 
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hysteria.  It  is  sometimes  met  with  in  those  who  are  hysterical 
and  ancemic  because  thay  are  anaemic,  not  because  they 
are  hysterical ; oftener  in  anaemia,  without  hysteria. 

Continuous  headache. — Dr.  Stephen  Mackenzie  * has 
described  a kind  of  headache,  the  special  feature  of  which  is 
its  continuousness.  It  is  a dull  pain,  felt  usually  over  the 
whole  head,  sometimes  over  part,  but  not  always  the  same 
part.  The  patient  wakes  with  it  in  the  morning,  and  it  lasts 
till  night ; and  if  she  wakes  in  the  night  the  head  still  aches, 
and  she  has  it  every  day,  though  it  varies  a little  in  severity. 
The  head  is  not  tender;  there  is  no  vomiting,  nor  any  ocular 
symptoms  ; it  is  not  affected  by  aperients.  It  is  not  migraine, 
for  the  patient  may  have  attacks  of  migraine  superadded  to 
this  persistent  headache.  It  occurs  in  men  as  well  as  in  women, 
mostly  in  young  adults.  We  know  nothing  as  to  its  causation. 
Mackenzie  says  “ it  is  not  due  to  peripheral  irritation  or  to 
anaemia.”  I may  add  that  it  is  not  due  to  disease  of  the 
pelvic  organs.  I have  met  with  it  in  women  complaining  also  of 
symptoms  due  to  intra-pelvic  conditions,  and  it  has  not  been 
altered  by  the  relief  of  those  symptoms.  Mackenzie  has 
found  most  such  cases  cured  by  cannabis  indica,  beginning 
with  half  a grain  of  the  extract  twice  or  three  times  a day, 
gradually  increasing  the  dose,  if  necessary,  up  to  two  grains, 
and  persevering  with  the  drug  for  months  before  concluding 
that  it  is  useless.  I have  found  this  treatment  cure,  but  not 
in  every  case. 

Syphilitic  headache. — Syphilis  may  cause  headache  in 
three  ways : (a)  accompanying  the  febrile  secondary  stage ; 
(b)  in  the  tertiary  stage  by  affecting  the  brain;  or  (c)  the 
periosteum  and  bone,  (a)  The  first  will  be  identified  by  the 
fever  and  the  rash,  and  the  fact  that  the  headache  is  of  quite 
recent  origin.  ( b ) I have  already  spoken  of  the  headache 
from  cerebral  tumour,  (c)  Headache  from  cranial  periostitis 
is  worse  at  night,  and  accompanied  with  nodes  which  will  be 
felt  when  the  head  is  examined.  The  treatment  of  these 
headaches  is,  of  course,  mercury  and  potassium  iodide. 

Rheumatic  headache. — -Pain  in  the  head  may  be  muscular 
rheumatism  affecting  the  occipito-frontalis  muscle  and  fascia. 
This  pain  is  produced  when  the  scalp  is  moved. 


Brit.  Med.  Journ.,  Jan.  loth,  1887. 
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Toxic  headaches.— These  headaches  are  rightly  included 
in  systematic  accounts  of  headaches,  but  they  are  not  likely 
to  be  supposed  uterine.  They  result  from  the  entrance  into 
the  body  of  something  which  causes  headache,  and  is 
therefore  to  this  extent  a poison.  The  poison  may  be 
a drug — the  ones  commonly  producing  this  effect  being 
quinine,  iron,  and  opium.  It  may  be  food  not  properly 
digested.  It  may  be  alcohol,  in  excess;  or  the  noxious 
ethers  contained  in  bad  spirits.  It  may  be  gaseous — 
the  exhalations  from  badly  ventilated  living  rooms,  from 
crowded  places  of  public  resort,  or  from  drains.  These  head- 
aches will  cause  you  little  difficulty  in  diagnosis ; for  the 
patient  commonly  knows  the  cause  of  her  headache.  If 
she  does  not,  inquiry  will  detect  a possible  cause,  and  your 
hypothesis  will  be  verified  or  refuted  by  asking  her  to  observe 
the  effect  next  time  she  is  exposed  to  the  cause  in  question. 
These  headaches  are  not,  as  a rule,  continuous  over  days  ; 
nor  does  their  commencement  date  far  back. 

Febrile  headache. — The  head  aches  in  the  initial  stage  of 
many  febrile  diseases,  but  there  is  nothing  in  the  headache 
peculiar  either  to  fever  or  to  any  particular  kind  of  fever. 
Therefore,  when  a patient  unaccustomed  to  headache  com- 
plains of  it,  take  her  temperature. 

Congestive  headache. — Some  writers  have  described  what 
they  call  “ congestive  headache  ; ” that  is,  headache  supposed 
to  be  due  to  congestion  of  the  brain.  Congestion  may  be 
either  active  or  passive : active  when  more  blood  than  usual 
goes  to  a part ; passive  when  the  return  of  blood  from  a part 
is  hindered.  I know  no  evidence  that  active  congestion  of 
the  brain,  if  there  be  such  a thing,  causes  headache ; nor  do  I 
know  of  any  headache  in  which  there  is  the  least  evidence  of 
active  congestion  of  the  brain. 

Passive  congestion  of  the  brain  does  cause  headache.  It 
may  be  produced  by  coughing,  blowing  the  nose,  vomiting, 
blowing  wind  instruments,  stooping,  violent  effort  of  any  kind 
which  fixes  the  chest.  It  is  present  in  heart  or  lung  disease 
obstructing  the  circulation.  Its  connection  with  its  cause  is 
generally  obvious. 

Referred  headaches. — Dr.  Head  has  shown  that  pain  in 
the  head  is  often  a “ referred  pain,”  dependent  upon  disease 
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elsewhere,  and  accompanied  with  cutaneous  hyperaesthesia, 
and  that  there  is  a constant  relation  between  the  organ 
affected  and  the  site  of  pain  and  tenderness.  As  headache  is 
not  the  subject  of  this  book,  but  is  referred  to  only  with  the 
object  of  guiding  the  reader  away  from  bad  practice,  I cannot 
fully  quote  Head’s  results*  but  must  refer  the  reader  to  his 
work  for  specification  of  the  areas  affected. 

Headache  from  eye-strain. — When  a hypermetropic 
patient  becomes  the  subject  of  neurasthenia  the  ciliary 
muscle  fails ; its  constant  straining  brings  on  headache. 
Headache  may  also  result  from  other  faults  in  the  ocular 
refraction;  but  hypermetropia  is  the  commonest.  Headache 
from  this  cause  comes  on  in  the  morning,  and  is  made  worse 
by  occupations  involving  use  of  the  ciliary  muscle.  Therefore, 
when  a young  woman  consults  you  for  headaches,  ask  if  her 
eyes  ache  and  whether  she  has  difficulty  in  reading  small 
print  at  night.  If  those  symptoms  are  present,  the  refraction 
of  her  eyes  should  be  examined,  and  spectacles,  if  required, 
worn. 

Dental  headache. — Headache  may  come  from  carious 
teeth  if  the  pulp  be  attacked.  Facial  neuralgias  are  common, 
as  well  as  headache,  in  weakly  women.  In  any  case  of  head- 
ache to  which  the  patient  is  not  accustomed,  and  especially  if 
the  headache  be  accompanied  with  the  darting  pain  of  facial 
neuralgia,  forget  not  that  the  teeth  may  be  the  source  of  the 
trouble.  Examine  the  mouth,  and  if  you  see  carious  spots,  or 
if  teeth  are  abnormally  sensitive  to  contact,  heat,  or  cold,  send 
the  patient  to  a dentist. 

Nasal  headache.— Disease  of  the  nose — catarrh  and 
adenomatous  over-growths,  leading  to  blocking  of  the  nasal 
passage,  interference  with  breathing,  and  retention  of  secre- 
tion— may  cause  persistent  headache.  These  diseases  have 
only  comparatively  recently  been  exactly  studied.  In  a case 
of  persistent  headache  inquire  if  the  patient  can  at  all  times 
breathe  well  through  both  nostrils.  If  the  nostrils,  or  either 
of  them,  are  at  times  stuffed  up,  the  nose  should  be 
thoroughly  examined,  and  treatment  for  the  removal  of  the 
obstruction  employed. 

Aural  headache. — Disease  of  the  middle  ear  may  cause 

* Brain,  Autumn,  1894. 
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headache ; but  as  this  starts  from  the  meatus,  its  true  cause 
will  seldom  be  overlooked.  Disease  of  the  meatus  causes 
purely  local  pain.  Head  finds  that  the  ear,  the  tonsils,  the 
posterior  teeth  of  the  lower  jaw,  and  the  lateral  parts  of  the 
tongue  have  in  common  an  area  over  which  they  may 
produce  head-pain. 

Dyspeptic  headache. — It  is  a common  belief  that  indiges- 
tion may  cause  headache,  especially  when  associated  with 
constipation.  The  effect  of  blue  pill  in  dismissing  headache 
is  an  ancient  piece  of  therapeutics.  Harry  Campbell  doubts 
whether,  in  non-megrimous  subjects,  dyspepsia  is  as  potent 
a cause  of  headache  as  is  generally  supposed.  1 pass  this 
question  by  with  the  remark  that,  in  the  treatment  of  head- 
ache, to  remove  dyspepsia  if  possible  and  to  obviate  con- 
stipation should  be  one  of  the  first  steps  in  treatment.  Head 
finds  that  disease  of  almost  any  abdominal  viscus  may  cause 
referred  pain  in  the  head,  with  superficial  tenderness ; the 
only  viscera  that  do  not  produce  headache  being  the  uterus, 
Fallopian  tubes,  and  bladder. 

Other  supposed  “reflex”  effects  of  uterine  disease. — 

From  the  frequent  association  of  pelvic  disease  with  states  of 
the  nervous  system  which  make  patients  liable  to  headache, 
there  is  some  appearance  of  reason  in  talking  about  uterine 
headache.  But  there  have  been  publications — I trust  now 
out  of  .date — in  which  uterine  paralysis,  uterine  cough,  ovarian 
dyspnoea,  etc.,  have  been  written  about.  The  uterus  and 
ovaries  have  been  maltreated  to  cure  these  maladies.  Such 
things  cannot  now  be  seriously  discussed.  They  only  mean 
that  a patient  with  some  organic  disease  has  had  the  mis- 
fortune to  meet  with  an  incompetent  doctor. 
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CHAPTER  V. 

PAIN  IN  THE  BACK. 

Pain  in  the  back  is  common  in  women.  It  may  be  chronic 
— that  is,  the  patient  has  had  it  for  months  or  years  ; or  it  may 
be  recent — that  is,  dating  from  a few  days  or  weeks  onty. 
If  the  former,  it  is  not  due  to  acute  disease.  Chronic  back- 
ache may  be  due  to  disease  in  the  pelvis  or  to  other  causes, 
or  to  disease  of  the  generative  organs  with  other  causes. 

Habitual  backache. — There  is  a common  backache  which 
is  incurable.  Some  women’s  backs  always  ache.  An  eminent 
lady  doctor  has  said  that  women  may  be  divided  into  two 
classes — women  Avitli  backs  and  women  without  them.  This 

4 

habitual  backache  is  usually  lumbar,  in  the  “small  of  the 
back  ” ; but  it  may  extend  up  to  the  dorsal  and  doAvn  to  the 
sacral  region.  It  is  made  Avorse  by  fatigue ; relieved,  but  not 
always  removed,  by  rest.  It  is  worse  before  and  during 
menstruation,  and  if  the  bowels  are  costive.  It  is  lessened 
by  friction  and  kneading  of  the  back. 

Not  always  due  to  pelvic  disease. — Many  Avomen  suffer 
from  this  kind  of  backache  Avho  are  free  from  objective  signs 
of  disease ; who  are  tall,  upright,  Avell  built,  not  anaemic, 
plump ; Avho  eat  well  and  sleep  Avell ; Avho  menstruate  without 
other  pain  than  the  aggravation  of  the  usual  backache,  and 
have  no  symptom  or  sign  of  uterine  disease ; and  in  Avhom 
there  is  therefore  no  reason  for  supposing  the  backache  to  be 
due  to  uterine  disease,  and  no  justification  for  advising  the 
patient  to  submit  to  vaginal  examination. 

Conditions  of  origin. — This  backache  often  begins  when 
menstruation  begins,  sometimes  not  for  a feAv  years  afterwards. 
It  begins,  that  is,  Avhen  the  careless  activity  of  childhood 
becomes  restrained  by  a more  hampering  costume,  by  regard 
for  Avhat  is  considered  proper  and  decorous,  and  by  the 
sedentary  habits  involved  in  the  acquirement  of  what  are 
called  “ accomplishments.” 

Conditions  affecting  it. — It  varies  in  severity  from  time 
to  time.  If  the  patient  goes  to  a bracing  health  resort,  it  gets 
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better.  If  from  any  cause  her  nervous  and  muscular  tone 
become  impaired,  it  gets  worse.  If  she  marries  and  has 
children  too  quickly  following  one  another,  it  gets  worse.  If 
she  suckles  too  long,  it  gets  Avorse.  Although  it  is  generally 
relieved  by  lying  down,  many  women  say  it  is  Avorse  when 
they  Avake  in  the  morning,  and  that  at  this  time  a hard 
cushion  under  the  lumbar  spine  relieves  them.  Here  it  seems 
as  if  the  aching  Avere  due  to  the  want  of  support  to  the  lumbar 
curve  when  the  patient  lies  on  the  Hat  surface  of  the  bed.  The 
backache  from  hyperlactation  is  mainly  dorsal,  partly  from 
the  dragging  of  the  breasts,  partly  from  fatigue  of  the  muscles 
used  in  supporting  the  child. 

Its  causes. — We  knoAv  nothing  of  the  morbid  anatomy  of 
this  backache.  I know  of  no  scientific  investigation  into  its 
cause,  and  can  only  speculate  about  it.  Such  backache  is 
hardly  ever  met  Avitli  in  men.  Its  causes,  therefore,  if  not 
peculiar  to  Avomen,  occur  oftener  in  women.  Chronic  back- 
ache may  be  produced  in  boys  and  men  by  masturbation  or 
venereal  indulgence  ; but  it  occurs  in  Avomen  in  Avhom  there 
is  not  the  slightest  reason  for  suspecting  any  similar  cause. 

I believe  its  immediate  cause  is  twofold  : — (1)  Partly  weak- 
ness of  the  muscles  Avliich  hold  the  body  erect,  so  that  they 
ache  because  the  exertion  of  standing  and  Avalking  is  enough 
to  tire  them.  This  is  Avhy  the  backache  is  relieved  by  rest. 
(2)  Why  does  rubbing  relieve  it  ? Because  the  circulation 
through  the  muscles  is  imperfect,  not  being  helped  on  by 
frequent  and  strong  muscular  contractions,  and  hence  the 
muscles  ache,  just  as  a limb  gets  uncomfortable  that  is  kept 
too  long  in  one  position. 

Its  prevention. — Why  are  these  muscles  in  Avomen  so 
often  Aveak  ? The  fault  is  mainly  in  training,  partly  in  dress. 
Those  Avho  manage  boys’  schools  have  long  ago  seen  that 
a healthy  mind  depends  upon  a healthy  body.  But  in  girls’ 
schools  this  principle  is  only  struggling  into  recognition. 
Most  good  schools  for  girls  have  their  gymnasia,  playing 
fields,  etc.  But  they  are  often  looked  on  as  amusements 
Avhich  may  be  enjoyed  by  those  Avho  care  for  them,  and 
let  alone  by  those  Avho  prefer  something  else.  During 
childhood  and  adolescence,  the  development  of  the  body 
should  be  the  first  thing.  If  this  is  not  attended  to  during 
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growth,  the  omission  can  never  be  made  up  afterwards. 
A gh'l  who  is  backward  in  her  studies,  if  only  she  is  strong 
and  healthy,  will  easily  make  good  her  mental  equip- 
ment in  after  years.  Indoor  calisthenics  and  gymnastics 
are  not  enough ; the  sun  and  the  air  are  wanted,  and  in  cold 
weather  the  glow  that  exercise  gives  rather  than  artificial 
warmth.  If  development  of  the  muscles  by  open-air  games 
formed  a part  of  the  daily  routine  of  every  girls’  school  there 
would  be  fewer  women  with  aching  backs. 

If  this  principle  were  fully  recognised,  suitable  reforms  in 
dress  would  follow.  It  is  hardly  needful  to  point  out  how 
petticoats  impede  the  movements  of  the  limbs,  and  how  stays 
minimise  the  activity  of  the  muscles  of  the  back.  Medical 
precepts  are  weak  when  counter  to  the  decrees  of  fashion  ; 
but  we  may  at  least  urge  that  in  the  case  of  growing  girls 
the  wearing  of  stays  should  be  postponed  as  late  as  possible, 
that  the  muscles  of  the  back  may  be  free ; and  that  in  girls’ 
schools  the  wearing  of  gymnasium  dresses  should  be  habitual 
rather  than  exceptional. 

Some  women  suffer  from  backache  not  continuously,  but 
very  often ; and  thus  there  are  all  gradations  of  liability  to 
backache,  from  those  whose  backs  always  ache,  to  those  who 
are  like  the  stronger  sex  in  having  backache  only  from  some 
exceptional  cause. 

A woman  who  has  a backache  is,  in  a sense,  ill,  and  an}*- 
treatment  that  would  cure  her  backache  would  be  well  worth 
doing.  It  does  not  follow  from  this  that  any  treatment  that 
may  cure  the  backache  is  worth  trying.  There  is  no  treat- 
ment that  will  remove  habitual  backache  in  a weakly  woman. 

Genital  backache. — The  pain  in  the  back  which  disease 
of  the  pelvic  organs  causes  is  felt  usually  at  and  near 
the  top  of  the  sacrum.  Such  pain  as  this  should  suggest 
inquiry  as  to  the  functions  of  the  pelvic  organs.  If  there  be 
disease  of  these  organs,  other  symptoms  will  be  present,  and  by 
physical  examination  the  nature  of  the  disease  will  be  found 
out.  There  is  nothing  in  the  character  of  the  backache  from 
which  the  kind  of  disease  causing  it  can  be  safely  inferred, 
although  different  diseases  cause  different  kinds  of  pain.  In 
backward  displacements  of  the  uterus  the  pain  is  felt  lower 
down  than  in  most  kinds  of  pelvic  disease.  In  inflammation 
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of  the  cervix  there  is  often  a pain  at  the  back  of  the  neck,  and 
this  has  even  been  said  to  be  pathognomonic  of  the  disease,  but 
it  is  not.  I cannot  explain  its  occurrence,  but  I have  known 
patients  complain  of  it.  Ovarian  pain  is  often  described  as 
going  through  to  the  sacro-iliac  synchondrosis  of  the  affected 
side.  Backache  is  often  unilateral  when  its  cause  is  not ; and 
in  these  cases  the  pain  is  three  times  oftener  on  the  left  side 
than  on  the  right,  because  the  left  side  of  the  body  is  weaker 
than  the  right.*  Pain  in  the  back  of  pelvic  origin  is  a trouble 
more  from  its  persistence  than  from  its  severity.  It  is  aggra- 
vated by  prolonged  exertion,  but  not  by  the  mere  act  of  move- 
ment. It  is  generally  worse  before  and  during  menstruation. 

Rectal  backache. — Any  disease  within  the  pelvis  may 
cause  backache,  whether  of  the  uterus  or  its  appendages,  the 
vagina,  or  the  rectum.  The  uterus  and  rectum  adjoin,  and 
many  causes  of  disease  affect  both.  Disease  of  the  womb  or 
its  appendages  often  causes  rectal  trouble,  and  the  patient 
may  think  that  there  is  something  wrong  with  the  womb 
when  the  rectum  is  the  part  that  requires  treatment.  Re- 
member, therefore,  that  pelvic  backache,  while  often  indi- 
cating disease  of  the  womb,  sometimes  indicates  disease  of 
the  rectum. 

Dyspeptic  pain  in  the  back. — In  many  cases  the  pain  in 
the  back  that  accompanies  uterine  disease  is  not  limited  to  the 
lumbo-'sacral  region.  Pain  in  the  back  may  come  from  disease 
of  the  stomach.  Patients  generally  refer  this  pain  to  be- 
tween the  shoulders.  It  often  extends  down  the  arms.  It  is 
generally  accompanied  by  epigastric  pain.  Its  relation  to  the 
stomach  will  be  suggested  by  its  seat,  and  the  conjecture  con- 
firmed by  finding  that  it  has  relation  to  food.  It  is  generally 
worse  after  meals,  but  there  are  cases  in  which  stomach  pain 
is  relieved  by  food.  It  is  affected  by  vomiting;  sometimes 
vomiting,  by  relieving  the  stomach  of  irritating  matters, 
will  relieve  the  pain ; sometimes  the  strain  of  the  act  of 
vomiting  will  aggravate  the  pain.  The  diagnosis  of  the 
different  forms  of  dyspepsia  does  not  come  within  the  scope 
of  this  work. 

Dyspepsia  often  accompanies  uterine  disease.  It  has  been 
described  as  a reflex  effect  of  uterine  disease.  Patients 

* See  a paper  by  the  author,  “ Obst.  Trans.,”  vol.  xxxv. 
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sometimes  think  that  pain  due  to  indigestion  is  due  to  disease 
of  the  womb.  The  relation  between  them  is  only  that  they 
are  often  both  due  to  a common  cause.  In  many  cases  of  uterine 
disease  treatment  of  the  digestive  organs  is  required,  but  I 
know  of  no  kind  of  indigestion  that  can  be  cured  by  treating 
the  pelvic  organs.  u 

Patients  sometimes  blame  their  livers  for  backache.  This 
generally  means  that  the  patient  thinks  indigestion  is  the 
fault  of  the  liver.  The  pain  which  is  really  due  to  chronic 
liver  disease  is  not  usually  referred  to  the  back ; it  is  in  the 
right  hypochondrium  and  right  shoulder,  and  is  made  worse 
by  lying  on  the  left  side. 

Constipation. — Fulness  of  the  large  bowel  may  cause 
lumbar  pain.  Many  women  are  costive,  and  therefore  suffer 
from  lumbar  pain.  Costiveness  is  more  common  among 
women  than  among  men,  chiefly  from  habit,  because  the 
greater  modesty  of  women  makes  them  often  refrain  from 
relieving  the  bowel  rather  than  be  seen  visiting  the  place 
for  that  purpose.  Habitual  distension  of  the  bowel  leads  to 
impairment  of  its  muscular  tone,  which  in  its  turn  increases 
the  tendency  to  constipation.  Some  think  that  the  greater 
size  of  the  female  pelvis  favours  constipation,  because  the 
rectum  is  less  supported,  and  can  therefore  be  more  distended. 
But  I cannot  think  this  important ; there  is  plenty  of  room  in 
the  male  pelvis  for  more  feces  than  are  found  in  the  female 
rectum. 

Long-continued  constipation  produces  other  effects  than 
pain  in  the  back.  These  I go  not  into  here.  I only  ask  you 
to  remember  that  constipation  may  cause  a pain  which  the 
patient  may  think  is  due  to  the  womb.  Retained  feces  often 
irritate  the  bowel,  provoke  secretion  from  its  wall  and 
diarrhoea.  Therefore,  remember  that  diarrhoea  often  indicates 
that  the  bowel  is  full. 

Renal  pain. — Disease  of  the  kidneys  causes  backache. 
If  the  pain  is  severe,  it  is  not  limited  to  the  back;  it  is 
accompanied  with  irritation  of  bladder,  and  with  changes  in 
the  urine.  The  kidney  will  be  found  tender  on  palpation. 
In  the  renal  diseases  which  cause  backache  there  are  often 
acute  attacks  of  renal  colic.  There  is  a condition  of  the 
kidney  to  which  women  are  especially  subject  which  causes 
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pain  in  the  back,  viz.,  movable  kidney.  This  will  be  found 
out  by  examining  the  abdomen,  and  I shall  speak  of  it  in  the 
next  chapter.  The  very  serious  conditions  of  the  kidney  com- 
prised under  the  term  Bright’s  disease  cause  at  most  a trifling- 
aching  in  the  back.  It  is  beyond  the  scope  of  this  work  to 
describe  the  differential  Wagnosis  of  the  diseases  of  the  kidney. 

Abdominal  aneurysm,  a disease  which  causes  severe  and 
persistent  backache  in  men,  is  hardly  ever  met  with  in  women. 

Backache  from  strain. — You  may  be  sent  for  on  account 
of  recent  backache,  which  the  patient  attributes  to  over- 
strain. Overstrain  of  the  back  is  more  common  in  men 
than  in  women,  because  the  laborious  occupations  in  which 
overstrain  is  likely  are  generally  followed  by  men.  But  it  is 
possible  for  backache  in  women  to  be  produced  by  overstrain 
— that  is,  over-stretching  and  probably  rupture  of  muscle  or 
fibrous  tissue.  In  women  strain  may  produce  backache,  by  injury 
not  to  the  back  but  to  the  pelvic  floor,  leading  to  uterine  dis- 
placement. This  is  most  important  to  remember,  because  a few 
days’  proper  treatment  immediately  after  the  injury  will  put 
it  right,  and  may  save  the  patient  lasting  discomfort.  The 
treatment  consists  in  rest  in  bed  (for  it  is  only  in  bed  that  you 
can  rely  upon  the  patient  remaining  recumbent)  until  the 
injured  part  has  had  time  to  repair  the  injury. 

Lumbago — that  is,  muscular  rheumatism  affecting  the 
spinal  ‘muscles — may  be  the  explanation  of  backache.  The 
characteristic  feature  of  this  pain  is  that  it  is  produced  by 
movement.  When  the  patient  bends,  rises  from  sitting,  or 
turns  in  bed,  pain  is  provoked.  The  affected  muscles  are 
tender  to  the  touch.  The  backache  began  at  a definite  date, 
and  often  has  followed  some  particular  chill  or  strain. 

The  treatment  is  the  same  in  women  as  in  men  ; therefore 
I enter  not  into  detail.  It  consists  in  local  measures  to  attract 
blood  to  the  skin,  such  as  mustard,  hot  bottles,  ironing,  and 
general  measures  to  promote  perspiration,  such  as  sudorifics, 
with  wrapping  in  warm  blankets,  and  Turkish  baths. 

Recent  backache. — A patient  may  complain  of  backache 
of  quite  recent  date— a few  days  or  hours  only.  There  are 
causes  of  such  backache  beyond  the  scope  of  this  work,  sucl: 
as  disease  of  the  spine,  the  muscles,  the  bones,  the  meninges, 
or  the  cord.  It  may  seem  out  of  place  to  mention  spinal 
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caries  in  a work  on  diseases  of  women,  but  it  is  a fact  that 
from  the  error  of  taking  backache  in  a nervous  woman  for 
spinal  caries  “ numbers  of  young  women  have  been  con- 
fined to  a couch  for  months  or  years,  and  their  health  has 
been  permanently  damaged.”  * Smch  pain  is  not  likely 
to  be  attributed  to  the  uterus,  bu™ if  it  were,  a sufficient 
distinction  will  be  found  in  the  feature  that  such  pain  is 
produced  or  aggravated  by  movement  of  the  spine.  Uterine 
pain  is  not  affected  by  the  mere  act  of  movement,  but  only 
by  the  prolongation  of  exertion. 

Pain  in  the  sacro-iliac  synchondrosis. — Women  some- 
times suffer  from  chronic  pain  in  the  sacro-iliac  synchon- 
drosis, arising  from  injury  of  that  joint  during  labour.  This 
has  been  described  by  Gervis.f  Sometimes  the  joint  is  so 
injured  in  delivery  that  it  suppurates  during  the  puer- 
peral state.  Injury  less  severe  than  this  may  leave  behind 
chronic  pain  in  the  joint.  The  seat  of  pain  is  identified 
by  pressing  upon  the  joint,  which  is  tender,  and  by  taking 
hold  of  the  ilium,  and  moving  it  backwards  and  forwards, 
which  causes  pain.  This  pain  is  aggravated  by  exertion, 
relieved  by  rest.  As  the  disease  is  not  fatal,  we  know  not 
what  is  the  state  of  the  joint.  It  plainly  depends  upon 
delivery,  for  the  disease  is  not  met  with  in  nulliparae,  and  the 
symptoms  always  date  from  a confinement. 

The  treatment  consists  in  rest;  fixation  of  the  joint  by 
strapping  put  round  the  pelvis  ; and  counter-irritation  to  the 
skin  over  and  near  the  joint,  together  with  such  other  treat- 
ment as  the  patient’s  general  health  may  demand.  With  this 
treatment  the  pain  can  be  cured  in  a few  weeks. 

Coccygodynia. — This  word  means  pain  in  the  coccyx. 
This  may  be  associated  with  some  morbid  condition  that  you 
can  detect.  You  should  call  such  a case  by  the  name  of  that 
morbid  condition.  If  you  can  find  no  physical  sign  of  disease 
to  account  for  the  pain,  then  you  have  to  call  the  disease 
coccygodynia. 

Etiology. — Coccygodynia  (as  defined  above)  occurs  in  men 
as  well  as  in  women,  but  is  commoner  in  women.  In  women 
it  generally  dates  from  childbirth.  During  the  birth  of  a 


* Buzzard,  Quain’s  Dictionary,  Art.  “ Hysteria.” 
t “ Obst.  Trans.,”  vol.  v. 
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full-sized  child  the  coccyx  is  extended,  and  such  extension 
cannot  take  place  without  some  stretching  of  the  ligaments 
passing  from  the  coccyx  to  the  ischium.  In  most  women 
pressure  on  these  ligaments  or  forcible  extension  of  the 
coccyx  causes  pain.  It  is  probable  that  coccygodynia  is  most 
often  due  to  a chronic  painful  condition — Matthews  Duncan 
thought  a rheumatic  condition — of  these  ligaments  produced 
by  this  stretching.  If  this  be  so,  explanation  is  needed  as  to 
why  the  pain  is  felt  in  the  coccyx  and  not  in  the  ligaments. 
When  childbirth  cannot  be  invoked  as  a cause,  coccygodynia 
has  been  ascribed  to  constipation  and  to  haemorrhoids.  I must 
add  that  if  we  accept  all  these  explanations,  we  yet  know  not 
why  such  conditions  cause  coccygeal  pain  in  some  few  women 
and  not  in  others. 

Diagnosis. — The  patient  points  to  the  coccyx,  and  says 
the  pain  is  there  and  nowhere  else.  She  describes  it  as  a 
continual  aching  present  for  weeks  or  months.  It  is  seldom 
so  severe  as  to  bring  the  patient  for  treatment  within  a 
few  days  of  its  beginning.  You  find  no  physical  signs  of 
disease. 

Prognosis  and  treatment. — This  disease  is  a neuralgia. 
The  treatment  mainly  consists  in  improvement  of  the  nervous 
tone.  Give  tonics  such  as  the  state  of  the  patient’s  health 
may  indicate — iron  if  anaemic.  quinine  if  her  appetite  be  bad, 
arsenic,  if  she  is  restless  and  excitable.  Advise  plenty  of  food, 
and  give  medicines  to  aid  digestion  if  needed.  Inquire  if  the 
patient  sleeps  well ; if  not,  find  out  and  treat  the  cause. 
Regulate  the  bowels,  by  diet,  if  possible — e.g.  brown  bread, 
oatmeal  porridge,  fruit ; and  if  these  fail,  occasional  pills, 
draughts,  or  powders.  The  best  tonic,  if  the  patient  can  get 
it,  is  change  of  air  to  some  health  resort,  regard  being  had,  in 
choosing  the  place,  to  the  time  of  year.  If  this  line  of  treat- 
ment is  perseveringly  carried  out,  the  patient  will  generally 
get  well.  Sedative  liniments,  such  as  one  formed  by  equal 
parts  of  lin.  opii.,  lin.  aconiti,  lin.  belladonnas,  and  chloro- 
form, may  be  used;  but  these  are  temporary  expedients 
only.  They  relieve  for  the  time,  but  do  not  cure  the  disease. 

It  has  been  proposed  to  treat  this  condition  surgically  by 
two  methods— (a)  by  dividing  with  a fine  tenotomy  knife  the 
ligaments  all  round,  close  to  their  insertion  into  the  coccyx ; 
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( b ) by  excising  the  coccyx.  I have  seen  cure  from  the 
latter,  not  fjrom  the  former.  I should  not  mention  it,  were 
it  not  that  Matthews  Duncan  was  of  opinion  that,  although 
it  had  often  failed,  it  was  “well  worth  trying”  in  inveterate 
cases.  If  there  is  no  sign  of  local  disease,  be  slow  to  recom- 
mend surgical  treatment,  and  careful  not  to  promise  too 
much  from  it. 

Dislocation  of  the  coccyx. — In  some  cases  of  coccygeal 
pain  you  will  find  morbid  change  sufficient  to  account  for  the 
pain.  The  coccyx  may  be  dislocated  backwards.  The  apex  of 
the  sacrum  and  the  base  of  the  coccyx,  which  ought  to  be  in 
contact,  are  not.  You  can  feel  the  base  of  the  coccyx  through 
the  skin  externally;  with  the  finger  in  the  rectum  you  can 
feel  the  apex  of  the  sacrum  internal  to  the  coccyx ; and 
the  coccyx  is  unduly  flexed.  It  may  be  dislocated  for- 
wards. The  base  of  the  coccyx  is  in  front  of  the  apex  of  the 
sacrum  ; and  the  coccyx  is  extended,  so  that  its  apex  pro- 
jects under  the  skin.  The  dislocation  forwards  is  the  more 
disagreeable,  for  in  it  the  projection  of  the  point  of  the 
coccyx  obliges  the  patient  to  sit  upon  one  ischium. 

These  dislocations  are  very  rare,  and  I know  not  how  they 
are  produced.  If  you  should  be  called  to  a woman  who  has 
suffered  some  violence,  and  you  find  a recent  dislocation 
of  the  coccyx,  the  treatment  would  be  to  reduce  the  dis- 
location, but  I have  never  seen  or  heard  of  a case  in  which 
this  has  been  done.  Usually  by  the  time  these  patients 
seek  advice  the  dislocation  is  irreducible.  In  such  a case  the 
treatment  is  simple  and  successful — viz.  to  remove  the  coccyx. 
It  might  be  possible,  by  dividing  ligaments,  etc.,  to  put  the 
bone  in  its  normal  position  without  removing  it,  but  it  will  be 
difficult  to  keep  it  there,  and  I know  not  that  the  patient  is 
much  the  worse  for  losing  her  coccyx. 

Other  diseases  of  the  coccyx. — The  sacrum  or  the  coccyx 
may  be  fractured  by  violence.  Either  bone  may  be  the 
subject  of  periostitis  or  of  caries.  Pain  in  the  coccyx 
may  be  caused  by  either  of  these  conditions.  They  are  not 
peculiar  to  women,  and  their  treatment  is  the  same  whether 
in  a man  or  a woman.  The  description  is  therefore  beyond 
the  scope  of  this  work,  and  all  I have  to  say  is,  bear  these 
conditions  in  mind  when  consulted  about  coccygeal  pain. 
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CHRONIC  ABDOMINAL  PAIN. 

Pelvic  pain  commonly  leads  women  to  think  there  is 
something  the  matter  with  the  womb.  I shall  enumerate  the 
different  kinds  of  chronic  pain  that  may  make  women  think 
the  womb  is  diseased,  and  point  out  their  characteristics. 
By  “ chronic  ” I mean  pain  that  long  persists  or  often  recurs, 
and  is  not  accompanied  by  acute  febrile  symptoms. 

Pain  from  tired  and  stretched  muscular  and  fibrous 
structures. — This  pain  is  common  in  women  because  their 
muscles  are  weak,  their  nerves  are  sensitive,  and  they  are 
often  anaemic,  and  therefore  nerves  and  muscles  are  badly 
nourished.  The  pelvic  floor  aches  from  the  fatigue  of  sup- 
porting the  weight  of  the  abdominal  contents. 

Pain  of  this  kind  is  dull,  aching,  not  severe,  but  wearying 
the  patient  by  its  persistence.  It  is  not  definitely  localised, 
being  referred  vaguely  to  the  back  and  lower  abdomen  and 
down  the  thighs.  It  is  relieved  at  once,  and  soon  removed, 
by  lying  down.  Ask  the  patient  whether,  on  waking  in  the 
morning  after  a good  night’s  rest,  she  is  free  from  pain.  The 
answer  of  patients  who  have  this  kind  of  pain  only  is 
invariably  “Yes.”  But  remember  that  the  presence  of  this 
pain  does  not  imply  the  absence  of  every  other  pain;  and 
therefore  a patient  may  have  other  kinds  of  pain  as  well  as 
this,  and  she  may  then  not  be  freed  from  pain  by  lying  down. 
This  is  the  characteristic  pain  of  uterine  descent.  It  de- 
pends partly  on  the  amount  of  stretching  of  the  tissues, 
partly  on  the  state  of  the  patient’s  nervous  system.  If  the 
patient  is  sleeping  badly,  is  amende,  or  is  getting  thin,  it 
gets  worse  ; and  if  she  rests  well,  takes  plenty  of  food,  and 
the  tone  of  the  nervous  system  improves,  the  pain  gets 
better,  without  any  appreciable  change  in  the  local  condition. 

Chronic  pelvic  inflammation. — Pain  may  be  due  to 
chronic  metritis,  inflammation  of  the  tubes  and  ovaries,  peri- 
metritis, congestion  of  the  uterus  from  backward  displacement. 
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This  pain,  like  that  first  described,  is  referred  to  the  lower 
abdomen  and  back,  and  sometimes  down  the  thighs.  It  is 
generally  a continuous,  dull,  aching  pain,  sometimes  described 
as  throbbing.  It  is  remittent,  severe  pain  alternating  with 
slight,  the  attacks  of  pain  being  much  longer  than  the  dura- 
tion of  a uterine  contraction.  It  is  lessened,  but  not  removed, 
by  lying  down.  It  is  more  localised  than  the  former  kind. 
If  the  ovary  be  the  seat  of  pain,  the  patient  will  point  to  a 
spot  about  two  inches  internal  to  the  anterior  superior  iliac 
spine.  If  the  uterus  be  painful,  she  will  refer  it  to  the  hypo- 
gastrium  ; in  backward  displacements  of  the  uterus,  to  the 
sacrum.  This  pain  is  aggravated  by  alcohol,  by  the  approach 
of  menstruation,  and  by  sexual  intercourse. 

Uterine  contraction  causes  pain.  This  is  referred  to  the 
lower  abdomen  and  back.  Unlike  the  preceding  forms,  it  is 
paroxysmal,  each  attack  of  pain  lasting  a minute  or  more. 
and  being  preceded  and  followed  by  freedom  from  pain.  It 
differs  also  in  that  it  is  not  relieved  by  recumbency,  but  is 
often  said  to  be  worse  when  the  patient  is  lying  down,  because 
a recumbent  patient  is  inactive  and  pays  more  attention  to 
what  she  feels.  Pain  of  this  kind  is  often  felt  with  fibroids. 
This  is  the  true  dysmenorrhceal  pain. 

The  foregoing  kinds  of  pain  are  all  due  to  disease  in  the 
' pelvis.  But  the  patient  may  refer  pain  to  the  pelvis  which 
has  its  cause  outside  it. 

Renal  pain. — This  is  identified  by  the  seat  of  the  pain, 
which  is  over  the  kidney,  although  it  often  radiates  over  the 
abdomen  and  down  the  thighs ; further,  by  there  being 
tenderness  on  pressure  over  the  kidney,  and  perhaps  swelling 
over  the  kidney.  There  will  also  be  vesical  irritability,  and 
probably  pain  in  micturition.  These  latter  symptoms  are 
met  with  in  most  chronic  pelvic  inflammations. 

The  diseases  of  the  kidney  which  cause  pain  are : — 

(a)  Renal  calculus,  in  which  the  pain  is  paroxysmal  and 
exceedingly  severe,  often  causing  vomiting.  The  urine  will 
probably  contain  blood  and  crystals.  If  the  calculus  has  not 
passed,  but  is  stopping  up  the  ureter,  the  kidney  will  be 
swollen  and  tender. 

( b ) Inflammation  of  ureter  from  other  causes — a rare  disease, 
in  which  the  symptoms  will  be  much  the  same  as  in  calculus. 
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(c)  Pyelitis. 

( d ) Malignant  disease  of  kidney. 

In  these  conditions  the  kidney  will  be  swollen  and  tender. 

( e ) Movable  kidney. — Cases  of  movable  kidney  may  be 
divided  into  three  groups.  (1)  In  some  it  causes  no  symptoms 
at  all.  (2)  Sometimes  it  causes  slight  aching  pain  in  the 
renal  region : there  is  generally  pain  in  the  renal  region 
during  menstruation,  if  at  no  other  time.  (3)  Sometimes 
there  are  attacks  of  “ strangulation  ” of  the  kidney.  This 
means  that  the  vessels  get  kinked,  and  congestion  of  the 
kidney  is  the  result.  This  is  often  the  result  of  violent 
exertion  or  rapid  movement.  There  is  sudden,  severe  pain 
in  the  abdomen,  with  distension  and  tenderness.  With  this 
there  is  faintness,  giddiness,  sweating,  small  rapid  pulse, 
nausea  or  vomiting.  The  urine  is  scanty,  high-coloured,  often 
bloody.  There  is  little  or  no  fever.  The  kidney  is  swollen, 
and  so  tender  that  it  can  scarcely  be  examined.  The  symp- 
toms reach  their  height  at  about  from  the  fourth  to  the  sixth 
day.  One  of  the  first  signs  of  recovery  is  the  copious  excre- 
tion of  urine  of  low  specific  gravity.  The  symptoms  subside 
in  from  one  to  two  weeks. 

Aching  kidney. — Matthews  Duncan  described  what  he 
called  “ aching  lcidney  ” : pain  in  the  kidney,  independent 
of  pyelitis,  stone,  mobility,  or  other  disease  in  the  kidney.  I 
have  §een  cases  in  which  there  was  renal  pain,  without 
physical  signs  of  disease,  in  young  women  who  were  accus- 
tomed to  drink  very  little  fluid  ; and  this  pain  has  been  cured 
by  making  the  patient  drink  plenty  of  water.  It  has  seemed 
to  me  a reasonable  explanation  that  the  pain  has  been  due  to 
irritation  of  the  kidney  by  deposit  from  too  concentrated 
urine — a condition,  in  fact,  of  slight  gravel,  differing  only 
from  what  is  known  as  gravel  in  the  fact  that  the  urine 
(or  at  least  some  specimens)  does  not  deposit  crystals  after 
it  is  passed.  Duncan  regarded  aching  kidney  as  a neuralgia 
of  the  kidney.  This  may  be  so,  but  it  is  an  explanation  only 
to  be  accepted  when  everything  else  has  been  excluded. 
Chronic  nephritis  sometimes  makes  the  kidneys  painful. 
This  is  identified  by  the  albumin  and  casts  in  the  urine. 

Gastric  pain. — The  pain  may  be  due  to  disease  of  the 
stomach  : atonic  dyspepsia,  chronic  gastritis,  gastralgia,  gastric 


54  DISEASES  OF  WOMEN. 

ulcer,  cancer  of  stomach,  or  other  rarer  conditions.  In  these 
diseases  the  pain  is  in  some  way  dependent  upon  food.  In 
gastralgia  it  is  relieved  by  food ; in  the  other  conditions, 
produced  or  aggravated  hy  food,  particularly  solid  food. 
Pelvic  pain  has  no  constant  relation  to  taking  food.  The 
patient  may  think  it  has,  hut  close  observation  will  show 
no  concomitant  variation. 

Bowel  pain. — The  pain  may  be  in  the  boivel ; that  is,  one 
of  the  kinds  of  colic — painful  peristaltic  action.  Colic  may 
arise  from  various  causes,  (a)  An  indigestible  meal : if  from 
this  cause,  it  will  be  of  short  duration,  ceasing  when  the 
offending  matter  has  been  got  rid  of.  (6)  Constipation,  the 
pain  being  in  the  attempt  of  the  bowel  to  get  rid  of  hard 
faecal  lumps,  (c)  Distension  of  the  bowel  with  flatus,  due 
to  decomposition  of  its  contents.  The  conditions  which 
make  the  intestinal  juices  unable  to  digest  food  without  the 
copious  evolution  of  gas  are  in  women  common,  and  often 
persistent  and  hard  to  cure.  ( d ) Nervous  causes:  anxiety, 
fear,  distress  of  mind,  not  uncommonly  produce  painful 
contractions  of  the  bowel,  (e)  Lastly,  there  is  lead  colic, 
recognised  by  the  well-known  blue  line  on  the  gums.  Copper- 
poisoning also  produces  colic,  hut  this  is  rare  in  ordinary 
practice. 

The  pain  of  intestinal  colic  is  distinguished  from  pain  due 
to  disease  of  the  uterus  or  its  appendages  by  the  following 
features 

(1)  It  is  a pain  which  shifts  its  seat.  It  rolls  about  the 
belly.  Sometimes  you  may  get  a patient  who,  when  you  ask 
her  to  point  out  the  seat  of  pain,  will  indicate  the  whole 
course  of  the  ascending,  transverse,  and  descending  colon. 
Pain  of  uterine  or  ovarian  origin  is  in  the  pelvis. 

(2)  It  is  not  relieved  by  position.  The  pain  caused  by 
displacements  is  removed,  and  that  of  uterine  or  ovarian 
congestion  or  of  peritonitis  is  relieved,  by  recumbency;  but 
produced  or  aggravated  by  walking  about.  This,  by  distract- 
ing the  patient’s  attention,  causes  the  pain  of  colic  to  be  less  felt. 

(3)  If  pressure  on  the  abdomen  has  any  effect  on  the  pain 
of  colic,  it  is  to  relieve  it.  Patients  with  inflammatory  pain 
cannot  bear  firm  pressure,  and  it  has  no  influence  on  the 
pain  of  displacements. 
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(4)  It  is  relieved  by  the  passage  ot'  Hatus,  or  by  the  free 
emptying  of  the  bowel — acts  which  have  no  influence  on  the 
other  kinds  of  pain. 

Peritoneal  pain. — In  some  cases  there  is  a pain  which 
combines  the  characters  of  both  pelvic  and  bowel  pain. 
Pelvic  peritonitis  may  lead  to  adhesions  about  the  sigmoid 
flexure.  During  the  propulsion  of  fecal  masses  along  the 
colon  these  adhesions  are  pulled  upon,  and  thus  there  is  pain 
just  before  defecation.  There  will  also  be  symptoms,  or  a 
history,  of  pelvic  peritonitis,  and  there  will  be  physical  signs 
of  this  disease.  Put  the  pain  will  resemble  colic  in  being 
distinctly  dependent  upon  defecation,  and  in  being  pain 
which  shifts  its  seat  as  the  contents  of  the  bowel  move 
onward,  although  it  may  be  to  a degree  too  little  for  the 
patient  to  recognise  and  describe. 

Biliary  colic. — The  pain  of  biliary  colic  can  hardly  be 
taken  for  pain  due  to  pelvic  disease.  Its  exceeding  severity, 
sudden  onset,  and  sudden  cessation  when  the  stone  has  passed, 
its  being  situated  in  the  epigastrium,  and  accompanied  not 
only  by  nausea  and  vomiting,  but  by  jaundice — all  these 
features  mark  it  off  from  pain  of  uterine  or  ovarian  origin. 

Visceral  neuralgias. — Some  pains  felt  in  the  abdomen 
are  neuralgic.  This  kind  of  pain  in  an  external  part  is  known 
by  being  along  the  course  of  a nerve,  and  (in  about  half  the 
cases)  by  the  presence  of  tenderness  at  the  spots  where  the 
nerve  becomes  superficial.  In  the  case  of  visceral  neuralgias 
we  have  not  these  marks  to  guide  us,  because  the  viscera  are 
supplied  from  nerve  plexuses  which  we  cannot  get  at. 

In  the  diagnosis  of  visceral  neuralgias  we  rely  mainly  on 
the  following  features : — 

(1)  The  absence  of  signs  of  disease  in  the  painful  part, 
and,  excepting  when  the  pain  is  present,  of  any  impairment 
of  its  function. 

(2)  The  character  of  the  pain.  This  is  usually  inter- 
mittent or  remittent : it  occurs  in  paroxysms,  alternating  with 
intervals  of  freedom  from  pain  or  of  only  slight  pain.  It  may, 
however,  be  constant,  not  paroxysmal,  and  therefore  this 
feature  by  itself  must  not  be  relied  upon.  It  is  often  com- 
bined with,  or  alternates  with,  pain  of  similar  character  in 
other  parts. 
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(3)  The  effect  of  treatment.  Neuralgic  pains  vary  with 
the  patient’s  health — getting  worse  when  this  is  depressed, 
better  under  tonic  treatment;  but  this  is  not  peculiar  to 
neuralgia.  Neuralgic  pain  is  almost  always  relieved  by 
alcohol,  and  is  not  relieved  by  position.  Inflammatory  pelvic 
pain  is  aggravated  by  alcohol  and  relieved  by  recumbency. 

(4)  The  personal  peculiarities  of  the  patient : her  physique, 
temperament,  and  habits.  The  patients  subject  to  neuralgic 
pains  are 

(1)  Those  whose  nervous  systems  have  been  weakened  by 
anaemia,  the  brain  and  nerves  not  being  nourished  by  healthy 
blood. 

(2)  Patients  worn  out  by  want  of  sleep. 

(3)  Persons  of  originally  neurotic  temperament,  inherited 
or  acquired,  generally  both  inherited  and  developed  by 
education.  A “ neurotic  temperament  ” means  a too  sensitive 
nervous  system.  A sensitive  nervous  system  usually  goes 
with  a weak  muscular  system. 

Neuralgic  pain  may  complicate  pain  of  other  kinds,  and 
then  diagnosis  is  difficult,  but  important.  Pain  due  to  local 
disease  is  cured  if  the  local  disease  is  cured ; but  if  the  pain 
is  neuralgic,  local  treatment  will  be  a failure. 
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METHOD  OF  INVESTIGATION. 

In  this  chapter  I describe  how  to  investigate  common 
gynaecological  cases  in  private  practice.  For  special  purposes 
there  are  special  instruments  and  modes  of  examination, 
which  I shall  describe  when  speaking  of  the  conditions  that 
require  them. 

Extent  of  routine  examination. — A careful  physician  ex- 
amines, as  a matter  of  routine,  every  important  organ  before 
he  treats  his  patient.  But  female  modesty  causes  the  genital 
organs  to  be  exempted  from  this  routine  examination.  Other 
parts  are  examined  thoroughly.  But  in  examining  the  genital 
organs  regard  for  the  patient’s  feelings  causes  examination  to 
be  restricted  to  what  is  absolutely  necessary.  If,  for  instance, 
by  digital  examination  you  find  enough  to  account  for  the 
symptoms,  there  is  no  need  to  inspect  the  parts  or  to  use 
a speculum  or  sound.  This  is  the  customary  English  practice, 
and  it  is  right.  Women  ought  not  to  be  treated  as  if  they 
were  museum  specimens. 

Interrogation  of  the  patient. — First  take  down  the  par- 
ticulars necessary  for  identification — the  patient’s  name,  age, 
address ; whether  single,  married,  or  a widow  ; the  number  of 
children  and  miscarriages,  with  the  date  of  the  last  pregnancy ; 
if  sterile,  the  date  of  marriage. 

The  next  question  to  be  put  amounts  to  this : What  is 
the  matter  ? From  the  reply  you  learn  the  patient’s  principal 
complaint — pain,  haemorrhage,  discharge,  or  whatever  else 
it  may  be.  Question  her  with  the  view  of  defining  this 
symptom.  If  it  be  pain,  bid  her  mark  out  exactly  its  seat. 
Inquire  as  to  its  kind — whether  occasional  or  constant, 
whether  continuous  or  paroxysmal.  Try  to  get  some 
measure  of  its  severity — whether  it  keeps  the  patient  awake 
at  night,  or  interferes  with  her  social  duties  or  pleasures,  or 
affects  nutrition,  or  makes  her  go  to  bed,  or  vomit,  or  sweat. 
Ask  whether  the  patient  knows  of  anything  that  makes  it 
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better  or  worse,  whether  or  not  it  is  relieved  by  lying  down, 
whether  affected  by  menstruation,  and,  if  so,  how.  Then  find 
out  how  long  the  patient  has  had  it,  whether  it  began 
suddenly  or  gradually,  and  in  what  circumstances.  If  the 
leading  symptom  be  haemorrhage,  discharge,  or  anything  else, 
try  in  like  way  to  define  its  character,  date,  and  mode  of  onset. 

Having  got  a clear  understanding  as  to  the  principal 
trouble,  then  inquire  as  to  the  functions  of  the  pelvic  organs. 
Ask  as  to  menstruation,  the  date  of  its  commencement,  its 
regularity,  its  quantity,  the  amount  of  pain  attending  it,  and 
the  characters  of  this  pain ; whether  in  any  of  these  respects 
change  has  taken  place  since  the  commencement  of  the 
function,  and,  if  so,  what  and  when.  Inquire  as  to  any  inter- 
menstrual  discharge,  its  character,  amount,  and  date.  Ask 
as  to  micturition,  whether  it  is  painful,  or  whether  too 
frequent.  Inquire  about  the  rectum,  whether  defecation  is 
painful,  and  whether  there  is  haemorrhage  or  discharge  from 
the  bowel.  Ask  if  there  is  any  irritation,  soreness,  or  swelling 
about  the  external  parts.  If  the  patient  has  not  told  you 
enough  to  explain  why  she  seeks  advice,  and  is  married, 
inquire  whether  marital  intercourse  is  painful. 

Ascertain  next  the  state  of  those  functions  upon  which  the 
general  health  depends.  Ask  if  appetite  is  good  ; whether  the 
patient  has  discomfort  after  food,  flatulence,  pain,  or  vomiting, 
and,  if  so,  when  ; and  whether  the  bowels  are  regular.  Ask  if 
the  patient  sleeps  well  or  badly,  if  she  suffers  from  headache, 
if  she  is  more  nervous  than  she  used  to  be.  Inquire  if  she 
has  gained  or  lost  flesh  lately.  Ask  as  to  cough,  shortness  of 
breath,  palpitation,  or  swelling  of  legs. 

If  the  symptoms  of  which  the  patient  has  told  you  give  a 
reasonable  presumption  of  local  disease,  it  is  your  duty  to  tell 
the  patient  that  you  cannot  treat  her  properly  unless  she 
allows  you  to  make  a local  examination. 

Preparations  for  examination. — If  the  patient  is  to  be 
examined  at  her  home,  ask  her  to  be  in  bed.  If  at  your  house, 
bid  her  loosen  all  the  bands  round  her  waist,  let  the  garments 
to  which  they  belong  fall  as  low  as  her  hips,  and  take  off  her 
corsets.  Then  let  her  lie  on  her  back  on  a hard  couch,  with 
her  knees  bent ; and  draw  up  her  underclothing  so  as  to 
expose  the  abdomen. 
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Abdominal  examination.— Look  at  it  to  see  if  it  is 
enlarged.  If  enlarged,  feel  if  it  fluctuates,  and  if  it  does,  pass 
a catheter.  Percuss  it,  and  note  the  position  and  extent  of 
dulness  and  resonance  respectively.  Then  palpate  it.  Two 
things  are  to  be  found  out  by  palpation — tenderness  and 
tumour.  You  ought  to  be  able  to  press  your  Angers  deep 
down  into  the  pelvis.  If  you  cannot  do  this,  it  may  be 
for  one  of  two  reasons — (1)  the  abdominal  muscles  are  held 
rigid,  because  either  (a)  the  patient  is  nervous,  or  (b) 
the  parts  underneath  are  tender  ; or  (2)  there  is  a swelling 
in  the  pelvis.  Talk  to  the  patient,  pressing  all  the  time 
steadily  on  the  abdomen.  If  the  rigidity  is  only  from 
nervousness,  in  a little  while  the  muscles  will  yield.  If  there 
is  tenderness  or  swelling,  define  its  outline.  Define  surface 
tenderness  by  lightly  touching  or  stroking  the  skin  with  the 
head  of  a pin,  and  mark  out  the  area  over  which  such 
touching  is  said  to  be  painful. 

Bimanual  examination. — Standing  or  sitting  (according 
to  the  height  of  your  couch)  on  the  right  side  of  the  patient, 
place  your  left  hand  on 
the  lower  part  of  the 
abdomen,  pass  your  right 
hand  under  her  right 
thigh,  and  insert  the  fore- 
finger (previously  lubri- 
cated with  sublimate 
glycerine  1 - 2,000)  into 
the  vagina.  Or  let  the 
patient  lie  on  her  left 
side.  The  preferable  posi- 
tion is  on  the  back,  for 
in  it  you  can  better  judge 
of  the  relation  of  parts 
to  the  middle  line  and 
to  abdominal  landmarks 
(Fig.  1).  But  when  the  patient  is  on  her  side,  the  vaginal 
ringer  can  reach  a little  higher.  In  either  of  these  posi- 
tions you  can  generally  find  out  all  you  want  to  know, 
but  you  can  explore  the  parts  to  the  right  of  the  uterus 
better  than  those  to  the  left.  If  the  case  is  one  in 
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which  you  have  difficulty  in  judging  of  the  state  of  partSj 
to  the  left  of  the  uterus,  go  to  the  left  side  of  the  patient, 
and  place  your  right  hand  on  the  abdomen,  your  left  forefinger 


Fig.  2. — Fergusson’s 
Speculum. 

in  the  vagina,  or  ex- 
amine in  a similar  way 

• ,i  ,1  i Fig.  3. — Nest  of  Cellu- 

with  the  patient  on  her  i0id  Specula. 

right  side. 

The  vaginal  finger  informs  you  of  the 
condition  of  the  vagina,  its  size,  the  smooth- 
ness or  roughness  of  its  wall,  the  presence 
of  any  tumour;  and  of  the  cervix,  its  posi- 
tion, shape,  and  consistence.  Ascertain  by  Fig-  4.— Speculum 

^ b ^ Forceps. 

the  bimanual  examination  the  size,  shape, 
position,  and  mobility  of  the  uterus,  and  the  presence  or 
absence  of  any  swelling  in  the  pelvis  other  than  the  uterus ; 
if  such  a swelling  be  present,  its  size,  shape,  position,  and 
mobility.  In  many  cases  bimanual  examination  will  tell 
you  enough  to  account  for  the  patient’s  symptoms,  and  there 
is  no  need  to  go  further. 

Inspection. — Should  the  patient  complain  of  pain,  itching, 
soreness,  or  swelling  of  the  vulva,  or  if  your  vaginal  finger  has 
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perceived  any  abnormal  tenderness  or  configuration  jf  the 
vulva,  you  must  inspect  this  part.  Put  the  patient  so  that  a 
good  light  is  thrown  on  it,  and  separate  the  labia. 

Fergusson’s  speculum. — If  discharge  is  a prominent  symp- 
tom, or  if  you  have  felt  any  indication  of  disease  of  the 
cervix  or  upper  part  of  the  vagina,  and  the  nature  of  the  case 
is  not  yet  clear,  you  must  look  at  the  cervix  and  vagina  with 
a speculum.  The  best  speculum  for  most  cases  is  Fergusson’s, 
which  you  can  use  without  an  assistant  (Fig.  2).  You  get 
the  best  illumination  from  one  made  of  silvered  glass ; but 
these  are  apt  to  break.  Made  of  celluloid,  they  do  not 
break ; they  give  enough  light,  and  are  so  thin  that  four  sizes 
will  fit  one  within  the  other  (Fig.  3).  In  introducing  Fer- 
gusson’s speculum,  remember  that  the  chief  resistance  that 
you  have  to  overcome  is  that  of  the  perineum.  Hold  the 
speculum  with  its  longest  side  backwards.  The  bevelling 
allows  you  easily  to  get  its  tip  within  the  vaginal  orifice, 
in  front  of  the  perineum.  Then  press  the  perineum  back, 
and  at  the  same  time  move  the  speculum  on.  When  you 
have  introduced  the  speculum  for  its  full  length,  you  will 
generally  find  the  vaginal  portion  of  the  cervix  lying  in  the 
end  of  the  speculum.  Clean  it  with  absorbent  wool  held  in 
the  grasp  of  a speculum  forceps  (Fig.  4). 

The  bivalve  speculum. — In  a few  cases  the  uterus  leans 
so  much  forward  that  the  os  uteri  lies  against  the  side  of  the 
speculum,  and  you  can  only  see  the  anterior  part  of  the 
vaginal  portion.  If  so,  you  must  use  a different  speculum. 
The  best  for  such  cases  is  Barnes’s  “ crescent”  modification  of 


Fig.  5. — Neugebauer’s  Speculum  modified  by  Barnes — the  ‘“Crescent”  Speculum. 
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Neugebauer’s  speculum  (Fig.  5).  The  extreme  divergence 
of  the  ends  of  this  instrument  sometimes  stretches  the 
vagina  too  much,  and  hurts  the  patient ; Dr.  Roper  has 


Fig.  7. —Sims’s  “Duckbill” 
Speculum. 


Fig.  6.  — Roper’s  modification  of 
Barnes’s  “Orescent  ” Speculum. 

modified  its  shape  so  as  to 
prevent  this  (Fig.  6).  But 
in  some  cases  the  great  diver- 
gence of  Barnes’s  instrument 
is  what  you  want.  The  duckbill  speculum  of  Marion  Sims 
(Fig.  7),  used  in  the  left  lateral  semi-prone  position,  gives 
you  a view  of  the  vaginal  portion  and  the  vagina  in 
their  natural  relations,  and  enables  you  to  fix  a hook 
or  volsella  into  the  cervix,  and  pull  it  down  so  as 
to  inspect  it  thoroughly.  But  you  cannot  do  this 
without  an  assistant.  You  also  need  a table,  and,  to 
get  the  utmost  advantage  from  it,  a special  table,  such 
as  Daggett’s,  Avhich  can  be  raised  at  the  end  on  which 
the  patient’s  pelvis  lies,  and  on  the  side  towards  which 
her  back  is  directed.  The  patient  is  placed  on  this  with 
her  hips  close  to  its  edge.  Her  left  arm  is  placed  behind 
her  back.  Her  left  thigh  and  knee  are  slightly  bent,  her 
right  thigh  is  much  bent,  so  that  her  knee  goes  against  a 
raised  padded  side  which  prevents  her  from  slipping  off. 
The  right  buttock  is  held  up  by  the  assistant  (Fig.  8). 
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The  speculum  lifts  the  posterior  vagina  wall  away  from  the 
anterior,  so  that  you  then  see  the  cervix  and  the  anterior 
vaginal  wall  in  their  natural  relation  to  one  another.  In  a few 
cases — such,  for  instance,  as  doubtful  cancer — this  is  an  advan- 
tage ; but  the  cases  in  which  the  duckbill  speculum  gives  you 


Fig.  8. — Position  of  Patient  for  examination  with  “ Duckbill  ” Speculum. 


information  of  value  in  diagnosis  and  treatment  which  you 
cannot  get  without  it,  are  rare.  It  is  excellent  for  hospital 
practice,  but  inconvenient  and  seldom  necessary  in  private. 

The  volsella. — Two  kinds  of  volsellae  are  sold,  one  with 
sharp  teeth  which  stick  into  the  cervix,  and  one  with  blunt 
teeth,  which  hold  the  cervix  by  compressing  it.  It  should 
fasten  with  a clip  (Fig.  9).  The  sharp-toothed  instrument 
gives  the  securer  hold,  and  hurts  the  patient  less,  but  its 
points  may  scratch  the  vagina  or  your  finger  while  it  is 
being  applied.  The  blunt  volsella  cannot  do  this,  but  the 
compression  of  the  cervix  is  painful.  In  buying  one,  see 
that  the  teeth  fit  nicely  into  one  another  when  the  instru- 
ment is  closed.  A tenaculum  is  sometimes  used ; it  is  easier 
to  apply,  but  holds  less  firmly  than  the  volsella  (Fig.  10). 
The  use  of  the  volsella  is  to  pull  the  cervix  down  that  it 
may  be  seen,  and  that  the  sound  may  be  more  easily  passed, 
or  the  back  of  the  uterus  examined  by  the  rectum. 

The  sound. — There  are  cases  in  which  a swelling  in 
the  pelvis  is  in  such  close  relation  to  the  uterus  that  you 
cannot  bimanually  feel  the  distinction  between  them.  In 
such  cases  you  can  only  find  out  the  position  and  length  of 
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the  uterine  cavity  by  passing  a sound  (Fig.  11).  Occa- 
sionally the  patient  is  so  fat  or  so  nervous  that  you  cannot 


by  bimanual  examination  make  out  where  the  body  of  the 
uterus  is,  or  how  big  it  is.  In  such  a case,  if  you  can 
exclude  pregnancy,  you  may  use  the  sound  to  get  this  in- 
formation ; but  you  ought  seldom  to  find  it  necessary.  The 
sound  hurts  the  patient,  and  is  seldom  required  by  one 
skilled  in  bimanual  examination. 
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The  best  sound  is  that  of  Marion  Sims.  To  use  it,  put  the 
patient  on  her  left  side.  Bend  the  sound  so  that  its  shape  may 
correspond  to  what  you  take  to  be  the  probable  course  of  the 

uterine  canal  and  the  angle 
that  it  makes  with  the 
vagina.  Lubricate  it  with 
sublimate  glycerine.  Pass 
the  right  index-finger  up 
to  the  os  uteri,  and  with 
it  guide  the  point  of  the 
sound,  which  is  held  in  the 
left  hand,  into  the  os  uteri. 
Then  pass  it  up  till  its 
point  is  arrested  by  the 
fundus.  Its  point  may 
catch  in  a fold  of  the 
cervical  mucous  mem- 
brane, and  its  progress  be 
Fig.  12.— Bimanual  Rectal  Examination.  tllllS  arrested.  If  you 

think  this  is  the  reason 
it  ceases  to  advance,  withdraw  it  a little  way,  and  pass  it 
up  again,  keeping  its  point  near  the  opposite  wall  of  the  canal. 
Use  no  greater  force 
than  you  can  help. 

The  , catheter.  — If 
your  patient  complains 
of  painful  or  too  frequent 
micturition,  look  at  the 
meatus  urinarius,  and 
then  pass  a catheter. 

Do  this  (1)  to  get  a 
specimen  of  urine  free 
from  admixture ; (2)  to 
notice  the  presence  or 
absence  of  great  ten- 

-i  r . i Fig.  13. — Combined  Rectal  and  Vaginal 

derness  of  the  urethra  or  Examination. 

bladder,  and,  if  present, 

its  site ; the  presence  or  absence  of  stricture ; and  the  size  of 
the  bladder.  The  catheter  ought  to  pass  four  inches  from  the 
meatus.  When  the  catheter  touches  a healthy  bladder  you 
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can  push  it  on  another  inch,  and  the  bladder  will  push  it  back 
again  when  you  cease  pressing,  but  in  a tender  or  contracted 
bladder  you  cannot  do  this. 

Rectal  examination. — If  there  are  any  symptoms  referred 
to  the  rectum,  make  a digital  examination  of  the  bowel.  If 
bimanual  vaginal  examination  has  not  made  you  sure  as  to 
the  state  of  things,  make  a bimanual  rectal  examination 
(Fig.  12).  By  this  method  you  can  reach  rather  higher 
than  by  vaginal  examination,  and  you  can  better  ascertain 
the  boundaries  and  relations  of  swellings  behind  and  at  the 
side  of  the  uterus.  Sometimes,  especially  when  there  is  a 
lump  behind  the  uterus,  you  must  examine  with  one  finger 
in  the  rectum  and  another  in  the  vagina  (Fig.  13). 

Examination  under  anaesthesia.— When  examination  is 
very  painful  or  difficult — as  from  extreme  tenderness,  or 
from  the  youth  of  the  patient — or  you  cannot  define  the 
parts  by  the  ordinary  method,  examine  the  patient  under 
anaesthesia.  The  most  perfect  exploration  of  the  pelvic 
organs  possible  without  opening  the  belly  is  gained  by  the 
bimanual  rectal  examination,  with  two  fingers  in  the  rectum. 
The  whole  hand  has  been  introduced  into  the  rectum,  but 
with  a hand  of  average  size  there  is  danger  of  rupturing  the 
bowel.  With  two  fingers  you  can  reach  high  enough  for 
almost  every  case. 
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CHAPTER  VIII. 

CHRONIC  OVARIAN  PAIN;  SO-CALLED  CHRONIC  OOPHORITIS. 

In  this  part  I describe  certain  conditions  which  cause 
chronic  pain  in  the  pelvis,  without  evidence  of  inflammation. 
Such  pain  may  be  in  the  ovary,  in  the  uterus,  or  in  the 
muscles  and  fasciae  of  the  pelvic  floor.  1 take  first,  chronic 
'pain  in  the  ovary,  or  oophoralgia  ( a>6v , “ the  ovum  ” ; c^opeco, 

“ to  bear  ” ; aA/yo?,  “ pain  ”),  which  has  often  been  called 
chronic  ovaritis,  or  more  correctly  oophoritis,  because  it  was 
thought  that  the  pain  was  inflammatoiy. 

Chronic  ovarian  pain. — There  are  three  places  in  which 
women  often  suffer  pain  without  any  sign  of  local  disease  to 
account  for  it — along  the  fifth  nerve,  especially  its  upper 
divisions ; in  the  infra-mammary  region ; and  in  the  situa- 
tion of  the  ovary.  All  these  pains  are  three  times  as  common 
on  the  left  side  as  on  the  right.  For  the  causes  of  facial 
and  infra-mammary  pain  refer  to  books  on  medicine.  Here 
I speak  of  ovarian  pain. 

Ovarian  pain  is  the  commonest  abdominal  pain  in  women. 
You  will  always  produce  more  pain  by  pressing  over  the 
ovaries  than  by  pressing  equally  hard  on  any  other  part  of 
the  healthy  abdomen.  In  all  diseases  of  the  female  genitals 
pain  is  often  referred  to  the  situation  of  the  ovary.  A 
treatise  on  all  the  causes  of  chronic  ovarian  pain  would 
include  almost  all  the  diseases  to  which  women  are  subject. 

Diagnosis. — Cases  of  chronic  ovarian  pain  are  of  two 
distinct  kinds. 

(1)  Those  in  which  the  ovary  is  adherent. 

(2)  Those  in  which  the  uterus  and  its  appendages  are  . 
movable. 
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This  is  the  first  question  in  diagnosis : Is  the  uterus 
movable  or  fixed  ? You  ought  to  be  able  to  push  the  uterus 
up,  to  pull  it  down  to  the  vulva,  to  move  it  from  side  to 
side.  You  should  feel  no  other  lump  in  the  pelvis.  If  you 
can  feel  the  ovary  at  the  side  of  or  behind  the  uterus,  it 
moves  freely  when  you  press  on  it.  If  the  ovary  be  tender, 
such  pressure  will  produce  a manifestation  of  pain. 

The  next  question  is  whether  there  is  disease  of  the  uterus. 
Any  uterine  disease — inflammation  of  the  cervix,  displace- 
ments, endometritis,  so-called  chronic  metritis,  vaginitis— may 
be  accompanied  by  ovarian  pain.  The  ovarian  pain  may 
be  dependent  on  the  uterine  condition,  and  if  so,  it  will  be 
cured  if  the  uterine  disease  can  be  got  well.  You  may  pre- 
sume that  this  is  so  if  the  ovarian  pain  has  come  on  with 
the  symptoms  of  the  uterine  disease.  You  can  only  be  certain 
by  observing  the  effect  of  treatment. 

In  this  chapter  I consider  the  cases  in  which  the  ovary  is 
painful,  but  not  fixed. 

The  diagnosis  of  ovarian  pain. — (1)  Assuming  that  the 
uterus  is  movable,  that  there  are  no  signs  of  uterine  disease, 
and  that  the  ovarian  region  is  indicated  as  the  seat  of  pain, 
the  next  thing  is  to  make  sure  that  it  is  the  ovary  that 
is  painful.  The  patient  puts  her  finger  on  a spot  on  a level 
with,  and  about  two  inches  internal  to,  the  anterior  superior 
iliac  spine,  and  tells  you  that  her  pain  is  there.  She  says  it  is 
fixed  in  that  spot,  either  limited  to  it,  or  radiating  from  it 
as  a centre.  It  is  often  said  to  go  through  to  the  sacro- 
iliac synchondrosis,  down  the  thigh,  and  to  be  felt  in  the 
breast  of  the  same  side.  But  the  chief  seat  is  the  spot  first 
mentioned. 

(2)  The  ovary  is  tender.  When  you  press  deeply  into  the 
pelvis,  through  the  abdominal  wall,  you  will  find  that  although 
the  patient  does  not  like  deep  pressure  anywhere,  yet  that 
when  you  press  on  the  ovary,  her  manifestations  of  pain 
become  more  pronounced  than  when  you  press  anywhere 
else.  On  vaginal  examination,  while  there  is  pain  in  moving 
the  uterus,  yet  the  greatest  pain  is  caused  when  you  press 
up  by  the  side  of  the  uterus  and  touch  the  ovary.  If  you 
cannot  feel  the  ovaiy  by  the  vagina,  search  for  it  by  the 
bimanual  method. 
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(3)  Both  uterus  and  ovaries  are  quite  movable.  There  is 
no  abnormal  resistance  on  either  side  of  the  uterus,  and  the 
ovary  is  not  enlarged.  The  absence  of  fixity  shows  that 
the  peritoneum  is  not  inflamed.  The  absence  of  any  swelling 
by  the  side  of  the  uterus  shows  that  the  appendages  are  free 
from  any  marked  morbid  change. 

Superficial  tenderness. — Dr.  Head  * has  shown  that 
visceral  disease  is  accompanied  by  areas  of  tenderness  of 
the  skin.  Ovarian  pain  brings  with  it  tenderness  of  the  tract 
of  skin  which  derives  its  sensory  nerve  supply  from  the  tenth 
dorsal  posterior  nerve  root,  and  this  tract  of  skin  may  be 
tender  even  when  the  ovary  is  not.  The  area  supplied  by  the 
tenth  dorsal  root  is  a horizontal  tract  on  a level  behind  with 
the  first,  second,  and  part  of  the  third  lumbar  vertebrae,  and  in 
front  with  the  upper  half  of  the  line  between  the  pubes  and 
umbilicus,  and  having  a downward  tag  near  the  anterior  part 
of  the  iliac  crest  (Fig.  14).  Ascertain  this  tenderness  by 
touching  or  stroking  the  skin  with  the  head  of  a pin.  Over 
the  tender  part  this  will  make  the  patient  wince,  and  if 
asked  whether  she  is  being  touched  with  the  head  or  the 
point,  she  may  sa}r,  “ The  point.” 

I have  found  the  area  of  superficial  tenderness  described 
by  Dr.  Head  to  be  present  in  ovarian  pain.  But  there  are  two 
qualifications  of  its  value  in  diagnosis.  First,  all  patients  are 
not  equally  intelligent ; and  sometimes,  especially  in  hospital 
practice,  you  may  get  contradictory  answers  from  the  patient. 
Second,  patients  will  often  choose  for  coming  to  you  the  days 
on  which  they  are  better  than  usual,  and  then  the  superficial 
tenderness  may  be  absent. 

How  to  feel  the  ovaries. — The  way  to  make  sure  that 
you  feel  the  ovary  is,  for  the  right  ovary,  to  stand  on  the 
right  side  of  the  patient  (who  may  be  either  on  her  back 
or  left  side);  put  two  fingers  of  the  right  hand  into  the  vagina, 
and  your  left  hand  on  the  abdomen.  To  feel  the  left  ovary, 
stand  on  the  left  side  of  the  patient  (who  may  be  on  her  back, 
or  right  side) ; put  two  fingers  of  the  left  hand  into  the  vagina, 
and  the  right  hand  on  the  abdomen.  Get  the  body  of  the 
uterus  between  the  fingers  in  the  vagina  and  the  hand  outside. 
Running  from  its  upper  corner  you  will  feel  the  cords  formed 

* grain,  1S93, 
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by  the  Fallopian  tube  and  ovarian  ligament.  Follow  these 
outwards  with  the  hand  and  fingers,  and  they  will  guide  you 
to  the  ovary. 


A patient  whose  ovaries  are  tender,  when  you  try  to  do 
this  will  make  her  abdominal  muscles  so  rigid  that  you  cannot 
do  it,  even  if  the  patient  will  tolerate  your  trying.  In  most 
cases  you  will  not  be  wrong  if  you  identify  the  ovary  by  its 


Fig.  14. — Situation  of  Superficial  Tenderness  accompanying  Ovarian  Pain.  ( After  Head.) 
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shape,  size,  position,  and  tenderness,  without  tracing  out  its 
connection  with  the  uterus ; but  if  in  doubt  as  to  the  con- 
dition of  the  appendages,  examine  under  an  anaesthetic. 

Why  usually  left-sided. — Ovarian  pain  is  more  common 
on  the  left  side  than  on  the  right.  Various  explanations  have 
been  given  of  this — such  as,  that  the  left  Fallopian  tube  is 
shorter  than  the  right,  the  left  ovarian  ligament  shorter  than 
the  right,  and,  therefore,  the  left  ovary  nearer  the  uterus  than 
the  right,  and  thus  sooner  reached  by  extension  of  inflamma- 
tion. But  the  difference  between  the  two  sides  in  this  respect 
is  so  slight  and  so  inconstant  as  to  be  inadequate  to  explain 
the  greater  frequency  of  left-sided  pain.  Another  explanation 
is,  that  the  rectum  being  close  to  the  left  ovary,  this  one,  when 
inflamed,  cannot  be  kept  at  such  perfect  rest  as  the  right, 
being  moved  when  the  bowel  changes  its  position  ; and 
therefore  inflammation  on  the  left  side  is  more  liable  to 
become  chronic.  If  so,  the  pain  should  be  more  closely 
associated  with  defecation  than  it  is. 

The  real  reason  is  that  the  left  side  is  weaker  than  the 
right,  not  only  in  muscular  strength,  but  in  power  of  resist- 
ance to  painful  impressions.  This  is  illustrated  by  the  fact 
that  in  cancer,  which  has  no  preference  for  the  left  side  rather 
than  the  right,  pain  is  more  common  on  the  left  side.*  So  it  is 
in  displacements  of  the  uterus,  although  the  changes  in  this 
condition  have  no  unilateral  character ; f and  in  the  pain  down 
the  thigh  from  haemorrhoids. 

Pathology.  Why  thought  inflammatory. — Cases  of 
ovarian  pain  have  been  a source  of  perplexity  to  students, 
because  this  morbid  condition  has  been  called  by  different 
names.  Some  call  it  “ chronic  ovaritis,”  and  as  reasons 
for  doing  so  they  point  to  its  persistent  character,  and  to 
its  relief  by  treatment  such  as  cures  or  relieves  inflamma- 
tion. Further,  the  common  ovarian  pain  is  a dull,  aching, 
throbbing,  continuous  wearing  pain,  not  an  intermittent  pain 
like  neuralgia;  it  is  lessened  by  lying  down,  while  neuralgia 
is  not  affected  by  position ; and  it  is  made  worse  by  alcohol, 
which  relieves  neuralgia.  In  some  cases  it  is  produced  by 
alcohoL 


* See  Champneys,  “ Obst.  Trans.,”  vol.  xxii. 
t See  a paper  by  the  author,  “ Obst.  Trans.,”  vol.  xxxv. 
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Why  not  inflammation. — We  are  ignorant  of  any  morbid 
changes  in  the  painful  ovary.  This  so-called  chronic  ovaritis 
is  a common  disease,  but  the  experience  alike  of  those  who 
make  post-mortem  examinations  and  of  surgeons  who  often 
open  the  abdomen  shows  that  inflammatory  change  in  an 
ovary  without  adhesions  is  a rare  thing.  We  know  nothing 
of  chronic  inflammation  of  freely  movable  ovaries.  There- 
fore I think  that  it  is  better  to  speak  of  these  cases  as 
ovarian  pain,  or  oophoralgia,  if  a word  formed  from  a dead 
language  be  preferred  to  an  English  one.  Ovarian  irritation 
is  another  term  sometimes  employed. 

Tubal  inflammation  formerly  taken  for  ovarian  in- 
flammation.— Cases  have  been  described  in  which,  with 
symptoms  something  like  those  I have  enumerated,  a lump 
has  been  felt  behind  and  to  the  side  of  the  uterus,  but 
larger  than  the  ovary  ought  to  be,  and  tender  ; and  under 
treatment  the  symptoms  have  disappeared  and  this  lump  has 
got  smaller.*  The  inference  has  been  that  the  swelling  was 
an  ovary  enlarged  by  inflammation.  I have  seen  such 
cases.  As  such  patients  got  well  without  abdominal  section, 
this  diagnosis  was  neither  verified  nor  disproved.  But 
anatomists  and  surgeons  who  know  little  or  nothing  about 
chronic  inflammation  of  movable  ovaries,  find  that  inflamma- 
tion of  the  Fallopian  tubes,  and  their  distension  with  fluid, 
are  common.  I think  that  the  cases  which,  before  we  knew 
so  much  about  the  diseases  of  the  Fallopian  tubes  as  we 
now  do,  were  described  as  inflammation  of  the  ovary,  were 
really  cases  of  inflammation,  swelling,  and  distension  with 
fluid  of  the  Fallopian  tube. 

Changes  in  the  ovary  supposed  to  be  causes  of  pain. — 

A condition  is  seen  in  the  ovary  which  has  been  described 
as  a morbid  change  due  to  inflammation.  It  consists  in 
the  presence  of  an  excess  of  fibrous  tissue,  together  with  a 
diminution  of  the  number  of  visible  follicles.  In  some  instances 
the  ovary  is  enlarged.  Barnes  f thus  describes  a specimen : 
“Both  ovaries  are  enlarged  to  twice  or  thrice  the  normal 
size ; they  are  deeply  furrowed  or  convoluted,  and  sections 

* See  Barnes,  “ Diseases  of  Women,”  1st  edition,  p.  290  et  seq. ; also  Duncan, 
“ Clinical  Lectures,”  4th  edition,  p.  217. 

f “ Diseases  of  Women,”  1st  edition,  p.  302. 
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through  this  substance  present  smooth  surfaces.”  His  theory 
is:  “This  is  probably  the  consequence  of  chronic  inflamma- 
tion, the  contracting  parenchyma  gradually  obliterating  the 
follicles.”  In  other  cases  the  ovary  is  smaller  than  it  should 
be.  Duncan*  says : “ The  ovary  of  an  otherwise  healthy 
young  and  vigorous  woman  has  become  contracted  to  a 
size  little  larger  than  that  of  a field-bean ; and  when  cut 
through  it  is  found  to  consist  of  nothing  but  intensely  dense 
whitish  fibrous  tissue.”  Barnes  says  t that  in  chronic  ovaritis 
the  surface  is  knobbed,  and  the  ovary  is  harder  than  normal. 
Dr.  Coe  J has  described  how  the  ovary  becomes  swollen 
by  chronic  inflammation,  and  how  the  exudation  afterwards 
contracts  and  shrinks  the  ovary.  His  description  is  purely 
theoretical,  not  confirmed  by  the  description  of  specimens. 

These  changes  may  be  abnormal,  but  we  have  no  proof 
that  they  are  inflammatory,  or  the  cause  of  pain.  The  ovaries 
in  different  women  differ  in  size.  They  shrink  after  the 
menopause,  and  acquire  the  characters  which  Duncan  has 
described  in  the  words  quoted  above ; but  they  then  cause 
no  pain.  I have  seen  ovaries  closely  corresponding  to  the 
description  I have  quoted  from  Barnes  along  with  uterine 
fibroids,  but  the  patients  had  not  ovarian  pain.  While  great 
enlargement  and  great  shrinking  of  the  ovary  are  abnormal, 
we  are  not  able  to  define  the  normal  size  of  the  ovary,  or 
the  number  of  visible  follicles  which  it  ought  to  contain ; and 
therefore  slight  enlargement  or  slight  lessening  in  size 
cannot  with  any  certainty  be  regarded  as  morbid  changes 
important  enough  to  affect  the  patient’s  well-being.  In  many 
cases  of  persistent  ovarian  pain  the  ovaries  present  no  sign 
of  disease  appreciable  by  the  unaided  senses.  Duncan, 
in  the  lecture  from  which  I have  just  quoted,  prefaces 
his  remarks  with  the  statement : “ There  is  still  much 
difference  of  opinion  as  to  tvliat  is  morbid  and  what  is  not  so.” 

Cirrhosis  of  ovaries.— It  is  customary  to  call  ovaries 
removed  because  they  are  painful  and  small  “cirrhotic.” 
Cirrhosis  of  the  ovary  is  a name  denoting  an  assumed  disease 
which  we  know  nothing  about,  but  which  is  the  excuse  for  the 

* “Clinical  Lectures,”  4th  edition,  p.  217. 

f “ Diseases  of  Women,”  1st  edition,  p.  300. 

j “ International  Clinics.” 
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operation.  No  signs,  microscopic  or  macroscopic,  have  yet 
been  described  by  which,  if  two  ovaries  of  about  the  same  size, 
and  not  showing  signs  of  adhesions,  are  laid  together  on  a 
plate,  an  ovary  which  was  painful  can  be  distinguished  from 
one  which  was  not. 

Supposed  causes  of  chronic  inflammation  of  the  ovary. 

— Acute  oophoritis  occurs  in  severe  infectious  diseases,  in 
typhus,  scarlatina,  etc. ; in  childbed  ; from  operations  on  the 
genitals  performed  with  imperfect  antiseptic  precautions.  It 
has  been  asserted  that  acute  oophoritis  in  childhood  may 
make  its  effects  felt  in  disturbances  of  menstruation  at 
puberty;*  but  no  evidence  of  this  has  been  adduced.  Nor 
have  we  evidence  that  an  acute  oophoritis  in  childbed, 
after  operations,  from  gonorrhoea,  etc.,  exists,  which  lingers 
on  as  a chronic  disease  without  adhesions.  Chronic  oopho- 
ritis has  been  said  to  depend  upon  debility  in  early  life ; 
imperfect  development;  hereditary  disease,  such  as  a ten- 
dency to  phthisis ; syphilis ; or  upon  what  may  be  called  a 
traumatic  cause  not  severe  enough  to  produce  acute  inflam- 
mation, such  as  suppression  of  menstruation,  over-exertion, 
sexual  excesses,  mental  shock,  etc.  Some  of  the  causes  named 
may  produce  catarrh  of  the  tubes,  and  so  salpingo-oophoritis  ; 
and  some  of  them  may  favour  the  occurrence  of  neuralgic 
pain  in  the  ovary.  No  evidence  has  been  produced  of  a 
chronic  oophoritis  without  adhesions. 

From  morbid  anatomy  we  learn  little  as  to  why  a mov- 
able ovary  comes  to  be  painful  and  tender.  I take  now  the 
subject  from  its  clinical  side.  The  cases  of  ovarian  pain 
that  I have  seen  fall  into  the  following  groups.  I speak  of 
cases  in  which  there  is  persistent  ovarian  pain  without  any 
other  morbid  condition  that  can  be  detected  by  examination. 

(1)  Ovarian  pain  following  childbirth. — This  is  the 
commonest  kind.  It  occurs  chiefly  in  women  who  have  had 
many  children,  and  have  had  them  quickly.  Such  patients 
have  generally  lost  flesh.  They  usually  suffer  also  from  atonic 
dyspepsia,  loss  of  appetite,  feeling  of  weight  and  fulness  after 
food,  loss  of  appetite  for  breakfast,  costiveness.  They  sleep 
badly,  are  long  in  going  to  sleep,  wake  frequently,  have  dis- 
agreeable dreams.  They  are  very  nervous,  reflex  irritability 

* See  Prochownick,  “ Arch,  fur  Gyn.,”  Band  xxix. 
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is  increased.  They  cannot  concentrate  attention,  and  memory 
is  bad.  Many  suffer  from  headaches  and  facial  neuralgia. 

These  symptoms  are  those  of  nervous  exhaustion  pro- 
duced by  the  strain  on  the  nervous  energy  of  pregnancy, 
labour,  and  suckling,  together  with  the  worry  and  disturbed 
rest  which  the  care  of  a young  family  involves.  The 
ovary  is  painful  and  tender  because  the  nervous  system  is 
weak.  The  morbid  states  form  a vicious  circle.  Want  of 
sleep  exhausts  the  nervous  system,  and  nervous  exhaustion 
prevents  sound  sleep.  Weakness  of  digestion  due  to  nervous 
exhaustion  impairs  nutrition,  and  the  discomfort  after  food 
helps  to  prevent  sleep.  The  nervous  exhaustion  causes 
the  ovarian  pain,  and  the  ovarian  pain,  in  its  turn,  aggravates 
the  nervous  exhaustion,  partly  by  the  direct  effect  of  the 
pain,  partly  because  it  suggests  to  the  patient  fear  of  worse 
evils  to  come. 

Other  local  symptoms  are  variable,  because  they  mostly 
depend  on  other  conditions  co-existing  with  the  tender 
ovary — bearing-down  pain  ; pain  in  micturition  ; too  frequent 
micturition ; pain  after  micturition,  dependent  upon  move- 
ment of  the  tender  ovary;  leucorrhcea ; painful  defalcation, 
partly  from  lumps  pressing  on  the  tender  ovary  as  they  pass 
down,  partly  from  the  movement  of  the  ovary  when  the 
patient  strains.  If  the  ovary  is  low  down,  sexual  inter- 
course fvill  be  painful,  the  pain  often  lasting  for  an  hour  or 
two  afterwards.  All  the  symptoms  are  worse  before  and 
during  menstruation.  The  pain  is  relieved  by  lying  down, 
made  worse  by  exertion,  by  constipation,  and  by  alcohol. 
Menstruation  may  be  altered,  but  there  is  no  regular  or 
constant  alteration. 

If  there  is  any  morbid  change  in  the  ovary,  it  probably  is 
that  the  venous  congestion,  produced  by  the  great  vascular 
development  of  pregnancy,  persists.  I am  not  aware  of  any 
accident  of  labour  or  illness  of  childbed  that  is  a regular 

o 

antecedent  of  this  pain,  although  a woman  who  has  had  a 
“ bad  time  ” is  more  likely  to  get  ill  than  one  Avho  has  had 
an  easy  labour  and  lying-in.  Its  nearest  analogue  in  the 
male  sex  is  the  aching  of  the  testicle  which  often  accom- 
panies varicocele,  and,  like  this  form  of  ovarian  pain,  is 
often  produced  by  the  excessive  exercise  of  the  genital  organs. 
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Treatment. — (i.)  Rest:  physical,  mental,  and  emotional. 
Recumbency,  which  relieves  the  pain ; sleep and  freedom 
from  worry.  The  best  treatment  is  to  take  the  patient  from 
home.  If  you  tell  a man  rvho  needs  rest  to  stay  in  bed  at 
home,  and  he  does  it,  your  purpose  is  attained.  But  not 
so  with  a woman,  for  her  work  is  in  her  home.  If  she  is 
poor,  get  her  into  a hospital.  If  she  is  above  the  hospital 
class,  and  has  friends  who  can  receive  her  and  treat  her  as 
an  invalid,  urge  that  she  go  to  them.  Failing  this,  arrange 
for  her  treatment  in  a surgical  home,  of  which  there  are 
many  in  large  towns.  Wherever  it  be,  she  must  lie  in 
bed.  I do  not  say  that  patients  never  get  well  if  treated  at 
home,  but  they  get  well  more  quickly  away  from  home. 
If  you  cannot  get  the  patient  to  leave  home,  you  must  do 
your  best  for  her  where  she  is. 

. In  the  treatment  of  disease  attended  with  nervous 
exhaustion,  galvanism  and  massage  are  often  recommended. 
These  are  in  themselves  good,  because  they  prevent  the 
effects  of  inaction  on  the  muscles,  and  they  may  make  the 
patient  hopeful  and  her  days  in  bed  less  monotonous.  But 
they  are  not  necessary.  If  the  patient  can  be  cured  at  all, 
she  will  get  well  before  the  inaction  has  lasted  long  enough 
to  produce  any  serious  effect  on  her  muscles.  Although 
some  patients  may  like  these  adjuncts,  others  may  be  worried 
and  annoyed  by  them.  If  the  patient  be  not  affluent,  they 
are  hardly  worth  their  cost. 

(ii.)  Sleep.— See  that  the  patient  sleeps.  Do  not  give  opium  ; 
it  will  confine  the  bowels  and  take  away  the  appetite.  Nor 
chloral ; it  will  depress  the  patient.  If  you  make  the  patient 
depend  upon  opium  or  chloral  for  sleep,  you  may  lead  her  to 
the  opium  or  chloral  habit,  either  of  which  is  a worse  disease 
than  oophoralgia.  Give  sodium  bromide,  ten  or  fifteen  grains 
three  times  a day.  This  will  lessen  reflex  irritabilitj7.  It 
will  not  procure  sleep  at  once,  but  before  the  patient  has 
taken  it  for  a fortnight  she  will  be  sleeping  better,  and  feeling 
less  nervous.  Do  not  continue  it  for  more  than  a fortnight, 
or  it  will  make  her  low-spirited,  languid,  and  tired.  This 
salt  depresses  less  than  any  other  bromide,  and  taken  for  this 
short  time  and  in  this  small  dose  seldom  brings  out  a rash. 

(iii.)  Appetite. — Combine  the  bromide  with  an  alkaline 
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carbonate  and  a bitter.  With  rest  and  sleep  appetite  will 
improve.  If,  when  sleep  has  been  procured,  appetite  is 
still  deficient,  give  tonics — quinine,  nux  vomica,  iron,  etc., 
in  various  combinations.  Let  the  patient’s  inclination  be 
studied  as  to  times  and  kinds  of  food,  so  that  as  much  easily 
digested  food  as  possible  shall  be  taken.  The  patient  may  eat 
better  if  she  takes  a little  wine  or  beer  with  her  meals.  This 
shoidd  be  limited  in  quantity  and  prescribed  with  caution. 
First,  b'ecause  alcohol  increases  ovarian  pain.  The  effect  of 
small  doses  in  this  way  is  slight,  and  the  improvement  in 
appetite  may  be  a greater  advantage  than  this  small  draw- 
back. Second,  because  nervous  women  who  are  prescribed 
alcohol  are  more  likely  to  become  addicted  to  its  excessive 
use  than  persons  who  are  strong. 

(iv.)  Counter-irritation. — The  best  way  of  directly  relieving 
ovarian  pain  is  by  counter-irritation.  This  is  an  argument 
in  favour  of  the  view  that  the  condition  is  inflammatory. 
The  kind  of  counter-irritant  is  not  important.  Order  a blister 
2 in.  by  2 in.  to  be  applied  on  the  abdominal  wall  over  the 
ovary  every  three  or  four  days.  Lin.  iodi,  painted  over  the 
lower  abdomen  twice  a week  until  the  skin  is  sore,  is  useful. 
Martindale’s  lin.  capsici  co.  is  a good  application ; it  produces 
redness  of  the  skin,  which  quickly  passes  off,  so  that  it  can  be 
used  daily. 

(v.)  Hot  vaginal  douches  are  commonly  prescribed.  They 
keep  the  vagina  clean;  if  hot  (112°  F.),  they  may  act  as  a 
counter-irritant  applied  to  the  vagina,  and  I see  not  how 
they  can  do  harm.  I have  seen  cases  treated  for  some  time 
without  the  vaginal  douche  in  which  the  addition  of  the 
douche  was  followed  by  improvement. 

(vi.)  Drugs. — Certain  drugs  are  supposed  to  benefit  ovarian 
pain.  Matthews  Duncan  sometimes  prescribed  percliloride  of 
mercury.  West  recommends  valerianate  of  zinc.  I have  not 
found  benefit  from  these  drugs.  Iodide  of  potassium  has 
been  recommended,  on  the  ground  that  it  promotes  absorp- 
tion ; but  in  this  disease  I know  of  nothing  to  be  absorbed. 
If  the  patient  be  anaemic,  give  her  iron ; but  many  of  these 
patients  are  not  anaemic. 

(vii.)  Conjugal  life. — If  the  patient  is  at  home,  it  may  be 
that  the  pain  she  suffers  in  sexual  intercourse  is  a serious 
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drawback  to  her.  On  the  other  hand,  she  may  have  little  or 
no  pain,  and  may  prefer  to  put  up  with  it.  Therefore  give  no 
injunctions  about  sexual  intercourse  unless  you  are  certain 
they  are  needed.  Ask  the  patient  whether  she  would  like 
you  to  say  anything  to  her  husband  about  it,  and,  if  so, 
support  her  wishes  with  your  authority. 

(viii.)  Treatment  of  uterine  disease. — Ovarian  pain  may 
depend  on  or  be  complicated  with  disease  of  the  uterus, 
with  erosion  and  inflammation  of  the  cervix,  or  with  a 
displacement.  If  an  erosion  is  present,  it  should  be  treated 
and  cured.  If  there  is  any  descent  of  the  uterus,  a pessary 
should  be  worn.  The  indications  for  these  modes  of  treatment 
I describe  elsewhere.  Manipulations  of  the  parts  per  se  do 
harm ; but  if  treatment  is  needed,  the  evil  must  be  put  up 
with  for  the  sake  of  the  good  that  will  come. 

How  long  should  this  treatment  be  continued? — If 
the  patient  has  not  been  ill  long — say,  not  longer  than  six 
months — and  the  treatment  outlined  above  has  been  carried 
out,  she  will  probably  be  cured  in  a few  weeks.  Ask  for 
two  months’  treatment ; the  patient  will  probably  be  well 
before  that.  In  slight  cases  a few  days’  treatment  may  be 
enough.  If  the  patient  has  suffered  long — say,  for  two  years 
or  more — she  may  not  be  well  at  the  end  of  two  months’ 
treatment ; but  she  will  be  better.  She  may  be  improving 
each  week.  If  so,  prolong  the  treatment  until  either  she  is 
well  or  she  ceases  further  to  improve.  If  improvement  ceases, 
remember  that  long  inaction  weakens  the  muscles ; that  a 
self-centred  life  has  a bad  influence  on  the  patient ; that  her 
abstention  from  family  duties  may  be  an  injury  to  those  to 
whom  she  is  bound,  and  react  upon  her  own  happiness.  If 
two  months’  rest  does  not  remove  ovarian  pain,  rest  has  done 
all  that  rest  can  do. 

Try  next  to  invigorate  the  nervous  system.  Change  of 
air  and  scene  is  the  most  potent  tonic.  In  the  choice  of 
place  be  guided  by  the  patient’s  former  experience  of  health 
resorts,  her  personal  preference,  and  the  season  of  the 
year.  Above  all,  tell  the  patient  as  emphatically  as  you 
can  that  she  has  no  organic  disease.  Direct  her  so  that 
her  life  shall  be  easy — regular  sleep,  regular  meals,  plenty 
of  sunlight  and  fresh  air.  Tell  her  that  treatment  has  done 
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all  that  it  can  do,  and  that  she  must  allow  time  for  its  full 
effect ; that  in  time  she  will  get  well. 

(2)  Primary  ovarian  menstrual  pain. — Slight  ovarian 
pain  with  menstruation  is  common.  In  some  women  it 
obliges  the  patient  to  lie  up,  and  in  some  of  these  cases 
the  history  is  that  this  pain  has  been  present  each  month 
from  the  beginning  of  the  function.  This  is  primary  ovarian 
menstrual  pain. 

Causes. — We  know  nothing  of  the  cause  of  such  pain. 
In  some  of  the  worst  cases  the  uterus  is  imperfectly  developed. 
The  association  of  primary  ovarian  pain  with  smallness  of 
the  uterus  leads  to  the  conjecture  that  the  ovaries  may  be 
imperfect  also,  and  therefore  ovulation  be  painful.  But,  if 
so,  we  have  no  knowledge  what  the  developmental  defect 
is.  Imperfect  development  of  the  uterus  does  not  cause 
ovarian  pain,  for  it  is  often  seen  without  it.  I have  seen 
patients  thus  suffering  each  month  who  were  of  full  average 
height ; not  anaemic,  but  florid  and  well  nourished ; who 
looked  sound  in  body  and  mind,  and  in  whom  the  most 
careful  inquiry  into  their  history  revealed  nothing  that 
might  have  been  expected  to  cause  disease  or  interfere  with 
development ; who  had  been  well  fed ; had  led  what 
seemed  to  be  a healthy  life ; had  been  educated  according  to 
modern  methods,  at  schools  provided  with  gymnasiums  and 
facilities  ‘for  outdoor  games  ; whose  frankness  and  simplicity 
of  speech  and  demeanour  forbade  any  suspicion  of  sexual 
malpractice’s  ; and  who  yet  suffered  so  much  each  month  as 
to  be  laid  aside  from  active  life  for  some  days. 

Course. — If  such  patients  marry,  the  ovarian  pain  usually 
(not  always)  gets  worse,  and  it  may  at  length  become 
persistent.  It  commonly  gets  better  towards  the  middle  of 
the  sexual  period  of  life. 

You  may  infer  that  the  morbid  change  is  not  in  the 
ovary  if  the  uterus  and  ovaries  are  movable  ; if  the  patient, 
though  she  has  had  the  pain  for  years,  yet  has  the  aspect 
of  health ; if  the  pain  varies  greatly  in  severity  at  different 
times,  the  patient  one  day  complaining  and  being  the  next 
cheerful  and  active;  if  the  pain  shifts  its  seat  from  one  side 
to  the  other  (it  is  on  the  left  side  three  times  oftener  than 
on  the  right) ; if  it  alternates,  or  is  combined,  with  other 
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pains  also  erratic  in  their  visits,  such  as  backache,  infra- 
mammary or  mammary  pain,  headache. 

Treatment. — If  the  pain  be  of  recent  origin,  or  has  recently 
got  much  worse ; if  it  be  constant,  and  fixed  in  one  ovary ; 
if  its  appearance  or  aggravation  has  followed  some  in- 
fluence capable  of  lowering  health,  such  as  over-work  (mental 
or  physical),  anxiety,  depressing  emotions,  shock  (nervous 
or  physical),  treat  the  case  as  I have  advised  for  ovarian 
pain  following  childbirth. 

This  pain  is  much  influenced  by  the  amount  of  attention 
that  is  paid  to  it.  I have  known  it  cured — or  rather  the 
patient  cease  to  complain  of  it — when  she  was  told  there  was 
nothing  the  matter.  I have  known  a patient  who  was  laid 
up  every  month  cease  to  complain  when  she  was  told  that  an 
operation  which  was  dangerous,  and  which  would  prevent  her 
from  becoming  a mother,  was  the  only  thing  that  would  cure 
her.  I have  seen  cases  submit  to  treatment  for  long  periods 
without  benefit,  and  then  discontinue  treatment  in  despair, 
and  a few  years  afterwards  be  quite  well. 

Therefore  be  not  confident  that  you  will  cure  the  patient 
by  treatment,  and  remember  that  she  may  get  well  without 
treatment.  Remember,  also,  that  prolonged  confinement 
weakens  the  nervous  tone,  and  that  local  treatment  directs 
attention  to  the  parts  treated,  both  effects  being  harmful.  If 
you  are  certain  that  the  pain  does  not  depend  on  a morbid 
change  in  the  ovary,  tell  the  patient  that  she  has  no  local 
disease,  and  that  the  only  cure  is  in  the  strengthening  of  the 
nervous  system  which  will  follow  completion  of  growth, 
provided  that  she  lives  a healthy  life. 

It  is  sometimes  difficult  to  decide  to  which  of  these 
classes  a case  of  ovarian  pain  belongs.  In  such  a case  try  the 
effect  of  treatment,  but  do  not  prolong  it  longer  than  three 
months  at  the  outside.  If  by  that  time  the  patient  is  no 
better,  and  there  is  still  no  sign  of  fixation  or  enlargement 
of  the  uterine  appendages,  and  the  pain  has  not  affected 
facial  expression,  or  sleep,  or  nutrition,  you  may  be  sure 
that  the  case  is  one  in  which  no  good  will  be  done  by 
further  treatment.  Tell  the  patient  that  she  has  no  disease, 
and  tell  her  friends  to  ignore  her  ailments. 

(3)  Ovarian  pain  secondary  to  dysmenorrhcea.— In  dys- 
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menorrhoea  of  the  Spasmodic  kind,  associated  with  sterility,  if 
it  remains  untreated,  or  if  treatment  fail,  ovarian  pain  some- 
times becomes  added  to  the  uterine  pain,  and  gradually  comes 
to  last  for  a longer  and  longer  part  of  each  month,  till  at 
length  it  may  become  continuous.  This  kind  of  ovarian  pain 
is  only  to  be  cured  by  curing  the  spasmodic  dysmenorrhoea. 

(4)  Ovarian  pain  from  alcohol. — Ovarian  pain  from  alcohol 
is  usually  met  with  in  women  no  longer  young.  You  may 
suspect  alcohol  from  the  patient’s  fat,  florid,  and  putty 
appearance,  and  your  suspicion  will  be  strengthened  by 
failure  to  find  any  other  cause.  The  pain  dates  neither  from 
menstruation,  nor  from  marriage,  nor  from  childbearing,  but 
has  come  on  gradually  during  later  years.  A blunt  question 
as  to  whether  the  patient  takes  too  much  will  of  course 
be  answered  in  the  negative,  lint  if  you  systematically  in- 
quire into  every  detail  of  the  patient’s  diet,  both  from  her 
and  (out  of  her  hearing)  from  her  friends,  you  will  get  the 
facts  as  to  alcohol  without  suggesting  that  that  is  the  point 
you  are  specially  aiming  at.  This  kind  of  ovarian  pain  is 
cured  by  inducing  the  patient  to  leave  off  alcohol. 

(5)  Sexual  causes.— (a)  Certain  modes  of  preventing  preg- 

nancy which  prevent  the  female  from  completing  the  sexual 
act  cause  in  some  women  ovarian  pain.  This  kind  of  ovarian 
pain  is  cured  when  the  practice  is  left  off.  Fruitless  attempts 
at  intercourse  by  an  impotent  husband  may  have  the  same 
effect.  ( b ) Excessive  sexual  intercourse  has  been  in  books 

blamed  for  ovarian  pain.  The  sexual  act  produces  a 

physiological  congestion  of  the  parts.  When  this  conges- 
tion is  excessive,  its  usual  result  is  haemorrhage  from  the 
uterine  mucous  membrane.  This  haemorrhage  is,  in  a 
sense,  physiological,  for  it  is  nature’s  way  of  relieving 
the  congestion.  If  the  congestion  is  not  thus  relieved, 
ovarian  pain  may  be  produced.  What  excess  is  depends 
upon  the  patient ; one  may  be  made  ill  by  what  would 
not  hurt  another.  My  impression  is  that  a frequency  of 
intercourse  not  greater  than  the  patient’s  wishes  demand 
does  not  do  harm  : but  that  frequent  submission  to  inter- 
course when  desire  is  absent  and  the  act  incomplete  leads 
to  pain.  You  will  be  guided  to  this  source  of  pain  by  the 
history,  which  is,  that  the  patient’s  ill  health  dates  from 
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soon  after  marriage,  and  that  if  since  marriage  she  has  been 
away  from  home  by  herself  she  has  been  better.  An 
interview  with  the  patient’s  husband  will  probably  both 
verify  the  cause  and  enable  you  to  cure  the  symptom, 
(c)  Masturbation  and  ungratified  sexual  desire  in  the  un- 
married have  been  stated  to  be  causes  of  ovarian  pain* 
We  cannot  ask  such  patients  about  these  things,  and  if  we 
did,  we  might  not  always  get  a reply.  Therefore  we  know 
nothing  about  them,  either  as  to  their  frequency  among 
young  women  or  their  effect  on  health.  I think  them  not 
common.  I refer  to  it  because  marriage  is  sometimes  advised 
for  ovarian  pain.  If  such  advice  is  appropriate,  the  patient 
does  not  need  it.  If  it  is  given  conjecturally,  it  is  more  likely 
to  be  wrong  than  right ; and,  if  wrong,  will  do  much  harm. 
If  asked  as  to  the  effect  of  marriage  upon  health,  make  no 
statement  unless  to  the  mother  or  a married  friend  of  the 
patient,  to  whom  you  can  explain  that  this  depends  upon 
the  presence  or  absence  of  sexual  feeling  in  the  patient. 
There  is  a stronger  reason  against  volunteering  advice  on 
the  subject  of  marriage,  viz.  that  there  are  other  things 
to  be  considered  more  important  than  its  effect  upon 
ovarian  pain. 

(6)  So-called  “ exanthematic  oophoritis.” — It  is  known 
that  in  acute  febrile  illnesses  suppuration  of  the  ovary  occa- 
sionally occurs,  for  it  has  been  found  after  death.  Cases  have 
been  described,  and  I have  seen  such,  in  which  patients  with 
chronic  ovarian  pain  say  that  they  have  had  it  ever  since 
some  severe  febrile  illness.  It  has  been  supposed  that  in 
these  cases  there  may  have  been  during  the  illness  an  acute 
inflammation  of  the  ovary  which  has  ended  in  imperfect 
recovery,  leaving  the  ovary  painful.  This  view  is  purely 
conjectural,  for  no  one  has  yet  demonstrated  any  morbid 
changes  in  the  ovary  in  such  cases. 

It  is  not  uncommon,  after  an  acute  illness,  for  young- 
women  to  complain  of  ovarian  pain.  The  nervous  system 
is  weak,  and  the  ovary  becomes  painful  because  it  is  the 
weakest  spot.  Mild  counter-irritation,  with  rest,  liberal  diet, 
and  tonics,  removes  this  pain  in  a few  days.  Possibly  if  this 
pain  were  left  untreated,  it  might  become  inveterate.  My 

* See  Balls-Headley,  “The  Evolution  of  the  Diseases  of  Women,” passim. 
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experience  is  limited  to  cases  of  these  two  kinds — (a)  long- 
standing pain  dating  back  to  an  illness ; ( b ) recent  pain 
quickly  cured.  I have  not  seen  the  one  pass  into  the 
other. 

The  Surgical  Treatment  of  Chronic  Ovarian  Pain. — In 

chronic  ovarian  pain  with  neurasthenia,  effects  follow  one 
another  in  a vicious  circle.  The  patient  feels  more  severely 
the  ovarian  pain  because  her  nervous  system  is  too  sensitive. 
The  persistent  ovarian  pain  keeps  the  nervous  system  weak 
and  sensitive,  and  further  weakens  it.  In  bad  cases  the 
vicious  circle  can  only  be  broken  by  removing  the  ovaries. 
When  this  has  been  done,  the  patient  is  not  immediately 
cured ; her  nervous  system  requires  time  to  recuperate,  and 
it  may  be  many  months  before  the  pain  is  gone.  But  if  the 
pain  be  due  to  some  morbid  change  in  the  ovaries,  the  patient 
will,  after  the  ovaries  have  been  removed,  in  time  lose  her 
pain.  The  objections  to  this  course  are  its  effects  upon  fer- 
tility, and  upon  sexual  feeling,  which  influence  the  patient’s 
prospects  of  marriage,  and  her  happiness  in  marriage.  The 
weight  of  these  objections  varies  according  to  the  patient’s 
age  and  condition.  The  operation  should  not  be  done  with- 
out putting  the  objections  to  it  before  the  patient,  who  must 
herself  judge  of  their  importance.  It  is  hardly  needful  to 
add  that  other  treatment  should  have  had  adequate  trial,  and 
the  medical  attendant  should  have  convinced  himself  that  it 
is  a failure. 

Attempts  have  been  made  to  cure  ovarian  pain  by  surgical 
means  not  involving  the  complete  suppression  of  ovarian 
function.  Pozzi,  of  Paris,  introduced  first  “ ignipuncture,” 
then  “ resection  ” of  painful  ovaries.  The  results  of  igni- 
puncture have  been  disappointing.  Resection  of  the  ovaries 
— that  is,  cutting  out  a large  wedge  of  ovarian  tissue,  and 
sewing  together  the  opposite  surfaces  of  the  gap  left,  produces 
temporary  benefit ; but  in  most  cases  the  pain  returns.  If 
the  pain  and  tenderness  are  on  one  side  only,  and  never  on 
the  other  side,  it  may  be  worth  while  to  try  the  effect  of  re- 
moval of  the  painful  ovary  only,  but  the  patient  should  be 
warned  that  the  pain  may  return  in  the  remaining  ovary. 
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CHAPTER  IX. 

CHRONIC  UTERINE  PAIN  ; SUBINVOLUTION  AND  CHRONIC 

METRITIS. 

Chronic  pelvic  pain  may  be  a continual  aching  of  the 
uterus.  Just  as  ovaries,  the  .seat  of  chronic  pain,  have 
been  thought  on  clinical  grounds  to  be  inflamed,  so  it  has 
been  thought  that  a uterus  the  seat  of  chronic  pain  must 


Fig.  15. — Virgin  Uterus,  Hit.  22.  ( After  Sapper/.) 

A,  Anterior  aspect.  B,  Median  section.  c,  Transverse  section. 

a.  1,  Body  of  uterus ; 2,  2,  its  superior  angles  ; 3,  neck  ; 4,  istlnnus ; 5,  vaginal  portion  of 
neck  ; (5,  os  externum, .small  and  circular  ; 7,  vagina. 

b.  1,  Profile  of  anterior  surface  of  uterus  ; 2,  vesico  uterine  cul-de-sac  of  peritoneum  : 3.  3, 
profile  of  posterior  surface  ; 4,  body  of  uterus  ; 5,  neck  ; 6,  isthmus  ; 7,  cavity  of  body  ; S,  cavity 
of  neck  ; 9,  os  internum  ; 10,  anterior  lip  of  os  tine*  ; 11,  its  posterior  lip  ; 12,  12,  vagina. 

c.  1,  Cavity  of  body  ; 2,  its  left  border  ; 3,  its  upper  border  ; 4,  4,  its  lateral  infundibuliform 
angles  ; 5,  os  internum  ; 6,  cavity  of  neck  ; 7,  arbor  vitEe  of  posterior  wall ; S,  os  externum  ; 
9,  vagina. 

be  inflamed ; and  the  condition  has  been  called  “ chronic 
metritis.”  Such  aching  uteri  are  generally  large,  because 
involution  after  childbirth  has  been  incomplete.  An  account 
of  this  disease  therefore  comprises  three  things  : 

(1)  The  involution  of  the  uterus. 

(2)  The  causes  and  effects  of  subinvolution. 
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(3)  The  chronic  uterine  caching  known  as  chronic  metritis, 
chronic  engorgement,  and  chronic  areolar  hyperplasia. 

The  involution  of  the  uterus. — On  the  day  after  delivery 
the  uterus  weighs  from  a pound  and  a half  to  two  pounds  and 
a half,  and  its  fundus  reaches  as  high  as  the  umbilicus.  Its 
return  during  the  Jying-in  period  nearly  to  the  dimensions  it 
had  before  pregnancy,  is  called  “ the  involution  of  the  uterus” 
(Figs.  15,  1(3).  Generally  by  the  twelfth  day  after  delivery  the 


Fig  1(). — tylultiparous  Uterus,  with  the  slight  incompleteness  of  involution  which  is 
usual,  „Et.  2G.  ( A fter  Sappey.) 
a.  Anterior  aspect.  b,  Uterine  cavity. 

a.  1,  Body  of  uterus  ; 2,  the  neck  ; 3,  isthmus  ; 4,  os  tinea:;  5,  os  externum,  a transverse 
fissure,  its  margin  notched ; 6,  6,  vagina. 

b.  1,  Cavity  of  body  ; 2,  left  lateral  border;  3,  3,  upper  border  ; 4,  4,  its  upper  or  lateral 
infundibnliform  angles  continuous  with  the  Fallopian  tubes  ; its  lower  angle  forming  the 
os  internum  ; 0,  cavity  of  the  neck  ; 7,  arbor  vitae;  8,  posterior  lip  of  os  externum  ; 9,  vagina. 


fundus  uteri  is  no  longer  .above  the  pelvic  brim.  Two  weeks 
after  delivery  the  uterus  weighs  about  half  a pound,  and  three 
weeks  after  delivery  from  four  to  six  ounces.  Involution  is 
in  most  cases  complete  at  the  end  of  two  months,  sometimes 
at  the  end  of  a month,  and  sometimes  it  takes  as  long  as 
three  months. 

How  involution  is  effected.— We'  have  no  exact  know- 
ledge of  the  changes  which  take  place  in  the  peritoneal  cover- 
ing of  the  uterus.  It  becomes  smaller,  and  the  wrinkles 
present  in  it  .after  delivery  are  smoothed  away,  and  this  is 
all  we  know. 
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It  is  stated  in  most  text-books  that  the  muscular  fibres 
of  the  pregnant  uterus  undergo  fatty  degeneration  during  the 
lying-in  period,  and  are  thus  removed,  new  ones  being  formed 
in  their  stead.  The  fact  of  fatty  degeneration  rests  upon 
observations  by*  Kolliker,  supported  by  those  of  Luschka, 
Sanger,  and  Mayor ; but  it  has  been  denied  by  Robin.  The 
theory  that  the  old  muscular  fibres  are  destroyed  and  new 
ones  developed  was  originated  by  Kilian  in  1849.  These 
statements  were  based  on  few  observations  ; most  of  these 
were  on  the  uteri  of  women  who  had  died  from  disease,  and 
were  made  after  decomposition  had  begun ; and  at  the  time 
they  were  made  histology  was  in  its  infancy.  The  subject 
has  been  more  recently  studied  by  Dr.  T.  A.  Helme*  with 
the  advantage  of  modern  histological  methods.  He  observed 
the  process  in  the  rabbit,  and  examined  many  specimens 
immediately  after  death,  and  at  all  stages  of  the  process 
of  involution.  His  results  far  outweigh  the  few  and  im- 
perfect observations  quoted  in  support  of  the  text-book 
account.  Helme  finds  no  fatty  degeneration.  There  is 
atrophy — that  is,  diminution  in  volume — of  the  muscular 
fibres.  There  is  not,  as  in  a pathological  atrophy,  de- 
generation of  the  muscular  fibres  and  increase  of  connective 
tissue,  but  a shrinking  alike  of  muscle  and  connective  tissue 
— a physiological  retrogression.  There  is  probably  a chemical 
change : a sort  of  peptonisation  which  makes  the  contents  of 
the  muscle  cells  more  soluble,  so  that  they  can  pass  into  the 
lymph  stream ; but  no  fatty  change.  The  atrophy  goes  on 
simultaneously  and  equally  at  all  parts  of  the  uterus  alike. 
There  are  no  groups  of  degenerated  cells  found  amidst  healthy 
tissue.  Helme  has  noticed  two  stages.  During  the  first 
thirty-six  hours  the  muscular  fibres,  which  at  the  end  of 
pregnancy  are  remarkably  translucent,  become  cloudy,  and 
rapidly  diminish  in  volume.  Then  follows  a more  gradual 
shrinking.  Helme  finds  no  evidence  of  old  fibres  being 
destroyed  and  new  ones  produced.  The  only  change  is  that 
large  fibres  become  small. 

Observations  have  also  been  discrepant  as  to  the  changes 
in  the  connective  tissue.  Fatty  degeneration,  atrophy, 
development  of  new  connective  tissue,  have  each  been 
*“  Trans.  R.  Soc.  Ed.,”  vol.  xxxv.,  part  2,  No.  8. 
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described.  Helme  finds  that  the  connective  tissue  first 
becomes  granular,  and  then  gradually  diminishes  and  dis- 
appears. 

During  the  last  few  days  of  pregnancy  and  the  first  few 
days  of  involution  giant  cells  with  many  nuclei  are  to  be 
seen.  They  are  formed  by  the  coalescence  of  single  cells, 
which  are  probably  leucocytes.  These  giant  cells  are  not 
seen  after  the  sixth  day  of  involution  Their  function  is 
probably  to  eat  up  the  waste  material  lying  about  them  ; 
granules  from  connective  tissue,  or  rather  in  solution  from 
muscle  cells. 

Permanent  changes  take  place  in  the  vessels.  At  the 

beginning  of  involution  the  veins  are  compressed  by  the 
contraction  of  the  muscular  bundles  between  which  they  lie. 
Some  of  them  become  pervious  again.  In  others  their 
endothelium  comes  to  present  a hyaline  and  granular 
appearance,  and  the  vessel  is  gradually  obliterated,  and  dis- 
appears. In  some  of  the  veins  there  is  a proliferation  of  the 
intima,  so  that  the  vessel  wall  becomes  permanently  thickened. 
In  some  of  the  arteries  there  is  a hyaline  and  granular 
appearance  of  their  coats ; some  become  obliterated ; in  the 
larger  ones  there  is  a proliferative  endarteritis,  growth 
taking  place  both  from  the  endothelium  and  the  sub- 
endothelial  connective  tissue.  At  the  end  of  involution  the 
connective  tissue  around  the  arteries  is  increased  in  quantity, 
the  arterial  muscular  Avail  is  greatly  hypertrophied,  and  the 
inner  Avail  considerably  thickened.  On  section,  the  arteries 
project  beyond  the  surrounding  surface,  and  present  thick 
yelloAvish  Avhite  Avails,  more  opaque  than  the  tissues  around. 
This  state  of  the  arteries  Avas  described  by  Sir  J.  Williams  in 
1 882 A He  holds  that  it  affords  “the  strongest  presumptive 
evidence  of  parity  ” that  we  possess. 

In  an  ideal  case  involution  should  go  on  till  the  uterus  is 
reduced  to  the  same  size  that  it  Avas  before  pregnancy.  This 
seldom  occurs.  It  is  so  common  for  involution  to  be  not 
quite  complete  that  in  text-books  of  anatomy  it  is  stated 
that  the  parous  uterus  is  normally  larger  than  the  virgin 
uterus.  When  involution  is  thus  incomplete,  the  condition 
of  the  uterus  is  called  subinvolution.  In  a few  cases 

* “ Obst.  Trans.,”  vol.  xx. 
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the  involution  goes  on  to  such  a degree  that  the 
uterus  becomes  smaller  than  it  was  before  pregnancy.  This 
is  called  superinvolution,  or  puerperal  atrophy  of  the 
uterus. 

The  morbid  anatomy  of  sub  involution. — We  know  of  no 
constant  difference,  except  in  size,  between  uteri  which  a few 
months  after  delivery  still  remain  large,  and  those  which 
have  returned  to  the  ordinary  size  of  the  unimpregnated 
uterus.  General  enlargement  of  the  uterus  with  pelvic  pain 
and  other  symptoms  is  known  as  “ chronic  metritis,”  and 
some  writers  have  described  subinvolution  and  chronic 
metritis  as  being  identical.  General  enlargement  of  the 
uterus  persisting  long  after  delivery  was  described  by  Klebs  * 
under  the  name  of  “ diffuse  hyperplasia  of  the  uterine  paren- 
chyma.” He  says  that  in  some  cases  hypertrophy  of  the 
muscular  fibres  is  present ; in  others,  hypertrophy  of  the 
connective  tissue  bundles.  The  more  the  latter  are  developed 
the  firmer  is  the  tissue.  He  says  that  this  hypertrophy  has 
been  regarded  as  a result  of  chronic  inflammation,  and  that  it 
cannot  be  denied  that  in  many  cases  the  inflammatory 
changes  in  the  mucous  membrane  are  present,  but  that  in 
many  there  is  no  clinical  proof  of  inflammation  having  been 
present,  the  condition  having  developed  without  any  symptoms. 
Both  inflammatory  and  non-inflammatory  forms  have  in 
common  the  enlargement  of  the  uterus  and  increase  in  its 
blood  supply.  Ivlobt  described  chronic  enlargement  of  the 
uterus  as  being'  due  to  a diffuse  growth  of  connective  tissue. 
He  said  that  the  uterus  was  at  first  congested  and  turgid,  the 
connective  tissue  being  immature  ; that  the  longer  the  disease 
lasts  the  denser  the  fibrous  tissue  becomes,  compressing  and 
perhaps  obliterating  the  vessels,  and  making  the  uterine  tissue 
paler  and  harder.  At  the  beginning  of  the  process,  according 
to  Ivlob,  the  muscular  fibres  are  hypertrophied,  but  later  they 
are  lost  in  the  hypertrophy  of  the  connective  tissue.  The 
uterus,  when  so  enlarged,  has  all  its  diameters  increased,  but 
especially  the  antero -posterior  measurement  of  the  uterine 
body.  The  cervix  is  thickened.  The  uterine  cavity  is  longer 

* “ Handbuch  der  pathologische  Anatomie,”  p.  879. 

f “ Path.  Anatomy  of  the  Female  Sexual  Organs.”  Trans,  by  Kammerer 
and  Dawson  (1SGS),  p.  127. 
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and  broader,  but  its  anterior  and  posterior  walls  are  still 
almost  in  contact.  Ivlob  holds  that  the  pathological  change 
is  not  a result  of  inflammation,  but  a growth  of  connective 
tissue.  Ivlob  does  not  say  how  far  his  conclusions  are  based 
on  the  writings  of  others,  and  how  far  on  specimens  examined 
by  himself,  nor  how  many  specimens  he  has  examined,  nor 
from  what  women  they  were  obtained.  Without  some 
knowledge  of  the  age,  the  time  intervening  since  the  last 
pregnancy,  the  cause  of  death,  and  the  associated  morbid 
conditions  in  the  pelvis,  it  is  impossible  to  form  an  opinion 
as  to  how  far  the  changes  described  by  Ivlob  are  those 
occurring  in  healthy  women  as  they  grow  older,  and  how 
far  they  are  morbid. 

The  causes  of  subinvolution.* — For  perfect  involution  of 
the  uterus  to  take  place,  the  patient  during  the  lying-in  period 
should  be  healthy,  and  the  uterus  contracted.  The  contrac- 
tions of  the  uterus  help  the  circulation  both  of  blood  and 
lymph  through  the  organ  by  intermittently  compressing  the 
vessels.  When  the  uterine  contractions  are  imperfect,  the 
less  perfect  circulation  causes  involution  to  be  slow  and 
incomplete.  Therefore,  after  post-partum  hccmorrhage,  which 
implies  imperfect  uterine  contraction,  subinvolution  is  apt  to 
be  present.  Uterine  contraction  is  especially  imperfect  when 
there  is  retention  of  a bit  of  placenta  or  membrane.  The 
presence  of  what  (in  the  lying-in  period)  is  a foreign  body  in 
the  uterus  not  only  intei’feres  with  uterine  contractility,  but 
mechanically  prevents  the  shrinking  of  the  uterus.  When 
there  is  fever,  all  the  bodily  functions  are  badly  performed : 
the  natural  metabolism  is  altered.  The  uterus  suffers,  like 
other  tissues,  and  its  involution  is  retarded.  This  effect  is 
especially  marked  when  the  cause  of  fever  is  inflammation 
in  the  pelvis ; for  then  the  uterus  not  only  suffers  in  common 
with  the  rest  of  the  body,  but  the  local  inflammatory  dis- 
turbance affects  the  circulation  through  the  uterus.  Hence 
the  most  marked  cases  of  subinvolution  are  those  associated 
with  pelvic  inflammation.  When  women  have  had  many 

* For  an  analysis  of  what  has  been  done  on  this  subject,  and  original  obser- 
vations, sec  Sir  J.  Williams,  Brit.  Ned.  Journal , 1882,  vol.  ii.  See  also  an 
elaborate  paper,  with  much  histological  detail,  by  Rics,  “ Zeit  fiiv  Geb.  und  Gyn.” 
Bd.  xxiv. 
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children,  involution  does  not  go  on  so  fast,  or  take  place  so 
perfectly,  as  after  their  earlier  labours. 

Certain  other  causes  have  been  stated  to  cause  sub- 
involution, and  therefore  require  mention,  (a)  “ General 
debility.”  This  is  so  vague  a term  that  it  may  include  almost 
anything : its  effect  can  therefore  neither  be  proved  nor 
disproved,  (b)  Parturition  late  in  life.  The  effect  of  multi- 
parity has  been  mentioned,  and  women  who  have  had  many 
children  are  generally  elderly ; but,  apart  from  multiparity, 
there  is  no  evidence  that  the  completeness  of  involution  at  all 
depends  upon  the  patient’s  age.  (c)  Premature  delivery.  No 
evidence  exists  that  subinvolution  is  commoner  after  pre- 
mature labours  free  from  complication  than  after  labour  at 
term.  But  premature  labour  is  often  induced  for  or  by 
conditions,  such  as  placenta  praevia  or  constitutional  disease, 
which  lead  to  imperfect  contraction  of  the  uterus  or  to 
fever ; and  for  this  reason  subinvolution  is  commoner  after 
premature  deliveries ; not  because  delivery  was  premature. 
( d ) Laceration  of  the  perineum.  When  there  is  a large  wound 
of  the  genital  passage  the  patient  is  more  likely  to  become 
febrile  than  when  the  mucous  membrane  is  intact,  and  for 
this  reason  subinvolution  is  more  frequent  when  the  perineum 
is  badly  torn  than  when  it  is  not  torn;  but  this  is  because 
there  is  fever,  not  because  the  perineum  is  torn,  (e)  Lacta- 
tion. Some  have  stated  that  nursing  favours  involution ; 
others,  that  it  hinders  it.  No  facts  have  been  brought 
forward  in  support  of  either  assertion.  We  know  not  what 
is  the  effect  of  lactation  on  involution.  (/)  Lacerations  of  the 
cervix  uteri.  These  have  no  influence  on  involution.  They 
are  so  high  up  that,  in  a well-managed  lying-in,  pathogenic 
microbes  do  not  get  access  to  them,  and  hence  they  are  not 
influential  in  causing  fever.  ( g ) Plural  pregnancy.  As  the 
uterus  is  here  bigger  than  usual,  involution  may  be  slower ; 
but  I know  of  no  proof  that  it  is  so.  ( h ) Other  cdleged  causes. 
Phthisis,  diabetes,  Bright’s  disease,  syphilis,  chronic  suppura- 
tion, pneumonia,  bronchitis,  emphysema,  heart  disease, 
rheumatism,  mental  disturbance,  chorea,  eclampsia,  bad 
sanitation,  retroversion  of  the  uterus,  have  all  been  said  to 
hinder  involution.  But  I have  not  found  a particle  of 
evidence  adduced  to  prove  the  effect  of  any  one  of  them. 


CHRONIC  UTERINE  PAIN. 


D1 


They  may  or  may  not  cause  subinvolution ; we  do  not 
know. 

Effects  of  subinvolution. — Subinvolution  in  itself  pro- 
duces no  disturbance  of  health.  The  uterus  is  often  found 
large,  but  otherwise  normal,  in  women  who  have  had 
many  children  and  are  quite  well,  but  in  whom  ex- 
amination has  been  called  for  because  some  disease  was 
suspected. 

But  a tissue  that  is  in  any  way  degenerate  is  more 
vulnerable  by  adverse  influences  than  one  which  is  healthy. 
Emphysematous  lungs  are  more  liable  to  bronchitis  than 
healthy  ones.  A woman  who  has  often  suffered  from 
the  oedema  common  in  pregnancy  is  more  likely  to  get 
her  feet  swelled  from  fatigue  than  one  whose  feet  have 
never  been  cedematous.  A uterus  not  well  involuted  is 
more  liable  to  disturbances  of  the  circulation  in  it, 
and  morbid  changes  resulting  therefrom,  than  a healthy 
uterus. 

Subinvolution  of  the  vagina. — During  pregnancy  the 
vagina  develops  as  well  as  the  uterus.  Its  vessels  increase  in 
number  and  size  ; it  becomes  larger,  and  its  walls  thicker  and 
softer.  These  are  changes  fitting  it  for  dilatation  during 
childbirth.  After  delivery  it  undergoes  involution  ; it  be- 
comes less  vascular,  its  capacity  less,  its  mucous  membrane 
firmer  and  thinner.  The  minute  anatomy  of  these  changes 
has  not  yet,  so  far  as  I know,  been  studied.  In  women  who 
have  had  many  children  the  involution  of  the  vagina  is  often 
incomplete ; the  canal  remains  larger,  its  mucous  membrane 
thicker,  with  larger  rugae.  This  subinvolution  renders  it  more 
liable  to  catarrh.  Hence  women  who  have  had  children,  and 
especially  those  in  whom  the  vagina  is  large  and  relaxed,  are 
more  subject  to  leucorrhoea  than  virgins. 

Treatment  of  subinvolution. — (A)  Preventive.  During 
childbed  subinvolution  is  to  be  prevented  (1)  by  taking  care 
that  no  part  of  the  placenta  or  the  membranes  is  left  behind 
in  the  uterus.  (2)  By  the  daily  administration  of  ergot  for 
three  or  four  weeks  after  delivery.  This  drug  has  no  effect 
upon  normal  involution,  and  therefore  if  everything  is  normal 
the  drug  is  unnecessary.  But  when  any  condition  is  present 
that  prevents  proper  contraction  of  the  uterus,  ergot  will 
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nasten  involution  by  making  the  uterus  contract.*  (3)  By 
not  allowing  the  patient  to  resume  activity  too  soon.  (4)  I 
think,  though  I cannot  adduce  evidence  in  support  of  my 
opinion,  that  the  use  of  astringent  antiseptic  vaginal  douches 
during  the  lying-in  period  promotes  involution  of  the  vagina, 
(B)  Curative.  When  the  puerperal  state  is  over  and  in- 
volution still  incomplete,  there  is  no  treatment  that  will  make 
the  uterus  get  smaller.  There  is  one  event  only  which  will 
alter  the  state  of  the  uterus,  and  that  is  pregnancy.  If  the 
patient  become  pregnant,  the  uterus  may  in  the  succeeding 
puerperium,  if  no  contrary  cause  again  hinder  involution 
return  to  its  natural  size,  or  even  become  smaller. 

What  is  chronic  metritis  ? — Chronic  metritis  is  a clinical 
term,  meaning  a uterus  which  is  enlarged,  painful,  and  tender. 
There  may  be  other  changes  in  such  a uterus,  but  there  are 
none  constant  enough  to  characterise  the  disease.  There  is 
no  good  evidence  of  inflammation,  and  the  name  metritis  is 
only  justifiable  if  we  assume  that  the  increase  of  fibrous  tissue 
is  produced  by  the  organisation  of  inflammatory  lymph.  This 
has  not  been  shown  to  be  the  case.  For  this  reason  Gaillard 
Thomas,  following  the  German  pathologists,  rejected  the 
term  metritis,  and  called  the  disease  chronic  areolar  hyper- 
plasia. This  implies  that  the  hyperplasia  is  the  cause  of 
the  symptoms.  Hyperplasia  of  connective  tissue  is  present 
in  subinvolution,  and  therefore  some  teachers  have  used  the 
term  “ subinvolution  ” and  “ chronic  metritis  ” as  if  they  were 
synonymous.  But  subinvolution  causes  no  symptoms,  and  is 
so  common  in  slight  degree  that  it  is  described  as  a normal 
condition  in  text-books  of  anatomy. 

Nevertheless,  the  increase  of  connective  tissue  must 
impair  the  contractile  power  of  the  uterus,  by  which  the 
circulation  of  blood  and  lymph  through  it  is  helped  on,  and 
therefore  such  a uterus  is  more  liable  than  a healthy  one  to 

* In  a paper  by  Dr.  C.  Owen  Fowler  and  the  author  (“Obst.  Trans.,”  vol. 
xxx.)  evidence  is  published  that,  in  a series  of  cases  in  which  ergot  was  given, 
involution  was  less  often  delayed  than  in  a series  in  which  ergot  was  not  given. 
The  late  Dr.  Blanc,  of  Lyons,  about  the  same  time  published  a paper  (see 
Lancet , 1892,  vol.  ii.  p.  1160),  in  which  he  compared  two  sets  of  cases,  one  with 
and  one  without  ergot,  and  found  that  there  was  no  difference  in  the  rate  of 
involution.  But  Dr.  Blanc  excluded  all  abnormal  cases  from  his  obser- 
vations : his  results  arc  therefore  in  harmony  with  the  view  stated  in  the  text. 
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morbid  changes  resulting  from  disturbance  of  the  circulation 
through  it.  And  treatment  on  the  same  lines  as  that  used  for 
chronic  inflammation  produces  benefit.  Therefore,  although 
no  anatomical  proof  of  inflammation  has  been  produced,  the 
term  “ chronic  metritis  ” fits  the  clinical  history. 

Chronic  metritis  has  been  described  as  occurring  (a)  with 
fibroids,  ( b ) with  “ fungous  endometritis  ” (that  is,  adenomatous 
growth),  and  (c)  with  displacements.  But  the  change  in  the 
uterine  tissues  in  these  diseases,  if  anatomically  similar,  is 
clinically  different,  (a)  With  fibroids  there  is  not  the  per- 
sistent pain  of  chronic  metritis.  In  ( b ) “ fungous  endometritis 
pain  is  trifling,  although  the  patient  is  weakened  by  bleeding. 
( c ) The  swelling,  and  tenderness  of  the  uterus  which  are 
present  in  some  cases  of  backward  displacement  quickly  go 
away  when  the  uterus  is  kept  anteverted. 

Hypothetical  causes.— According  to  Thomas,*  chronic 
metritis  is  sometimes  due  to  excessive  sexual  intercourse,  and 
also  to  “ blood  stasis  and  oedema  ” produced  by  cardiac  disease 
and  abdominal  tumours.  I know  of  no  evidence  in  support 
of  either  of  these  statements.  Chronic  metritis  has  been  said 
to  be  due  to  chronic  endometritis.*  I think  the  relation 
is  the  other  way — that  chronic  metritis  causes  chronic  endo- 
metritis. Over-treatment  of  endometritis  ;*  if  this  be  a cause. 
I hope  it  is  a rare  one.  Dysmenorrhcea  ;*  this  produces 
hypertrophy  of  the  uterine  body,  but  not  chronic  metritis. 
Cold,*  the  favourite  asylum  ignorantice.  I can  only 
understand  the  production  of  chronic  metritis  by  cold  in- 
directly, the  cold  checking  menstruation,  producing  pelvic 
congestion  and  perhaps  inflammation,  and,  this  being  left 
untreated,  passing  into  chronic  metritis.  Too  early  sexual 
intercourse  after  delivery  or  abortion ; * the  use  of  cold 
douches  after  intercourse,  f I know  of  no  evidence  that  these 
things  produce  the  effect  alleged ; but  the  subject  is  difficult 
to  investigate. 

Pathology  of  chronic  metritis. — This  is  hypothetical 
because  we  only  know  the  disease  clinically.  The  chief 
morbid  change  is  hyperesthesia  of  the  uterine  nerves.  The 
uterus  aches,  as  an  oedematous  leg  aches,  or  as  a testicle. 

* “ Diseases  of  Women,”  oth  edition,  p.  318. 

t Potter,  Clinical  Journal,  Aug.  15,  1894. 
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the  veins  of  which  are  varicose,  aches.  A uterus  which  is 
imperfectly  involuted  receives  more  blood  than  it  should  ; its 
contractile  power  is  deficient,  and  the  circulation  through  it 
is  not  helped  on  as  it  ought  to  be.  This  is  shown  to  be  the 
cause  of  the  pain  by  the  temporary  relief  which  almost  always 
follows  local  depletion.  There  is  transudation  through  the 
vessel  walls,  which  becomes  organised  into  fibrous  tissue. 
Hence  imperfect  nutrition  of  the  nerve-endings,  and  com- 
pression of  them  by  the  exudation. 

Symptoms  of  chronic  metritis.— The  great  symptom  is 
persistent  pelvic  pain.  This  is  referred  to  the  lower  abdomen 
and  back,  not  specially  to  the  ovarian  regions.  It  is  a per- 
sistent aching,  not  a severe  pain.  It  is  lessened  by  lying 
down,  but  not  removed.  It  is  worse  during  the  week  pre- 
ceding menstruation ; better  during  the  week  which  follows 
it.  The  flow  is  generally  profuse,  because,  the  uterus  being 
enlarged,  there  is  a larger  surface  to  bleed;  but  sometimes  it 
is  scanty.  There  is  generally  leucorrhoea  from  accompanying 
vaginal  catarrh ; often  also  from  cervical  endometritis.  There 
are  often  bladder  irritation  and  smarting  in  micturition ; 
these  symptoms  vary  much  from  time  to  time  in  the  same 
patient.  The  disease  is  often  associated  with  haemorrhoids, 
painful  defecation,  and  fissure  of  the  anus,  for  its  causes 
favour  these  conditions.  Often  the  ovaries  are  painful  and 
tender ; and  often  there  are  sympathetic  pains  in  the  breasts. 
The  symptoms  are  aggravated  by  locomotion  and  exertion  of 
any  kind.  There  is  almost  always  dyspareunia. 

This  disease  is  almost  always  associated  with  neurasthenia. 
It  is  the  weak  nervous  system  that  makes  the  patient  com- 
plain so  much  of  the  aching  uterus.  I have  met  with  it  in 
strong  Avomen,  who  were  anxious  lest  the  cause  of  pain  should 
be  some  dangerous  disease,  but  who,  when  their  fears  were 
removed,  were  content  to  regard  the  pelvic  pain  as  a trifle. 

Diagnosis  of  chronic  metritis. — The  diagnostic  marks  of 
chronic  metritis  are  the  size,  the  tenderness,  and  the  constant 
aching  of  the  uterus. 

The  size  and  tenderness  of  the  uterus  are  ascertained 
by  bimanual  examination.  To  find  out  whether  the  uterus  is 
tender,  compress  the  uterine  body  between  the  external  hand 
and  the  vaginal  finger  or  fingers,  and  note  if  such  compression 
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causes  pain.  Be  careful  to  distinguish  pain  caused  by  com- 
pression of  the  uterus  from  that  due  to  (a)  deep  pressure 
on  the  abdominal  walls ; ( b ) movement  of  it ; (c)  slipping  of 
the  fingers  from  the  uterus  on  to  the  appendages,  (a)  To 
compress  the  uterus  you  must  press  deeply,  and  your 
pressure  may  produce  wincing  due  to  its  firmness,  not  to  the 
fact  that  the  uterus  is  the  part  pressed  on.  If  you  press 
hard  enough  on  any  part  of  a sensitive  patient  you  will 
make  her  complain.  Avoid  this  error  by  pressing  down  with 
the  hand  on  the  abdomen  both  when  the  vaginal  finger  is 
pressing  up  the  uterine  body,  and  when  it  is  not  doing  so. 
If  the  pain  be  really  from  compression  of  the  uterus,  you  will 
not  get  it  when  you  do  not  apply  vaginal  counter-pressure, 
though  with  the  abdominal  hand  you  press  just  as  deeply. 
(6)  Pressure  on  the  uterus  moves  it,  and  if  the  ovaries  or  the 
peritoneum  be  tender,  movement  of  the  uterus  will  move 
them  and  cause  pain,  (c)  Strong  compression  of  the  uterus 
is  apt  to  make  the  uterus  slip  away  from  between  the  hands, 
which  then  come  upon  the  appendages ; and,  if  these  are 
tender,  pain  will  be  caused.  Therefore,  compress  the  uterus 
gently  and  carefully,  and  avoid  moving  it.  Note  also  the 
effect  of  moving  the  uterus  without  compressing  it,  and  the 
effect  of  pressure  over  the  uterine  appendages.  Observe 
whether  these  manipulations  produce  less  or  more  pain  than 
compression  of  the  uterus. 

Pelvic  peritonitis  and  inflammation  of  the  uterine  append- 
ages are  excluded  by  the  facts  that  on  bimanual  examination 
you  find  that  the  uterus  is  movable,  and  there  is  no  lump 
or  increased  resistance  behind  or  on  either  side  of  the  uterus. 

Uterine  enlargement  from  subinvolution  is  distinguished 
from  that  due  to  fibroid  tumours  by  the  fact  that  the  uterus, 
though  large,  is  normal  in  shape  ; there  are  no  bosses  or 
nodules,  nor  is  there  disproportionate  thickening  of  the  uterus 
in  any  one  diameter  (Fig.  17). 

If  the  patient  be  irregular  in  menstruation,  and  has 
gone  over  her  time  without  seeing  anything,  it  may  be 
difficult,  and,  from  one  examination,  impossible,  to  say 
whether  she  is  pregnant  or  not.  If  the  patient  thinks  she  has 
gone  two  months,  it  is  easy  to  form  a judgment  which  will 
probably  be  correct.  In  pregnancy  which  has  reached  this 
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date  the  body  of  the  uterus  is  enlarged  from  before  backwards 
to  an  extent  not  found  in  subinvolution.  If  the  pregnancy 
lias  not  reached  two  months,  diagnosis  is  impossible  ; there- 
fore postpone  an  opinion,  and  ask  leave  to  examine  again  in  a 
month’s  time. 

In  the  foregoing  paragraphs  the  difficulties  explained  are 


Fig.  17. — Diagram  showing  the  difference  between  the  normal  uterus  (inner  outiim  , 
and  one  enlarged  (outer  outline)  from  subinvolution.  (After  Simpson .) 

those  of  distinguishing  between  an  enlarged  and  tender  uterus 
and  other  pelvic  conditions.  But  this  is  not  the  chief 
difficulty  in  practice.  To  diagnose  an  enlarged  uterus  is 
easy  ; to  judge  rightly  of  its  importance  is  not. 

The  question  in  practice. — Some  writers  have  said  that 
chronic  metritis  is  the  commonest  of  female  diseases.  I 
think  that  it  is  comparatively  rare,  and  that  its  frequency 
has  been  over-estimated,  for  two  reasons. 

(1)  Persons  unaccustomed  to  make  bimanual  examinations 
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often  do  not  notice  slight  physical  signs  indicating  chronic  in- 
flammation of  the  pelvic  peritoneum  and  uterine  appendages, 
and  they  consequently  attribute  to  chronic  metritis  pain  really 
due  to  perimetritis,  a disease  which  in  the  puerperal  state 
causes  subinvolution.  Gooch  described  chronic  metritis  as 
a common  disease,  under  the  name  of  “ the  irritable 
uterus”;  and  passages  in  his  essay  show  that  he  fell  into 
this  mistake. 

(2)  In  women  suffering  from  neurasthenia  the  uterus 
often  aches,  and  is  tender ; and  some  think  that  the  symp- 
toms of  nervous  exhaustion  are  reflex  results  of  the  uterine 
disease.  But  in  many  such  cases  the  uterus  aches  because 
the  nervous  system  is  sensitive,  not  because  there  is  uterine 
disease.  If  the  neurasthenia  can  be  cured  or  improved,  the 
uterus  ceases  to  ache. 

I have  seen,  however,  a few  cases  in  which,  if  the  clinical 
history  was  correct,  the  nervous  symptoms  had  followed  the 
local  disease ; in  which  there  was  no  evidence  of  perimetritis  ; 
in  which  general  treatment  combined  with  local  gave  relief, 
which  general  treatment  alone  did  not  do  ; in  which  complete 
cessation  of  s}^mptoms  followed  the  menopause ; and  in  which 
I therefore  think  that  the  uterine  condition  was  a chief  factor 
in  the  morbid  state. 

Prognosis. — This  chiefly  depends  upon  the  duration  of 
the  symptoms.  If  the  patient  has  only  been  ill  a few  months, 
you  can  probably  cure  her.  If  the  ailment  extends  over 
years,  it  will  probably  last  till  the  climacteric.  When 
menstruation  has  ceased,  and  senile  atrophy  of  the  uterus 
has  taken  place,  chronic  metritis  is  cured.  In  West’s  pic- 
turesque, but,  I think,  somewhat  exaggerated  language, 
“ When  fifty  years  have  been  attained,  the  sickly, 
ailing,  nervous  invalid  passes,  to  the  surprise  of  all  her 
friends,  into  the  robust  woman  who  complains  of  neither 
ache  nor  pain,  who  is  equal  to  all  exertion,  for  she  has  laid 
aside  her  sex’s  weakness  with  her  sex’s  function.”* 

Treatment. — The  best  cure  (short  of  the  menopause)  is 
pregnancy,  followed  by  a healthy  lying-in.  Unfortunately 
the  disease  usually  makes  these  patients  sterile.  But  if 
pregnancy  occur  morbid  changes  will  be  undone  during 

* “ Diseases  of  Women,”  edited  by  Duncan,  p.  113. 
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the  development  of  the  uterus.  After  delivery,  take  care 
to  prevent  retention  of  secundines ; to  protect  the  patient 
from  septic  poisoning ; and  to  keep  the  uterus  well  contracted 
by  the  administration  of  the  liquid  extract  of  ergot  (half  a 
drachm  three  times  a day)  during  the  month  after  delivery. 
If  this  be  done,  uterine  involution  will  probably  go  on  well, 
and  complete  cure  will  follow. 

If  the  case  is  recent  and  the  menstrual  flow  is  excessive,  a 
three  months’  course  of  ergot  will  do  good.  It  will  make  the 
uterus  contract,  and  thereby  help  the  circulation  through 
it  and  check  the  menstrual  loss.  But  when  the  illness  has 
lasted  for  years,  no  striking  benefit  follows. 

If  menstruation  is  scanty  and  painful,  and  the  patient 
is  not  anaemic,  local  depletion  will  do  good.  Effect  this  either 
by  blood-letting  or  by  the  local  use  of  glycerine.  Use  blood- 
letting either  by  puncturing  the  cervix  uteri  with  a pointed 
knife  or  by  putting  leeches  to  it,  when  the  pain  which  pre- 
cedes the  flow  comes  on.  Blood-letting  in  such  cases  relieves 
pain  and  makes  menstruation  more  copious. 

Glycerine  is  applied  by  inserting  into  the  vagina  either 
plugs  of  cotton  wool,  tied  round  with  string  for  easy  removal, 
and  soaked  in  glycerine,  or  pessaries  made  of  glycerine  mixed 
with  enough  gelatine  to  make  a solid  mass.  The  glycerine 
causes  a transudation  of  watery  fluid ,*  and  thus  unloads  the 
tissues  and  gives  much  relief.  Tell  the  patient  to  apply  the 
pessaries  or  plugs  night  and  morning,  and  to  lie  down  for  an 
hour  after  inserting  one.  These  applications  do  no  harm  ; 
the  only  drawback  is  the  trouble  to  the  patient  of  applying 
them.  Therefore  let  her  use  them  as  long  as  she  finds  benefit 
from  them. 

Contra-indications. — If  the  patient  be  losing  copiously 
each  month,  it  is  like  carrying  coals  to  Newcastle  to  take 
blood  from  the  womb ; if  she  be  anaemic,  the  abstraction  of 
blood  Avill  make  her  worse ; if  she  has  profuse  leucorrhoea,  the 
discharge  will  saturate  the  affinity  of  glycerine  for  water,  so 
that  glycerine  plugs  or  pessaries  will  do  no  good. 

Counter-irritation. — In  this  disease  abdominal  counter- 
irritation does  not  produce  such  a marked  effect  as  in  chronic 
ovarian  pain,  but  if  it  be  not  so  violent  as  to  make  the  patient 

* For  proof  see  a paper  by  the  author,  “ Obst.  Trans.”  vol.  xxx. 
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sore,  it  will  do  no  harm,  and  it  will  make  the  patient  hopeful. 
Have  the  lower  helly  painted  with  lin.  iodi,  or  tr.  iodi.,  or  a 
mixture  of  the  two,  according  to  the  sensitiveness  of  the  skin  ; 
and  let  this  be  repeated  as  often  as  the  state  of  the  skin 
permits.  Or  prescribe  Martindale’s  lin.  capsici  co. ; this  will 
redden  the  skin,  but  its  effect  is  so  transitory  that  the  patient 
can  use  it  every  day. 

There  are  more  useful  remedies  applied  by  the  vagina 
which  act,  I think,  partly  as  counter-irritants.  Tell  the 
patient  to  douche  the  vagina  night  and  morning  with  water 
at  a temperature  of  110-115°  F.,  using  a gallon  or  more  each 
time.  It  is  best  used  with  a douche-tin,  suspended  three  feet 
or  so  above  the  level  of  the  patient’s  pelvis,  so  that  the  fluid 
flows  by  gravity  in  a continuous  stream.  The  patient  should 
lie  on  a bed  bath.  If  she  has  not  one  of  these,  tell  her  to 
put  a macintosh  over  the  side  of  the  bed,  folding  it  so  that 
in  its  centre  there  shall  be  a gutter-like  depression  guiding 
the  fluid  into  a vessel  beneath.  Let  the  patient  lie  on  this, 
with  her  body  horizontal,  her  hips  projecting  beyond  the  edge 
of  the  bed,  her  feet  resting  on  two  chairs.  If  the  patient  uses 
the  douche  while  standing  or  sitting,  the  fluid  may  not  bathe 
every  part  of  the  mucous  membrane.  If  the  patient  suffers 
from  pruritus,  tell  her  to  put  in  the  water  as  much  borax  as 
it  will  dissolve.  If  the  discharge  is  offensive,  tell  her  to  add 
half  an  ounce  of  Condy’s  fluid,  or  of  sanitas  fluid,  to  each  pint 
of  water. 

Such  a douche  is  harmless ; it  keeps  the  parts  clean ; it 
makes  the  uterus  contract,  thus  helping  on  the  circulation 
through  it ; it  at  first  dilates  and  then  produces  a reflex 
contraction  of  the  vessels  of  the  mucous  membrane  with 
which  it  comes  in  contact;  its  use  is  followed  by  much 
relief  to  pain.  These  effects  certainly  follow.  It  is  said  that 
it  produces  absorption  of  lymph,  but  I know  not  how  this 
is  ascertained.  Scanzoni  praised  hot  compresses  to  the 
abdomen ; these  are  but  a mild  form  of  counter-irritation. 

Iodine  in  the  vagina  acts  as  a counter-irritant  to  the 
cervical  and  vaginal  mucous  membrane.  It  may  be  painted 
on  the  cervix,  or  (which  is  less  disagreeable  to  the  patient), 
a plug  of  iodised  wool  soaked  in  glycerine  or  not,  according 
to  the  case,  and  tied  round  with  a piece  of  string  for  easy 
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removal,  may  be  pushed  up  to  the  cervix  night  and  morning, 
and  removed  before  the  douche  is  used.  Some  think  that 
iodine  used  in  this  way  favours  the  absorption  of  lymph. 
It  may  be  so. 

Internal  remedies. — There  is  no  drug  that  has  any 
specific  effect  upon  subinvolution  or  chronic  metritis.  Mr. 
Lawson  Tait,  following  Sir  James  Simpson,  says  that  chlorate 
of  potash,  which  in  ordinary  doses  is  harmless,  will  make  the 
uterus  diminish  in  size.  I think  I have  seen  benefit  from 
it ; but  I have  used  it  along  with  other  empirical  remedies : 
aletris  cordial  in  doses ; tr.  'cimicifugae  also  in  doses. 
Some  think  that  a two  or  three  months’  course  of  mercury 
or  iodide  of  potassium  is  beneficial.  In  a syphilitic  patient 
no  doubt  improved  health  would  result,  and  the  occasional 
occurrence  of  a case  of  this  kind  would  influence  the  judg- 
ment of  the  physiciaij.  prescribing  the  remedy.  If,  as  is 
commonly  the  case  in  chronic  metritis,  your  patient  is  costive, 
give  gentle  laxatives,  which  will  deplete  the  portal  system. 

Forbid  alcohol.  So  far  as  it  has  any  effect  on  the  pelvic 
organs,  this  effect  is  to  aggravate  pelvic  congestion.  But 
in  patients  with  weak  digestion,  a little  wine  with  meals 
may  do  more  good  by  helping  digestion  than  it  does  harm  by 
increasing  pelvic  congestion.  But  only  prescribe  it  if  there  is 
a clear  indication  for  it,  and  prescribe  the  exact  quantity  that 
the  patient  is  to  take. 

Chronic  metritis  with  many  symptoms  is  always  associated 
with  neurasthenia.  To  a robust  woman  chronic  metritis 
is  a trivial  malady,  which  she  would  rather  be  without,  but 
which  does  not  debar  her  from  any  social  duty  or  pleasure. 
Such  women  will  submit  to  treatment  which  they  are  told 
will  remove  the  aching,  but  they  will  not,  if  rightly  informed 
as  to  the  nature  of  their  disease,  submit  to  treatment  which 
is  dangerous,  or  irksome,  or  protracted  over  months  or  years. 
If  there  is  neurasthenia,  the  most  important  part  of  the 
treatment  is  to  cure  this : by  rest,  food,  and  change. 

Health  resorts. — Residence  at  certain  spas  is  said  to 
be  beneficial  in  this  disease,  especially  Woodhall  Spa  in 
England  and  Ivreuznach  in  Germany.  But  I know  of  no 
evidence  to  show — (1)  that  the  waters  have  any  part  in 
the  improvement,  or  (2)  that  any  change  is  effected  in  the 
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uterus.  (1)  The  benefit  comes,  not  from  the  water  that 
is  swallowed  or  applied  to  the  skin  or  mucous  membranes,  but 
from  the  rest  and  change  and  the  regular  healthy  way  of 
living  which  all  the  influences  of  such  places  gently  enforce 
upon  those  who  visit  them.  (2)  The  benefit  is,  that  the 
nervous  system  is  invigorated,  and  so  the  aching  uterus  is 
less  felt ; but  no  change  is  produced  in  the  latter  organ. 
A stay  at  one  of  these  places  is  a pleasant  change  to  be 
suggested  to  patients  who  have  leisure  and  money — not  a 
unique  remedy  to  be  authoritatively  urged,  regardless  of  the 
patient’s  circumstances. 

Other  modes  of  treatment. — Lately  what  is  called 
“ uterine  massage  ” — that  is,  pressing  the  uterus  up  with  one 
or  two  fingers  in  the  vagina,  and  rubbing  it  for  ten  or  twenty 
minutes  with  the  hand  on  the  abdomen,  has  been  recom- 
mended by  a Swedish  teacher  of  gymnastics  called  Thure- 
Brandt,  and  practised  according  to  his  directions  by  specialists 
on  the  Continent.  I know  ot'  no  evidence  that  it  is  beneficial. 
If  it  were,  I should  think  the  treatment  one  to  be  applied  by 
nurses,  not  by  doctors. 

The  facts  that  chronic  metritis  is  attended  with  increased 
menstrual  pain,  and  that  the  symptoms  subside  after  the 
menopause,  would  suggest,  as  a rational  measure,  removal 
of  the  ovaries.  I have  no  personal  experience  of  this.  I 
have  heard  of  cases  in  which  it  has  been  done  without  benefit. 
This  is  what  I should  expect,  for  in  this  disease  none  but 
neurasthenic  women  suffer  enough  to  make  such  an  opera- 
tion dreamed  of,  and  removal  of  the  ovaries  does  not  cure 
neurasthenia. 

Complications  of  chronic  metritis. — Allusion  has  already 
been  made  to  the  fact  that  because  pelvic  inflammation 
produces  subinvolution,  there  are  in  many  cases  in  which  the 
uterus  is  large,  aches,  and  is  tender,  pelvic  adhesions  which 
add  to  the  pain,  if  they  are  not  wholly  responsible  for  it.  It 
has  also  been  pointed  out  that  when  involution  is  imperfect, 
the  uterus  is  more  liable  to  chronic  degenerative  changes  and 
inflammation.  Hence  adenomatous  growths,  with  endo- 
metritis, are  often  present  with  chronic  metritis.  If  these 
conditions  are  present,  their  symptoms  are  added  to  those 
which  chronic  metritis  causes.  They  are  described  in  subse- 
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quent  chapters.  There  is  generally  leucorrhoea  with  chronic 
metritis  from  subinvolution  of  the  vagina.  This  requires 
treatment  which  will  be  described  later. 

In  former  times  thickening  of  the  cervix  uteri  was 
supposed  to  be  a source  of  much  trouble.  A favourite  mode 
of  treatment  was  co  destroy  part  of  the  thickened  cervix  with 
potassa  fusa  or  some  other  caustic.  Later,  this  was  sup- 
planted by  operations  to  repair  tears  in  the  cervix,  or  to 
cut  off  pieces  of  a thickened  cervix.  The  indications  for 
surgical  interference  with  morbid  conditions  of  the  cervix 
I shall  afterwards  describe.  Here  I have  only  to  say  that 
I know  of  no  evidence  that  cutting  off  part  of  the  cervix, 
or  destroying  it  with  caustic,  or  sewing  up  slits  in  it,  has 
any  effect  upon  pain  or  tenderness  of  the  uterine  body. 
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UTERINE  DISPLACEMENTS. 

I. — PROLAPSE. 

The  term  “ uterine  displacements  ” has  been  used  to  de- 
note one  major,  inversion,  and  several  minor. 

Inversion. — The  major  displacement  is  inversion.  It  is 
produced  either  immediately  after  the  delivery  of  a child, 
or  during  the  delivery  of  a fibroid.  It  threatens  life  by 
haemorrhage.  It  will  be  described  among  the  causes  of  that 
symptom. 

So-called  minor  displacements. — The  minor  so-called 
displacements  are  anteflexion,  anteversion,  lateriversion,  retro- 
flexion, retroversion,  and  prolapse.  The  first  three  of  these 
are  not  morbid  conditions. 

Lateriversion  is  either  normal  (for  the  uterus,  like  the 
vomer,  is  seldom  exactly  in  the  middle)  or  results  from  the 
uterus  being  pulled  aside  by  adhesions,  or  pushed  aside  by  a 
swelling.  The  condition  which  produces  lateriversion  may  be 
important,  but  the  unusual  place  of  the  uterus  is  not. 

Anteflexion  is  the  natural  shape  of  the  uterus  in  most 
virgins.  The  uterus  is  straight  in  only  about  one-fourth  of 
such  patients.  This  normal  curve  is  often  straightened  out 
by  child-bearing,  but  not  by  anything  else.  It  produces 
no  symptoms.* 

Anteversion  is  the  usual  position  of  the  uterus  when  the 
bladder  is  empty. 

Prolapse. — Prolapse  causes  pain,  but  does  not  endanger 
life.  It  is  important  because  it  is  so  common.  In  most  cases 
the  position  of  the  uterus  is  an  unimportant  effect  of  the 
condition  which  causes  the  pain ; but  it  is  the  most  palpable 
ptrysical  sign,  and  therefore  the  one  from  which  the  disease 
has  been  named.  In  retroversion  and  retroflexion,  which  are 
generally  effects  of  prolapse,  the  displacement  is  important 

* Tor  evidence  see  papers  by  the  author,  “ Obst.  Trans.”  vol.  xxiii.,  and 
Lancet,  vol.  ii.,  1884  ; and  by  Vedeler,  “Arch,  fin-  Gyn.”  Band  xxi. 
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because  it  may  bring  about  changes  in  the  circulation  through 
the  uterus. 

The  pathology  of  prolapse.— The  essential  condition 
in  prolapse  is  yielding  and  stretching  of  the  pelvic  floor.  The 
uterus  rests  on  the  pelvic  floor,  and  sinks  when  this  yields 


Fig.  IS. — Diagram  illustrating  structure  of  pelvic  floor.  ( After  Skene.) 


(Fig.  18);  a change  easily  recognised.  The  muscles  and 
fasciae,  when  overstretched,  ache ; hence  the  pain. 

The  causes  of  the  yielding  are  four — weakness,  injury, 
overstretching,  congenital  defect. 

1.  Weakness:  that  is,  lowered  muscular  and  nervous 
tone.  Graily  Hewitt  attributed  this  to  malnutrition  from 
deficient  food,  and  unhealthy  modes  of  life.  Overstrain  from 
long  hours  of  work,  from  frequently  repeated  child-hearing, 
from  too  prolonged  lactation,  or  from  anxiety  or  unhappi- 
ness, is  as  important.  This  alone,  however,  only  causes  slight 
descent.  Hence  the  slighter  forms  of  prolapse  often  go 
with  neurasthenia. 

2.  Injury  in  childbirth. — This  injury  may  be  either  over- 
stretching during  the  passage  of  the  child,  or  tearing  of 
the  parts.  The  fact  that  prolapse  is  commoner  in  women 
who  have  had  children  than  in  virgins  shows  that  this 
condition  is  favoured  by  child-bearing.  It  is  certain  that  it  is 
not  due  to  lacerations  of  the  vaginal  mucous  membrane  or  of 
the  perineum;  for  complete  rupture  of  the  perineum  may 
exist  unrepaired  for  years  without  prolapse.  It  is  therefore 
a reasonable  inference  that  the  way  in  which  child-bearing 
favours  prolapse  is  by  causing  injury  to  those  structures 
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in  the  pelvic  floor  which  are  the  main  supports  of  the  uterus, 
viz.,  the  pelvic  fascia  and  the  levator  ani  muscle  (Figs. 
19,  20).  But  our  knowledge  of  these  injuries  has  not 
advanced  beyond  theory.  I know  of  no  dissection  that 
has  been  made  to  show  the  existence  or  the  precise  extent 
of  such  tears. 

Schatz*  has  de- 
scribed  subcutaneous 
or  rather  submucous 
laceration  of  the 
muscles  forming  the 
pelvic  floor  (chiefly 
the  levator  ani)  oc- 
curring during 
labour.  He  ascer- 
tained these  by  feel- 
ing through  the  Fig.  19. — Levator  ani.  ( After  Buckmaster.) 
vagina  gaps  between 

the  muscular  bundles.  He  assumed  that  these  gaps  were  pro- 
duced by  the  tearing  through  of  other  bundles  which  ought 
to  have  filled  these  spaces ; but  he  has  not  verified  the  theory 


Fig.  20. — Levator  ani.  ( After  Buckmaster.) 


by  dissection.  I have  felt  gaps  such  as  Schatz  describes 
between  the  muscular  bundles,  but  I have  failed  to  trace  in 
patients  in  whom  I felt  such  gaps  a subsequent  tendency 
to  prolapse.  Skene  f has  also  described  subcutaneous  or 
submucous  laceration  of  the  pelvic  floor  during  delivery, 

* “ Arch,  fur  Gyn.”  Bd.  yxii.,  1884.  S.  298. 
t New  Turk  Med.  Journal,  March  14th,  18S5. 
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presumably  independently,  for  he  does  not  refer  to  Schatz’s 
paper,  which  was  published  about  a year  previously.  Skene 
describes  not  only  rupture,  but  fatty  degeneration,  atrophy, 
and  paralysis  of  the  torn  muscular  fibre  ; but  he  does  not 
say  that  he  has  verified  either  the  ruptures  or  the  degenera- 
tion by  dissection.  He  describes  a change  in  the  position  of 
the  anus  as  being  a result  of  injury  to  the  pelvic  floor;  but  it 
does  not  appear  from  his  paper  that  he  has  compared  the 
state  of  the  parts  before  child-bearing  in  any  particular  case 
with  the  state  after ; and  without  such  a comparison  it  is  not 
possible  to  be  certain  that  what  are  described  as  changes  due 
to  injury  in  childbirth  are  changes  at  all.  Kelly*  has 
described  “ relaxation  ” as  “ the  most  important  of  all 
injuries”  of  the  perineum  and  pelvic  floor.  His  description 
of  the  injuries  is  based  upon  that  of  Schatz,  but  contains 
nothing  to  indicate  that  he  has  verified  them  by  dissection. 
He  says  that  as  a result  of  these  injuries  the  anal  cleft  is  no 
longer  a sharp  deep  furrow,  but  is  flat  and  shallow,  and  the 
anus  is  further  back  and  more  exposed.  But  without 
knowing  what  was  the  condition  of  the  parts  in  the  individual 
cases  before  childbirth,  it  is  not  possible  to  be  sure  that  the 
peculiarities  mentioned  are  really  the  result  of  injury.  The 
depth  of  the  anal  cleft  depends  principally  on  the  fatness  of 
the  buttocks ; and  the  distance  of  the  anus  from  the  coccyx 
and  pubes  respectively  is  different  in  different  women. 

For  the  reasons  given  I believe  that  the  fascise  and 
muscles  of  the  pelvic  floor  are  often  injured  in  childbirth, 
and  that  such  injury  is  the  main  cause  of  prolapse,  notwith- 
standing that  the  fact  has  not  yet  been  demonstrated  by  the 
exhibition  of  specimens. 

3.  Sudden  stretching. — During  violent  exertion  or  in  a 
fit,  the  uterus  has  been  suddenly  forced  outside  the  vulva, 
even  in  a virgin.  The  repetition  of  such  an  event,  or  want  of 
proper  treatment  at  the  time,  may  lead  to  the  descent  becom- 
ing permanent. 

4.  Congenital  anatomical  peculiarities. — Just  as  the 
formation  of  hernise  is  favoured  by  anatomical  peculiarities  in 
the  individual,  so  may  that  of  prolapse.  I have  seen,  in  other- 

* “American  System  of  Gynecology  and  Obstetrics”;  art.  “Injuries  and 
Lacerations  of  the  Perineum  and  Pelvic  Floor.” 
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wise  healthy  young  virgins,  who  had  never  followed  any 
laborious  occupation,  the  vagina  inverted  and  the  whole 
uterus  (together  with,  in  one  case,  some  coils  of  intestine) 
outside  the  vulva.  Such  a condition  can  only  be  explained 
by  a congenital  peculiarity. 

Pathological  relationships. — In  their  pathology  the  minor 
displacements  resemble  flat-foot,  lateral  curvature  of  the 
spine,  and  knock-knee.  In  all  these  diseases  there  is  yielding 
of  muscular  and  fibrous  structures.  The  slighter  forms 
depend  on  debility,  and  improve  as  the  health  improves.  . In 
the  greater  forms  the  changes  are  too  great  to  be  altered 
by  merely  improving  the  general  health.  In  all,  the  suffer- 
ing of  the  patient  depends  not  upon  the  amount  of  local 
change,  but  on  the  state  of  her  health. 

The  higher  degrees  of  prolapse  are  like  hernige.  In  the 
one  the  uterus  protrudes,  in  the  other  the  bowel.  In  a child 
the  hernial  orifice  may  close  if  a truss  is  worn  long  enough. 
In  the  slighter  forms  of  uterine  descent,  if  the  uterus  is 
supported  until  the  pelvic  floor  has  regained  its  tone,  the 
patient  may  be  able  then  to  discontinue  treatment.  But 
as  a large  hernia  is  attended  with  permanent  change  at  the 
spot  of  protrusion,  so  the  changes  in  the  pelvic  floor  which  go 
with  great  prolapse  are  permanent. 

The  points  in  which  the  parallel  between  uterine  dis- 
placements and  hernise  does  not  hold  good  are  (1)  the  pro- 
duction of  displacements  by  mere  functional  weakness,  and 
(2)  their  association  with  nervous  symptoms  also  produced 
by  functional  weakness. 

Symptoms. — The  symptoms  directly  produced  by  prolapse 
are  the  same  in  all  its  varieties.  In  great  prolapse  the  patient 
tells  you  that  her  womb  is  down.  In  the  slighter  forms  she 
often  does  not  know  what  is  the  matter,  and  only  complains 
of  pain. 

Prolapse  causes  aching,  dragging,  bearing-down  pain, 
felt  in  the  lower  part  of  abdomen  and  back  and  down  the 
thighs,  especially  the  left  thigh.  This  pain  is  worse  during 
menstruation.  It  is  made  worse  by  defsecation,  because  the 
straining  forces  the  womb  down.  The  bladder  is  pulled  on 
and  hence  irritated,  and  therefore  the  patient  has  to  pass 
urine  with  annoying  frequency.  The  characteristic  feature 
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of  the  pain  is  that  it  ceases  when  the  patient  lies  down.  If 
it  does  not  do  so,  the  patient’s  troubles  are  not  entirely  due 
to  prolapse,  although  it  may  be  part  of  her  ailment. 

The  association  of  nervous  symptoms  with  minor 
displacements. — The  slighter  degrees  of  prolapse  are  often 
associated  with  neurasthenia,  loss  of  flesh,  and  atonic  dys- 
pepsia ; loss  of  appetite,  discomfort  after  food,  flatulence, 
constipation.  When  the  patient  walks  her  pain  is  worse ; 
hence  she  avoids  walking,  and  may  put  it  that  she  can’t  walk. 
Graily  Hewitt  called  this  uterine  dyskinesia. 

The  symptoms  of  neurasthenia  are  so  often  associated  with 
minor  displacements  of  the  uterus  that  they  have  been  de- 
scribed as  reflex  symptoms  produced  by  displacement.  They 
occur  with  minor  displacements  for  these  reasons : — (a) 
muscular  weakness  is  a cause  of  slight,  not  of  great  prolapse  ; 
( b ) a patient  with  neurasthenia  will  feel  pain  from  a degree 
of  prolapse  which  would  not  trouble  a strong  woman ; (c)  pro- 
lapse usually  begins  between  the  ages  of  twenty-five  and 
thirty-five,  when  women  are  having  children  quickly,  and 
when  they  suffer  most  from  the  strain  of  pregnancy,  labour, 
lactation,  and  the  care  of  young  children.  By  the  time 
prolapse  has  become  great  the  patient  has  generally  ceased 
child-bearing,  and  her  children  are  old  enough  to  give  little 
trouble ; hence  nervous  exhaustion  is  less  frequent  in  such 
patients. 

The  diagnosis  of  the  slighter  forms. — There  are  degrees 
of  prolapse,  and  degrees  of  symptoms,  from  a case  in  which 
the  patient  only  feels  a slight  bearing-down  pain  occasionally 
to  one  whose  pelvic  floor  aches  continually  from  when  she 
gets  up  in  the  morning  till  she  goes  to  bed  at  night. 

Take  the  slightest  form.  A patient  has  only  recently 
begun  to  suffer  from  occasional  bearing-down  pain,  always 
relieved  by  lying  down.  If  she  has  no  other  symptoms,  you 
may  infer  the  cause  of  the  pain  from  its  characters.  It 
varies  with  the  patient’s  health — -worse  if  this  is  from  any 
other  cause  depressed,  better  when  this  is  good.  Find  out 
if  you  can  anything  in  the  patient’s  circumstances  and  mode 
of  life  that  is  unhealthy,  and  remove  it  if  possible.  If  she  is 
suckling,  let  her  wean  the  baby.  If  she  sleeps  badly,  send  her 
to  bed  early  and  see  that  her  night’s  rest  is  undisturbed. 
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Give  her  tonic  medicine,  and,  if  possible,  order  change  of  air 
to  a bracing  place.  Such  treatment  will  remove  the 
symptoms.  * 

Physical  examination. — If  the  symptoms  are  not  occa- 
sional only,  but  constant,  probably  mechanical  support  will 
be  needed.  You  cannot  judge  as  to  this  without  examining 
the  patient. 

Begin  by  examining  the  abdomen.  Palpate  it,  and  you 
will  find  the  belly  is  non-resistent.  With  gradual  firm 
pressure  you  can  press  down  into  the  pelvic  brim  and  into  the 
loin,  and  make  sure  that  there  is  no  tumour  or  tenderness. 

On  vaginal  examination  the  uterus  is  movable.  You  can 
push  it  up  or  to  either  side;  and  when  you  press  up  on  either 
side  of  the  uterus,  behind  it,  or  in  front  of  it,  there  is  no 
undue  fulness  or  resistance ; nor,  unless  you  press  very 
forcibly,  is  there  tenderness.  This  excludes  pelvic  inflamma- 
tion. The  other  signs  will  depend  upon  the  form  of  prolapse. 

Physiological  descent. — A certain  amount  of  descent  is 
physiological.  With  respiration  there  is  a slight  ascent  and 
descent  of  the  pelvic  floor,  and  during  muscular  effort  a more 
considerable  descent.  The  amount  of  this  descent  is  different 
in  different  persons,  and  in  the  same  person  at  different 
times.  In  prolapse  this  physiological  yielding  is  increased. 

The  average  increase,  under  strain,  in  the  projection  of  the 
pelvic  floor — that  is,  the  measurement  of  the  pelvic  floor  over 
the  soft  parts,  from  a point  low  down  on  the  sacrum,  or  on 
the  coccyx,  to  the  symphysis  pubis — is  about  an  inch  and  a 
quarter.  This  takes  place  in  two  ways  : (1)  stretching  in  the 
antero-posterior  direction ; (2)  movement  backwards  and 
downwards  of  the  posterior  segment  of  the  pelvic  floor  (from 
coccyx  to  fourchette) ; a movement  which  implies  stretching 
from  side  to  side.  The  behaviour  of  the  posterior  segment  of 
the  pelvic  floor  is  like  what  takes  place  in  labour,  but  to 
a less  extent,  and  with  the  difference  that,  instead  of  being 
pushed  down  by  the  foetal  head,  it  is  pushed  down  by  the 
anterior  segment,  which  in  labour  is  pulled  up  to  make  way 
for  the  child  (Fig.  21). 

The  average  amount  of  stretching  in  each  direction  is 
nearly  equal,  being  about  three-fifths  of  an  inch.  With  this 
descent  of  the  pelvic  floor  there  goes  descent  of  the  uterus 
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and  shortening  of  the  vagina.  This  takes  place  partly  by  the 
upper  part  of  the  vagina  becoming  inverted  into  the  part  next 
below  it,  and  partly  by  the  vaginal  rugse  being  pressed 
together — i.e.  by  increased  wrinkling  and  actual  shortening 
of  the  mucous  tract.  In  many  women  there  occurs  slight 


Fig.  21. — Diagram  showing  normal  descent  of  pelvic  floor,  descent  of  uterus,  and 
shortening  of  vagina  during  effort.  ( Drawn  from  measurements  of  a nullipara, 
aged  19,  suffering  from  o.  small  ovarian  tumour.) 

inversion  of  the  lower  part  of  the  vagina,  which  thus  protrudes 
slightly  when  the  patient  strains ; but  this  is  not  usual  in  the 
nullipara. 

The  average  descent  during  straining  of  the  anterior 
vaginal  cul-de-sac  is  about  an  inch,  that  of  the  posterior 
cul-de-sac  rather  less.  In  parous  women  the  amount  of 
inversion  is  greater.  In  nulliparae  the  posterior  cul-de-sac 
is  more  shortened  during  straining  than  the  anterior ; in  the 
parous  the  anterior  is  more  shortened  than  the  posterior. 


UTERINE  DISPLACEMENTS : PROLAPSE. 


Ill 


The  uterus  as  it  descends  moves  in  the  axis  of  the  pelvis  — 
that  is,  roughly  speaking,  in  a curve  having  a centre  in  or 
near  the  symphysis  pubis — and  by  a movement  ot  this  kind 
the  posterior  cul-de-sac  is  more  shortened  than  the  anterior. 


Fig.  22.  —Diagram  showing  descent  of  the  pelvic  floor  without  relative  displacement 
of  uterus.  ( Drawn  from  measurements.) 

This  is  what  takes  place  in  the  nullipara.  On  the  other 
hand,  prolapse  is  more  frequent  among  the  parous,  and  in 
prolapse  the  anterior  vaginal  wall  is  the  part  which  commonly 
comes  down  first.  * 

Prolapse  of  the  pelvic  floor  without  relative  displaee- 

* For  evidence  of  these  statements  sec  papers  by  the  author,  “ Obst.  Trans.” 
vol.  xxxi. 
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ment  of  the  uterus. — The  slightest  form  of  prolapse  consists 
simply  in  exaggeration  of  the  descent  of  the  uterus  and  pelvic 
floor,  which  takes  place  in  every  woman  during  effort.  On 
digital  examination  you  find  the  uterus  normal  in  position, 
movable,  and  of  natural  size.  Its  body  cannot  be  felt 
either  through  the  anterior  or  posterior  vaginal  wall.  The 
vagina  is  not  relaxed,  nor  its  orifice  unduly  large.  On 
inspection,  when  the  patient  is  lying  on  her  side,  you  see  the 
perineum  forming  the  bottom  of  a groove  between  the  convex 
eminences  of  the  buttocks,  ascending  slightly  during  inspira- 
tion, and  descending  to  an  equal  extent  during  expiration. 
If,  now,  the  patient  be  told  to  bear  down,  the  perineum  bulges 
downwards,  forming,  instead  of  the  bottom  of  a groove,  a third 
convex  swelling  between  the  two  lateral  ones  of  the  buttocks- 
The  uterus  during  this  effort  descends  with  the  pelvic  floor, 
hut  neither  uterus  nor  vagina  undergoes  any  change  other 
than  the  slight  normal  descent  into  the  vagina.  The  morbid 
condition  present  is  abnormal  yielding  of  the  pelvic  floor, 
without  relative  alteration  of  its  parts  (Fig.  22).  The  amount 
of  descent  can  be  noticed  just  as  well  by  the  hand,  but  it  is 
more  striking  when  observed  by  the  eye. 

The  perineum  ought  not  to  descend  more  than  about 
half  an  inch  when  the  patient  strains.  In  some  cases  it 
bulges  down  to  the  extent  of  two  inches  or  more.  Such 
excessive  descent  as  this  is  usually  accompanied  with  painful 
sensations.  Uncomplicated  cases  of  this  kind  are,  more  fre- 
quent within  a few  months  after  parturition,  because  such 
yielding  of  the  pelvic  floor  tends  to  become  in  time  compli- 
cated with  prolapse  of  the  vagina  and  uterus.  It  is  met  with, 
although  not  often,  in  nulliparae.  In  them  it  is  associated 
with  relaxation  of  the  general  muscular  tone,  and  the 
symptoms  vary  with  the  general  health,  being  absent  when 
this  is  better  than  usual. 

The  symptoms  are  aching,  dragging  sensations,  felt  in 
the  back  and  lower  abdomen  and  down  the  thighs.  Like 
many  other  pains*  it  is  often  worse  on  the  left  side,  mainly 
because  the  left  side  is  weaker  in  resisting  painful  impres- 

* See  Champneys,  “ On  the  Pain  of  Pelvic  Cancer,”  “ Ohstet.  Trans.”  vol.  xxii. 
p.  10.  See  also  a paper  by  the  author,  “ On  the  Frequency  of  Local  Symptoms 
in  Displacement  of  the  Uterus,”  “ Obst.  Trans.”  vol.  xxxv. 
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sions,  as  well  as  weaker  in  motor  power,  than  the  right. 
The  patient  will  sometimes  say  that  her  “ womb  is  coming 
down,”  or  that  “ something  is  coming  down  ” ; and  if  pressed 
to  describe  her  pain,  will  say  that  it  feels  as  if  something 
were  sinking  from  her.  The  pain  is  removed  by  lying 
down.  Pains  of  many  kinds  are  lessened  or  removed  by 
recumbency,  and  therefore,  if  this  is  so,  it  does  not  follow 
that  the  pain  is  due  to  yielding  of  the  pelvic  floor.  But 
if  the  pain  be  not  removed  by  lying  down,  it  cannot  be 
entirely  due  to  prolapse,  and  no  mechanical  treatment  will 
be  enough  to  cure  it.  It  is  made  worse  by  walking  and 
by  defecation,  from  the  straining  which  accompanies  that 
function.  It  is  often  associated  with  constipation.  This 
implies  scybala,  which  require  straining  to  expel  them,  and 
such  straining  helps  to  weaken  the  pelvic  floor.  There  is 
often  irritability  of  the  bladder.  The  conditions  which  make 
the  pelvic  floor  prone  to  yield  (child-bearing,  debility,  con- 
stipation) are  those  which  also  favour  leucorrhcea,  which  is 
therefore  often  present.  The  symptoms  are  usually  increased 
before  and  during  menstruation,  in  consequence  of  the  con  - 
gestion of  the  pelvic  organs  which  precedes  this  function,  but 
menstruation  otherwise  is  unaffected. 

Treatment. — These  symptoms  can  be  relieved  by  support 
to  the  perineum.  Vaginal  pessaries  are  useless,  because  all 
that  a vaginal  pessary  can  do 
is  to  keep  the  vagina  extended. 

In  cases  in  which  there  is 
descent  of  the  uterus,  with  in- 
version of  the  upper  part  of 
the  vagina,  vaginal  pessaries, 
which  keep  the  vagina  ex- 
tended, are  serviceable;  but  in  Fig.  23,-Perineai support, 

these  cases  there  is  no  such 

condition.  Support  to  the  perineum  is  wanted.  The  readiest 
way  of  giving  this  support  is  by  an  ordinary  napkin,  very 
tightly  fastened.  The  patient  may  find  difficulty  in  keeping 
a napkin  adjusted  tightly  enough.  If  so,  advise  an  abdominal 
belt  with  a pei'ineal  pad  (Fig.  23). 

These  cases  are  important,  because  in  them  we  have 
the  phenomena  of  prolapse  in  their  slightest  and  simplest 
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form ; and  they  therefore  teach  us  the  symptoms  which 
prolapse  does  and  does  not  cause.  The  test,  whether 
symptoms  be  due  to  alterations  in  the  position  of  the  pelvic 
organs,  is  that  they  should  be  relieved  by  correcting  the 
anomaly  which  is  assumed  to  be  their  cause.  In  these  cases 
this  can  be  done,  and  when  it  is  done  the  symptoms  are  at 
once  and  completely  relieved. 

The  mechanism  of  uterine  prolapse. — If  the  condition  goes 
further,  either  (1)  the  uterus  sinks  into  the  vagina,  inverting 
the  upper  part  of  that  canal ; or  (2)  the  anterior  vaginal  wall 
sinks  down,  and  pulls  the  uterus  after  it.  The  rule  is  that 
the  anterior  vaginal  wall  comes  down  first ; this  drags  down 
the  cervix  uteri,  and  the  cervix  drags  down  the  posterior  vaginal 
wall.  Consider  now  the  morbid  change  which  begins  the  process. 

Prolapse  of  the  vagina. — You  must  not  think  that 
because  a patient  complains  of  her  “ womb  ” coming  down, 

therefore  there  is  uterine  pro- 
lapse. In  most  cases  the  anterior 
vaginal  wall  first  comes  down, 
bringing  the  bladder  with  it.  This 
is  called  cystocele  (/ciicms,  the  blad- 
der; ■ Krfky,  a tumour),  because  it 
forms  a swelling  containing  the 
bladder.  In  some  few  cases  the 
posterior  vaginal  wall  protrudes 
first  and  most,  and,  is  bulged 
forwards  and  downwards  by  the 
anterior  wall  of  the  rectum,  which 
protrudes  into  it.  This  is  called 
rectocele  (Fig.  24).  The  usual  order 
of  events  is  first  cystocele,  then 
prolapse  of  the  uterus,  then  recto- 
cele. Rectocele,  under  any  cir- 
cumstances, is  not  so  common  as 
the  other  kinds  of  prolapse,  and 
as  the  first  and  sole  kind  of  prolapse  it  is  rare.  It  is 
also  rare  to  get  more  than  a slight  degree  of  prolapse 
without  cystocele.  There  is  a specimen  in  the  London 
Hospital  museum,*  in  which  the  uterus  is  dragged  down 

* 2130. 


Fig.  24. — Cystocele  and  rectocele. 
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without  the  bladder  by  a large  pedunculated  tumour  attached 
to  the  cervix — an  exceptional  condition  (Fig.  25). 

The  diagnosis  of  cystocele. — The  patient  describes  a 


Body  of  uterus 


Vagina 


Roctum 


Fibroid-tumour 
of  cervix  uteri 


Urethra 


Anterior  vaginal 
fornix 


Bladder 


Fig.  25. — Uterus  dragged  down  by  a tumour.  {From  a specimen  in  ihe  Lonaun 

Hospital  Museum.) 
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lump  coming  down.  It  goes  awa}^  when  she  lies  down,  and 
returns  when  she  stands.  Examine  it,  and  you  see  a convex 
protrusion  between  the  labia,  covered  with  rugous  vaginal 
mucous  membrane,  and  easily  pushed  back.  In  front  of 
it  is  the  meatus  urinarius,  and  carrying  your  finger  back- 
wards and  upwards  along  the  surface  of  the  protrusion,  you 
come  to,  within  the  vagina,  the  cervix  uteri.  Laterally,  the 
surface  of  the  swelling  is  continuous  with  the  vagina.  When 
you  pass  a sound  into  the  urethra  with  the  concavity  back- 
wards, you  find  it  enters  the  swelling,  and  its  point  can  be 
felt  just  under  the  mucous  membrane  of  the  protruded  mass. 
This  shows  that  the  protrusion  contains  the  bladder.  The 
only  thing  with  which  a cystocele  might  be  confused  is  a 
tumour  in  the  anterior  vaginal  wall.  In  any  such  condition 
the  sound  in  the  urethra  would  not  pass  backwards  into 
the  tumour. 

Treatment  of  cystocele.  — In  slight  cystocele,  Graily 
Hewitt’s  cradle  pessary  is  the  best  instrument  (Fig.  26).  The 
prolapsed  anterior  vaginal  wall  forms  a convexity  downwards. 
The  cradle  lifts  up  the  base  of  the  bladder,  crumpling 

upwards  this  convexity  : removes 
the  blunt  wedge,  which  would 
otherwise  stretch  open  the  vaginal 
orifice,  and  thus  prevents  pro- 
lapse from  increasing.  The  pes- 
sary rests  on  the  posterior  vaginal 
wall.  Its  posterior  ring  should 
surround  the  cervix.  It  is  held 
in  place  by  the  embrace  of  the 
vaginal  wall  (Fig.  27).  The  objec- 
tion to  the  cradle  pessary  is  that  it  blocks  up  the  vagina, 
and  may  prevent  sexual  intercourse.  This  objection  can 
be  obviated  by  teaching  the  patient  to  take  out  and  replace 
the  instrument  herself.  A patient  cannot  do  this  with  a 
Hodge’s  pessary,  because  the  upper  end  of  this  instrument 
tends  to  get  in  front  of  the  cervix,  and  the  patient  cannot  herself 
push  it  into  the  posterior  fornix.  It  is  possible  for  her  to  apply 
the  cradle.  I have  known  patients  do  it  without  instruction. 

Prolapse  of  the  uterus. — Prolapse  of  the  uterus  is  divided 
into  three  degrees  : — 


Fig.  26. — Hewitt's  “ cradle  ” 
pessary. 
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The  first,  in  which  the  cervix  uteri  comes  clown,  but  not 
beyond  the  vulva  (Fig.  28). 

The  second,  in  which  the  cervix  is  outside  the  vulva,  but 
the  body  of  the  uterus  is  within  it  (Fig.  29). 

The  third,  in  which  the  whole  uterus  is  external. 


Fig.  27. — “Cradle  ” pessary  in  position.  (Graily  Hewitt.) 


This  division  is  not  arbitrary.  In  the  first  degree  the 
uterus  is  generally  healthy,  except  that  it  comes  lower  than 
it  ought  to. 

Elongation  of  cervix. — In  the  second  stage  four  other 
morbid  changes  are  brought  about : (a)  (Edema.  The  cervix 
is  embraced  by  the  vulval  orifice  ; and  the  effect  of  this  is  to 
obstruct  the  return  of  blood  from  the  part  outside  which 
becomes  swollen  (Fig.  30).  The  obstruction  to  the  return  of 
blood  may  be  great.  Baldry  * has  reported  a case  in  which  a 

* “ American  Journal  of  Obstetrics,”  Feb.,  1898,  p.  230. 
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jDrolapse  was  complicated  with  a fibroid  of  the  cervix.  The 
protruded  mass  was  blackish  red  in  colour,  like  a strangulated 
hernia,  and  there  was  fever ; all  the  symptoms  disappearing 


Fig.  28. — Descent  of  pelvic  floor,  with  slight  (first  degree  of)  prolapse.  ( From 
measurements.) 

when  the  mass  was  replaced.  (b)  Change  in  the  mucous 
membrane  Evaporation  takes  place  from  the  exposed  sur- 
faces of  vagina  and  cervix,  which  becomes  dry  and  scaly,  more 
like  a patch  of  psoriasis  than  either  healthy  skin  or  healthy 
mucous  membrane,  (c)  Ulceration.  The  exposed  part  is 
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subject  to  friction ; and  the  result  of  this,  together  with  the 
obstructed  circulation,  is  ulceration  ; a depressed  granular  sur- 
face secreting  pus  and  covered  with  granulation  tissue  instead 
of  epithelium  ; not  a new  growth  of  gland  tissue  like  a granular 


Fig.  29. — Showing  second  degree  of  prolapse ; elongation  of  cervix  and  body  of 
uterus ; swelling  of  part  outside  vulva ; cystocele  (R.  Barnes).  (From  a 
specimen  in  the  Museum  of  St.  Thomas's  Hospital.) 


erosion.  Sometimes  these  ulcerations  are  covered  with  a 
diphtheritic-looking  pellicle.  Beyea  * has  recorded  a case  in 
which  the  prolapsed  uterus  was  not  only  superficially  ulcer- 
ated, but  its  wall  was  infiltrated  with  small  abscesses,  and  this 
suppuration  led  to  fatal  peritonitis.  ( d ) Elongation.  There 
is  yet  another  change  to  be  noticed  (Fig.  31).  Most  cases  of 

* “American  Journal  of  Obstetrics,”  Feb.,  1898,  p.  231. 
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prolapse  of  the  uterus  begin  with  prolapse  of  the  vagina.  The 
body  of  the  uterus  being  held  in  place  by  its  own  attachments, 
the  traction  on  the  cervix  pulls  it  from  the  body,  and  lengthens 


Fig.  30. — Second  degree  of  prolapse,  with  elongation  of  cervix  and  great  swelling  of 
part  outside  vulva  (B.  Barnes).  (From  a specimen  in  the  Museum  of  King's 
College  Hospital,  No.  9,902). 


the  part  of  the  cervix  which  is  above  the  insertion  of  the 
vagina.  This  may  be  so  stretched  that  the  uterine  cavity 
comes  to  measure  five  inches  long. 

Pathology  of  hypertrophic  elongation  of  the  cervix. — 

The  pathology  of  the  lengthehing  of  the  uterine  canal  which 
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goes  with  the  second  stage  of  prolapse  is  not  yet  perfectly 
understood.  Its  common  name,  “ hypertrophic  elongation  of 
the  cervix,”  implies  that  there  is  new  growth  as  well  as 


Fig.  31. — Showing  great  elongation  of  supra- vaginal  cervix.  There  is  also  disease  of 
the  Fallopian  tubes  (R.  Barnes.)  ( From  a specimen  in  the  Museum  of  St. 
Bartholomew's  Hospital,  No.  32 — 30). 

c u,  cervix  uteri ; f x.  Fallopian  tube ; v,  vagina. 


stretching.  The  reasons  for  thinking  it  due  to  stretching 
are,  first,  that  if  you  grasp  the  cervix  at  the  part  within  the 
vulva  you  will  find  that  it  is  thin ; second,  and  chiefly,  that 
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when  prolapse  is  complete  the  uterus  generally  returns  to  its 
natural  length.  But  the  elongation  is  not  always  due  solely 
to  stretching.  There  is  a specimen  in  the  Museum  of  the 
Royal  College  of  Surgeons,  in  which  there  is  elongation  of 
the  intra-vaginal  portion  of  the  anterior  cervical  wall,  and 
of  the  supra-vaginal  portion  of  the  posterior  cervical  wall ; and 
no  thinning  at  all  (Fig.  32).  Here  the  change  is  hypertrophy. 
I suspect  it  to  have  been  congenital,  and  unusual  in  the  low 

attachment  of  the 
vagina  behind.  The 
name  also  implies 
that  the  elongation 
is  of  the  cervix. 
Cullingvvorth  has 
pointed  out  that 
the  elongation  is 
not  limited  to  the 
cervix ; it  affects 
the  body  of  the 
uterus  also. 

Complete 
cidentia. — In 
third  stage, 
which  the  whole 
uterus  is  outside, 
the  conditions  are 
altered  (Fig,  33). 
the  vulva,  at 

the  bottom,  of  which  lies  the  uterus,  usually  retroverted  ; i.e. 
horizontal,  the  cervix  in  front,  the  body  behind  (Fig.  34).  I 
have  twice  seen  it  anteverted,  but  much  oftener  retroverted. 
There  is  now  no  longer  pulling  of  the  cervix  from  the  fundus, 
and  therefore  the  cervix  is  not  elongated ; the  uterus  becomes 
again  its  normal  length.  The  cervix  is  no  longer  constricted 
by  being  encircled  by  the  vulva,  and  therefore  the  swelling  of 
the  cervix,  which  was  the  result  of  the  constriction,  disappears. 
The  ulceration  and  the  dry  scaly  condition  of  the  vaginal  and 
cervical  mucous  membrane  are  the  same. 

Diagnosis. — Uterine  prolapse  of  the  first  degree  is  recog- 
nised by  the  descent  of  the  cervix  when  the  patient  strains 


pro- 

the 

in 


Fi 


. 32 — Elongation  of  infra-vaginal  portion  of  anterior 
wall  of  cervix  and  of  supra-vaginal  portion  of  pos- 
terior wall.  ( From  a specimen  in  the  Museum  of 
the  Royal  College  of  Surgeons. ) 


The  inverted  vagina  forms 


bag  hanging  from 
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and  the  absence  of  enlargement  of  the  uterus.  Ascertain 
the  size  of  the  uterus  by  bimanual  examination. 

Uterine  prolapse  of  the  second  degree,  with  elongation 
of  the  cervix,  has  to  be  distinguished  from  hypertrophy  of  the 
infra-vaginal  portion  of  the  cervix.  This  is  a congenital 


malformation  occasionally  met  with  in  virgins.  It  generally 
causes  slight  descent.  Make  the  distinction  by  pushing  back 
the  protruded  cervix  as  far  as  possible.  In  prolapse  with 
elongation  from  the  dragging  of  the  vagina,  the  cervix  can  be 
pushed  quite  back  and  up  until  not  more  than  half  an  inch  of 
its  length  protrudes  into  the  vagina.  In  hypertrophy  of  the 
infra-vaginal  cervix,  however  high  the  cervix  is  pushed  up, 


Fig.  3.3. — Third  degree  of  prolapse ; uterus  completely  outside  vulva  ; vagina 
completely  inverted  ( ft.  Barnes)-  { From  a specimen  in  St.  Georye’s  Hospital 
Museum.) 

p,  sympliysis  pubis  ; b,  bladder  ; b',  cystocele,  that  is,  prolapsed  part  of  bladder  ; u,  urethra  ; 
o u,  os  uteri ; n,  Douglas’s  pouch  outside  vulva  ; o,  ovary  dragged  down  ; a,  anus. 
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the  columnar  vaginal  portion  remains  jutting  downwards  into 
the  vagina  for  a length  of  one  to  two  inches  or  more  (Fig.  35). 

Uterine  prolapse  of  the  third  degree  can  scarcely  be  taken 
for  anything  else.  There  is  a bag  hanging  from  the  vulva 
covered  with  dry  scaly  mucous  membrane.  The  finger  passed 
round  the  neck  of  this  tumour  finds  that  its  covering  is 


Fig.  34. — Diagram  stowing  final  stage  of  prolapse  : vagina  turned  inside,  out,  forming 
a bag,  at  tlie  bottom  of  which  lies  the  uterus  retroverted. 

continuous  with  the  vaginal  or  vulval  mucous  membrane, 
and  that  the  vaginal  cul-de-sacs  are  shortened  or  obliterated. 
At  the  bottom  of  the  bag  is  the  os  uteri,  and  on  taking  the 
tumour  between  your  thumb  and  finger  near  this  opening  you 
will  feel  the  neck  and  body  of  the  uterus  lying  at  the  bottom 
of  the  bag. 

The  only  thing  which  could  be  taken  for  prolapse  would 
be  a tumour,  either  a uterine  or  a vaginal  fibroid,  protruding 
from  the  vagina.  The  patient  might  take  this  for  prolapse, 
or  prolapse  for  a tumour,  and  so  might  you  if  you  content 
yourself  with  a hasty  glance.  But  the  presence  of  the  os 
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uteri  at  the  bottom  of  the  mass,  and  the  uterus  felt  within  it, 
make  its  nature  clear. 

A rectoc.de  forms  a tumour  protruding  on  straining,  re- 
ducible when  the  patient  is  lying  down,  covered  with  mucous 
membrane  continuous  behind  with  that  of  the  vulva,  above 


Fig.  35. — Hypertrophy  of  infra-vagmal  cervix  : note  that  when  pushed  up  as  far 
as  possible  the  vaginal  portion  still  occupies  the  vagina. 


with  that  of  the  vagina  and  cervix  uteri.  If  you  put  your 
linger  in  the  rectum  you  will  find  that  a pouch  of  the  anterior 
wall  of  the  gut  descends  into  the  protruded  vaginal  wall. 

Arectocele  might  at  first  glance  be  taken  for  a tumour,  but 
the  signs  above  described  will  prevent  such  a mistake.  A 
protrusion  of  the  posterior  vaginal  wall  may  contain  a hernia ; 
i.e.  a prolonged  Douglas’s  pouch  with  coils  of  intestine  inside 
it.  In  this  case  the  finger  in  the  rectum  will  find  that  the 
anterior  wall  of  the  bowel  remains  unaltered  when  the  vaginal 
wall  protrudes ; and  on  manipulation  of  the  protrusion  the 
bowel  within  it  can  be  felt,  and  when  the  bowel  slips  down  or 
is  pressed  back,  there  will  be  a gurgle. 

These  are  the  varieties  of  prolapse.  Their  symptoms 
are  alike,  with  the  addition  that  in  cystocele  there  is  some- 
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times  difficulty  in  emptying  the  bladder.  The  patient 

may  tell  you  that  she  cannot  pass  her  water  till  she  has 
pressed  the  tumour  up.  And  in  rectocele,  faeces  often  lodge 
in  the  protruded  pouch,  causing  some  irritation  and  difficulty 
in  their  expulsion. 

The  severity  of  the  symptoms  depends  more  on  the 
character  of  the  patient’s  nervous  system  than  on  the  amount 
of  the  prolapse  or  the  changes  occasioned  by  it.  A sensitive 
patient  will  complain  much  and  doubtless  suffer  much,  from 
slight  local  changes,  especially  if  she  be  not  only  sensitive, 
but  inclined  by  habit  (or  by  injudicious  advisers)  to  dread 
future  ill  consequences  ; while  to  a robust  patient  of  sound 
judgment,  who  is  rightly  informed  of  the  nature  of  her 
ailment,  prolapse  is  a trifle. 

Treatment  of  prolapse. — The  treatment  of  prolapse  is  of 
two  kinds  : (1)  mechanical,  (2)  surgical.  Medicine  is  useless. 

The  mechanical  treatment  consists  in  support  by  a pessary. 
Pessaries  are  of  two  kinds : (1)  vaginal,  (2)  pessaries  with 
outside  straps. 

Result  of  mechanical  treatment. — The  mechanical  treat- 
ment of  prolapse  is  imperfect ; it  is  palliative,  not  curative. 
In  all  but  the  very  slightest  cases  the  prolapse  recurs  when 
the  pessary  is  left  off.  The  attention  the  pessary  requires 
while  it  is  worn  is  unpleasant.  The  relief  a pessary  gives  is 
not  complete,  although  very  great.  Even  with  the  best-fitting 
pessaries  some  slight  local  discomfort  still  remains. 

Vaginal  pessaries : their  mechanical  action. — The  best 
vaginal  pessaries  are : (1)  the  ring,  (2)  the  Hodge.  Their  use 
is  to  keep  the  vagina  extended.  They  do  not  press  up  the 
uterus  ; if  acting  well,  the  pessary  does  not  touch  the  uterus. 
The  hinder  end  of  the  pessary  keeps  up  the  posterior  vaginal 
fornix,  and  so  prevents  that  inversion  of  the  upper  part  of  the 
vagina  which  is  the  beginning  of  prolapse.  The  pessary  is 
held  in  place,  while  the  patient  is  at  rest,  simply  by  the 
pressure  of  the  vaginal  walls  upon  it.  When  the  patient 
strains  the  increased  pressure  forces  the  uterus  down  and  the 
pessary  out,  inverting  the  vagina,  unless  either  the  vaginal 
orifice  is  so  small  and  firm  as  to  resist  inversion,  or  the 
escape  of  the  pessary  is  prevented  by  the  pubic  bones. 

The  ring  pessary. — This  is  made  of  watchspring  covered 


UTERINE  DISPLACEMENTS  : PROLAPSE. 


127 


with  indiarubber,  and  is  the  most  generally  useful  vaginal 
pessary  (Fig.  36).  Its  advantages  are  its  softness ; its 
thickness,  by  which  its  pressure  is 
diffused ; whilst  its  diameter  can  be 
lessened  by  compression,  so  that  its 
introduction  is  less  painful  than  that 


Fig.  36.— Ring  pessary. 


of  a rigid  instrument.  Its  disadvantages 
are  that  its  posterior  end  more  often 
causes  trouble  by  pressure  on  the  rectum 
than  the  upcurved  posterior  end  of  a 
Hodge’s  pessary,  and  that  the  absence 
of  an  upcurve  from  its  anterior  end 

prevents  it  from  being  held  back  b}^  the  pubic  bones  when 
expulsive  effort  tends  to  force  it  out. 

Hodge’s  pessary. — This  is  essentially  an  oblong  frame  to 
extend  the  vagina.  The  original 
instrument,  looked  at  from  the 
side,  was  sigmoid,  corresponding  in 
shape  to  the  curve  of  the  vagina 
(Fig.  37).  A pessary  of  this  shape, 
like  the  ring,  is  held  in  place  by 
the  vagina  alone.  The  best  shape 
for  prolapse  is  one  which,  looked 

at  from  the  side,  is  concave  upwards  (Fig.  38).  When  thus 


Fig.  37.  —Hodge’s  pessary. 


shaped  its  anterior  end  lies  behind  the  upper  part  of  the 
pubic  arch ; during  effort  the  anterior  end  is  pressed  against 
the  pubic  bones,  and  thus 
the  pessary  is  prevented 
from  coming  out.  Whether 
it  is  thus  retained  or  not, 
depends  upon  the  near- 
ness of  the  perineum  to 
the  pubic  arch  (Fig.  39). 

The  perineum  may  be  close 
to  the  pubic  arch  (Fig. 

40),  or  more  than  two 
inches  behind  it  (Fig.  41). 

If  it  be  close  to  the  pubic  arch,  then  a vaginal  pessary 
shaped  as  described  will  be  well  retained.  If  the  peri- 
neum be  far  from  the  pubic  arch,  the  pessary  will  be 


Fig.  38.— Modification  of  Hodge’s  pessary, 
advised  by  author. 
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retained  solely  by  the  pressure  of  the  vaginal  wall  upon  it 
and  will  be  expelled  during  any  unusual  effort. 

These  pessaries  are  made  of  various  materials — celluloid, 
which  must  be  softened  in  boiling  water  before  it  can  be 
moulded ; vulcanite,  which  can  be  softened  in  boiling  water, 
or,  after  oiling,  in  the  flame  of  a lamp  ; pewter,  which  is  easily 
bent ; aluminium,  the  lightest  and  cleanest,  which  cannot  be 


a,  anus ; E,  fourchette. 

bent  at  all  (except  in  the  Avorkshop).  None  of  these  can  be 
lessened  in  size  during  introduction,  and  therefore  their 
application  is  painful.  Greenhalgh’s  pessary  is  of  Avire  covered 
Avith  indiarubber,  the  anterior  end  being  of  indiarubber  alone. 
Hence  the  sides  can  be  pressed  together  and  the  instrument 
inserted  with  comparatively  little  pain.  The  drawback  to 
this  is  that  indiarubber  forms,  Avith  the  vaginal  secretions,  an 
offensive  compound,  and  in  some  patients  it  is  so  offensive 
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and  irritating  that  they  cannot  tolerate  any  indiarubber 
instrument.  In  some  patients  a pewter  instrument  causes 
irritation.  Vulcanite  and  celluloid  are  clean,  but  are  some- 
times eroded  by  the  vaginal  secretions. 

Effects  of  a vaginal  pessary.— If  a vaginal  pessary  is 
retained  and  keeps  up  the  uterus,  l'elief  is  almost  complete, 


l?ig.  40. —Occasional  conformation  of  parts  at  vaginal  orifice.  Perineum  extending 
forwards  to  symphysis. 

a,  anus  ; d,  fourchette  ; o,  urethra. 

and  greater  than  can  be  attained  in  any  other  way.  The 
drawback  is  the  attention  required  so  long  as  the  patient 
is  wearing  the  instrument.  If  the  instrument  fits,  no  harm 
results  from  its  presence.  If  it  is  too  small,  the  relief 
given  will  be  less  complete.  If  too  large,  the  vagina  will 
feel  tense  and  the  pessary  will  cause  pain.  The  introduc- 
tion of  a pessary  always  causes  slight  pain  ; but  when  this  has 


j 
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passed  off,  the  patient  ought  not  to  be  able  to  tell  whether 
a pessary  is  there  or  not.  If  she  is  aware  of  its  presence,  it  is 
probably  too  large.  Worse  results  may  happen  from  badly- 
fitting  instruments.  The  continuous  pressure  of  a hard 
instrument  on  one  point,  may  cause  ulceration.  I have  seen 
a pessary  embedded  in  the  vagina,  ulceration  having  taken 


Fig.  41. — Occasional  conformation  of  parts  at  vaginal  orifice.  Fourchette  2 inches 
behind  symphysis.  ( From  measurements  in  a virgin.) 

a,  anus  ; e,  fourchette. 

place,  and  the  mucous  membrane,  having  healed  over  the 
pessary.  Perforation  of  bladder,  rectum,  Douglas’s  pouch, 
ureters,  and  evils  consequent  upon  these  injuries,  have 
occurred  from  careless  treatment  with  pessaries.  Such 
things  seldom  result  from  Hodge’s  pessary,  but  there  is 
no  form  of  pessary  with  which  they  are  impossible.* 

* See  Neugebauer,  “Arch,  fur  Gyn.,”  Bd.  xliii. 
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To  prevent  such  accidents  while  a patient  is  wearing  a 
pessary,  the  vagina  should  be  daily  washed  out  with  clean 
water,  to  which  an  astringent  may  be  added  if  there  be 
leucorrhoea,  borax  if  there  be  any  irritation,  permanganate  of 
potash  if  there  be  fcetor.  The  pessary  should  be  removed 
and  cleansed,  and  the  vagina  examined,  to  see  that  there  are 
no  ill-effects,  every  three  months.  With  these  precautions 
a vaginal  pessary  may  be  worn  without  detriment  for  an 
indefinite  time. 

Zwancke’s  pessary. — There  is  another  pessary  occasion- 
ally used : Zwancke’s  (Figs.  42,  43,  44).  This  consists  of  two 
wings  which  can  be  either  folded  together  or  opened  out 
into  a platform,  being  fixed  in  this  position  by  a screw  or 
clip.  It  is  put  in  closed,  and  opened  after  introduction.  It 


Fig.  42.  — One  form  of 
Zwancke’s  pessary  ; 
metal  screw.  The 
dotted  outline  shows 
the  pessary  closed  for 
introduction. 


Fig.  43. — Another  form  of 
Zwancke’s  pessary  : vul- 
canite screw. 


Fig.  44. — Another  form  of 
Zwancke’s  pessary  : fas- 
tening with  clip.  (( rod- 
son’s.) 


then  forms  a platform  lying  across  the  pelvis,  resting 
on  the  sides  of  the  ellipse  which  the  levator  ani  and  pelvic 
fascia  form.  It  prevents  the  uterus  from  coming  outside, 
but  it  does  not  keep  it  up  as  high  as  the  cup  and  stem 
pessary.  It  is  therefore  less  efficient.  It  must  be  removed 
each  night,  and  put  in  again  in  the  morning.  If  the  patient 
nealect  this,  it  will  cause  ulceration. 

Pessaries  with  outside  straps.  —If  the  vaginal  orifice  is 
so  large  that  no  vaginal  pessary  will  stay  in,  the  only  mechan- 
ical treatment  possible  is  a pessary  supported  from  outside. 
There  are  two  forms — the  “ cup  and  stem  ” and  Cutter’s  pessary. 
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The  cup  and  stem  pessary  (Fig.  45). — All  varieties  of  this 
consist  in  a narrow  column,  supported  by  straps  at  the  base, 
and  having  an  expanded  head,  which  forms  a platform  on 

which  the  uterus 
rests.  The  straps 
are  attached  to  a 
waist-belt.  Minor 
variations  in  shape 
are  numerous,  but 
unimportant.  The 
material  is  more 
important.  Some 
are  made  of  gutta- 
percha, which  is 
cheap,  but  stinks. 
Vulcanite  is  better. 
Earthenware  is 
perfectly  clean,  but 
heavy  ; being  hard, 
if  it  is  a little  too 
long  it  will  hurt  the  patient  when  she  sits  down  (Fig.  46).  If 
it  is  too  short,  the  vagina  will  come  down  by  the  side  of  it  or 
the  pessary  be  expelled.  Therefore  be  particular  that  the 
pessary  is  the  right  length.  If  a patient  is 
very  sensitive  to  pressure,  a soft  indiarubber 
pessary  will  be  less  uncomfortable  than  any 
other;  but  if  the  pressure  on  it  is  great,  it 
may  then  bend  and  be  expelled.  The  tapes 
which  support  the  pessary  should  be  fastened 
quite  to  its  base,  so  that  there  is  no  projec- 
tion below  them,  and  so  fastened  that  the 
patient  herself  can  easily  take  them  off  and 
replace  them  by  clean  ones.  White  tapes  or 
white  elastic  can  be  more  easily  changed 
than  indiarubber  tubing.  The  waist-belt 
should  also  be  so  made  that  the  patient  can 
herself  make  any  needful  alteration.  Instruct  the  patient  to 
take  out  the  pessary  every  night  and  replace  it  before  rising 
in  the  morning,  and  to  change  the  tapes  when  they  are  dirty. 

Hughes-Davies’s  pessary. — Dr.  Hughes-Davies  has  hit 


Fig.  46. — Aitken’s 
porcelain  stem. 
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upon  the  idea  of  inount- 


a Hodge’s 


and 


pessary 

upon  a stem,  which  is 
supported  by  straps  at- 
tached to  a waist-belt. 

In  some  cases  this  is 
more  effective  than  a 
simple  cup  (Fig.  47). 

Cutter’s  pessary 
(Fig.  48). — This  has  a 
crescentic  bar,  a cup,  or 
a loop  (Fig.  48a)  mount- 
ed on  a stem  having  a 
perineal  curve ; from 
this  a piece  of  india- 
rubber  tubing  passes 
back  between  the  nates, 
is  connected  with  a strap 
which  buckles  on  to  a waist- 
belt.  The  bar  or  loop  should 
go  into  the  posterior  vaginal 
fornix.  It  thus  raises  the 
uterus  higher  than  the  cup 
and  stem  does.  The  objec- 
tions to  it  are,  that  it  is  more 
difficult  for  the  patient  her- 
self to  adjust,  for  the  top  of 
the  instrument  tends  to  get 
in  front  of  the  uterus;  and  that  the 
indiarubber  band  going  between 
the  nates  gets  dirty.  Most  pa- 
tients will  like  the  cup  and 
stem  better,  but  if  it  be  found  that 
the  cup  and  stem  does  not  give 
support  enough,  try  the  Cutter. 

By  one  of  these  instruments 
much  relief  can  be  given  to  every 
case  of  prolapse.  But  the  relief 
is  incomplete,  for  a little  discom- 
fort yet  remains,  and  some 


Fig.  47. — Hughes- Davies’s  pessary. 


Fig.  48. — Cutter’s  pessary,  with  cup. 


48a  — Cutter’s  pessary,  with  loop 
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patients  find  the  pressure  and  friction  of  the  straps  so  disagree- 
able that  they  are  willing  to  submit  to  surgery  if  they  can  by 
it  be  freed  from  the  necessity  for  such  an  instrument. 

Surgical  treatment  of  prolapse. — Four  operations  have 
been  practised  and  are  recommended  for  the  cure  of  prolapse. 

(1)  Colporrhaphy. 

(2)  Alexander’s  operation, 

(3)  Ventral  fixation  of  the  uterus. 

(4)  Removal  of  part  or  the  whole  of  the  uteras. 

COLPORRHAPHY. 

Colporrhaphy  (*0X77-09,  “ the  vagina,”  pa^rj,  “ a seam  ”) 
denotes  a plastic  operation  for  narrowing  the  vagina. 
Anterior  or  posterior  colporrhaphy  is  spoken  of  according 
to  whether  the  operation  is  done  on  the  anterior  or  posterior 
vaginal  wall.  These  operations  are  simple. 

Anterior  colporrhaphy.  — The  effect  of  anterior  col- 
porrhaphy used  to  be  attained  in  days  long  past  by  destroy- 
ing with  strong  sulphuric  acid  a large  piece  of  mucous 
membrane  on  the  anterior  vaginal  wall,  and  leaving  the 
surface  left  after  separation  of  the  slough  to  granulate. 
This  was  a clumsy  and  slow  method,  but  its  effect  was 
the  same  as  the  neatest  dissection  and  stitching.  Anterior 
colporrhaphy  as  at  present  practised  consists  in  dissecting 
a piece  of  mucous  membrane  oft'  the  anterior  vaginal  wall, 
and  bringing  together  with  stitches  the  sides  of  the  denuded 
surface,  in  the  hope  that  over  part,  if  not  the  whole, 
of  the  wound  immediate  union  may  take  place.  The  larger 
the  piece  removed,  the  greater  the  ultimate  effect,  but  the 
less  likely  is  primary  union  to  take  place.  Many  surgeons 
have  laid  stress  on  small  modifications  peculiar  to  themselves 
in  the  method  of  doing  it.  Thus  the  piece  cut  off  has 
been  oval,  or  round,  or  triangular,  or  diamond-shaped,  or 
oblong.  It  matters  not  what  the  shape  is,  so  long  as  the 
piece  removed  is  large.  Nor  matters  it  much  whether 
wire,  silkworm  gut,  silk,  or  catgut  be  used  for  the  stitches. 
I prefer  fine  catgut,  for  then  you  spare  the  patient  the 
discomfort  of  their  removal;  you  can  leave  them  to  be 
absorbed.  Some  operators,  instead  of  removing  a large  piece. 
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have  denuded  strips  of  mucous  membrane  on  opposite  sides 
of  the  vagina,  and  brought  them  together  so  as  to  enclose 
a pouch,  or  form  a shelf.  These  operations  are  more  difficult 
to  do,  and,  if  successfully  done,  shut  off  spaces  in  which 


secretions  may  accumulate — an  effect  which  I think  un- 
desirable. Some  have  stitched  from  side  to  side ; others 
round  the  periphery.  I think  the  former  better,  for  you 
want  to  narrow,  not  to  shorten,  the  vagina.  I think  the 
best  shape  is  oval,  with  the  long  axis  parallel  to  that  of 
the  vagina;  and  I repeat  that  the  great  thing  is  to  take 
away  enough. 

I describe  what  I take  to  be  the  essential  features  of 
the  operation. 
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Mode  of  operation. — You  need  the  following  instru- 
ments : — 

Clover’s  crutch  (Fig.  49). 

Volsella. 

Toothed  dissecting  forceps  (Fig.  50). 

Four  pressure  forceps. 

Scalpel. 

Half-curved  needles  and  needle-holder. 

No.  1 catgut. 

Sponges,  sponge-holders,  douche,  etc. 

Put  the  patient  in  the  lithotomy  position.  Have  the 
cervix  held  down  as  far  as  possible  with  the  volsella,  so  as 
to  extend  the  anterior  vaginal  wall.  Mark  out  with  the 
scalpel  the  outline  of  the  oval  piece  of  mucous  membrane 
you  intend  to  remove.  Then  dissect  it  off.  A few  small 
vessels  may  spout,  but  they  can  be  closed  by  torsion,  or  by 
the  pressure  of  the  stitches.  Unite  the  sides  by  stitches 
passed  from  side  to  side  (Fig.  51).  Take  care  that  each 
stitch  enters  and  emerges  through  the  mucous  membrane 
so  close  to  tbe  denuded  surface  that,  when  tied,  no  mucous 


membrane  may  be  tucked  in,  and  that  each  stitch  takes  up  a 
good  bundle  of  raw  fibro-cellular  tissue.  If  the  stitching 
is  neatly  done,  you  should  get  union  over  a large  part  of  the 
line  of  incision.  Such  union  accelerates  healing,  but  only 
slightly  affects  the  final  result.  If  no  union  takes  place, 
but  the  whole  wound  heals  by  granulation,  the  effect  is  much 
the  same. 

Effect  of  anterior  colporrhaphy. — This  operation  dimin- 
ishes the  volume  of  the  anterior  vaginal  wall  which  comes 
down,  but  it  affects  not  the  fact  of  descent.  It  has  been 
recommended  for  cystocele,  either  with  or  without  descent 
of  the  uterus.  But  alone  it  does  no  permanent  good  in 
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cystocele.  While  the  patient  is  in  bed  the  parts  regain  a 
little  of  their  tone ; but  after  she  has  been  up  and  about 
a few  weeks  the  bladder  conies  down  just  as  before  ; the 
dragging  pain  and  the  bladder  irritation  become  the  same ; 
and  the  only  difference  between  the  patient’s  condition  before 
and  after  the  operation  is  that  the  protrusion  is  not  quite  so 
big — an  unimportant 
gain.  Some  think 
that  it  is  a useful  ac- 
companiment to  pos- 
terior colporrhaphy  ; 
and,  as  it  is  not  dan- 
gerous or  hurtful, there 
is  no  objection  to 
doing  it  at  the  same 
time.  When  the  an- 
terior vaginal  wall  is 
very  redundant  it  may 
be  thus  useful ; but  in 
most  cases  it  makes  no 
important  difference. 

Posterior  colporrhaphy. — This  means  narrowing  the 
posterior  vaginal  wall  and  extending  the  perineum  forwards. 
It  differs  from  the  operation  for  incomplete  rupture  of  the 
perineum  (one  seldom  required)  in  that  the  latter  operation 
is  limited  to  restoring  the  perineum  to  its  natural  length,  and 
that  in  doing  this  it  is  desirable  to  remove  no  skin  or 
mucous  membrane,  but  to  make  a raw  surface  by  splitting, 
so  that  in  the  event  of  the  patient  having  more  children 
the  new  perineum  may  not  oppose  abnormal  resistance  to 
delivery.  Posterior  colporrhaphy  for  prolapse  should  only 
be  done  in  women  who  have  finished  child-bearing,  and  the 
raw  surface  should  be  made  by  dissecting  off  a large  piece 
of  mucous  membrane,  carrying  the  denudation  high  up  and 
far  forwards.  The  larger  the  piece  you  take  away,  the  better 
the  result,  unless  you  extend  the  perineum  so  far  forwards 
as  to  interfere  with  natural  functions. 

Different  surgeons  have  described  different  ways  of  doing 
this  operation.  The  differences  consist  in  the  shape  of 
the  piece  removed.  Some  have  denuded  a triangular  piece 


Fig  51. — Anterior  colporrhaphy. 
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with  the  point  high  ap  on  the  median  raphe.  Others  have 
denuded  two  triangles,  one  in  each  of  the  hollows  at  the  side 
of  the  raphe.  The  shape  of  the  denuded  area  is  unimportant 
in  comparison  with  its  size.  The  ways  of  putting  in  the 
stitches  have  been  various ; as  long  as  the  raw  surfaces  are 
brought  together,  it  matters  little  how  the  stitches  run.  Nor 
is  the  suture  material  important.  I prefer  line  catgut,  which 
you  need  not  take  out.  The  objection  to  this  is  that,  if  there 
is  any  strain  on  the  stitches,  fine  catgut  is  not  strong  enough. 
For  those  stitches  on  which  strain  is  thrown  I prefer  silk- 
worm gut. 

How  to  do  the  operation. — The  following,  instruments  are 
needed  : — 

Clover’s  crutch. 

Duckbill  speculum. 

Scalpel.  Scissors. 

Toothed  dissecting  forceps.  Six  pressure  forceps. 

Large  curved  perineum  needle  in  handle. 

No.  1 catgut.  Silkworm  gut. 

Razor,  sponges,  T bandage,  iodoform,  etc. 

The  patient  should  have  had  the  bowels  cleared  out  by  an 
aperient  the  evening  before,  and  an  enema  on  the  morning  of 

the  operation  day.  The  bladder 
should  be  empty.  Put  the  patient 
in  the  lithotomy  position.  If  there 
is  much  hair  on  the  labia  shave 
them.  Let  an  assistant  hold  the 
anterior  vaginal  wall  up  with  a 
duckbill  speculum.  With  the  scalpel 
map  out  the  surface  you  intend  to 
denude.  Put  a temporary  stitch, 
leaving  the  ends  long,  in  the  middle 
Fig.  52. -Posterior  coiporrhaphy.  of  the  vagina  at  the  point  up  to 

which  you  intend  to  denude  the 
surface.  By  this  you  can  have  the  parts  held  tense  while  you 
denude.  Cut  along  the  posterior  boundary  of  the  vulva,  end- 
ing forwards  about  half  an  inch  behind  the  meatus  urinarius. 
From  this  point  carry  the  incision  up  in  a curve,  the  apex  of 
which  is  on  the  median  raphe  an  inch  and  a half  or  two  inches 
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above  the  vulva  (Fig.  52).  With  the  finger,  aided  by  scalpel  or 
scissors,  strip  oft' the  mucous  membrane  over  the  area  mapped 
out ; secure  with  forceps  arteries  that  spout.  The  denudation 
finished,  stitch  the  raw  surfaces  together.  Begin  low  down 
with  stitches  on  each  side  of  the  middle  line,  and  insert  each 
stitch  further  outwards  and  upwards.  If  a large  needle  is 
used,  it  can  be  passed  through  both  sides.  If  you  have  not  so 
large  a one  as  this,  pass  the  needle  through  from  before  back- 
wards, thread  it  after  passing  it,  and  withdraw  it  carrying 
the  thread.  The  essential  thing  is  to  enter  and  bring  out  the 
stitches  through  the  mucous  membrane  so  close  to  the  raw 
surface  that,  when  tied,  no  mucous  membrane  is  folded  in. 
The  only  stitches  upon  which  strain  is  thrown  are  some  of  the 
lower  ones ; catgut  may  be  safely  used  for  the  higher  stitches. 
After  sewing  up  the  wound  dust  the  parts  with  iodoform, 
apply  a pad  of  Gamgee  tissue  or  iodoform  gauze,  and  keep  it 
in  place  with  a T bandage. 

The  great  thing  is  to  make  the  raw  surface  big  enough. 
The  bigger  it  is.  the  easier  it  is  to  bring  the  raw  surfaces 
into  contact  by  sutures,  and  the  more  the  vagina  will  be 
contracted  when  healing  is  complete.  If  the  stitching  is 
perfect,  quick  union  takes  place.  If  imperfect,  there  is 
incomplete  union,  and  slow  healing  of  the  rest  of  the  raw 
surface  by  granulation,  and,  in  consequence,  slower  con- 
valescence ; but  the  effect  upon  the  prokqj.se  is  the  same. 

Effect  of  colporrhaphy.  — The  best  result  that  col- 
porrhaphy  will  give  in  prolapse  is  gained  by  combining 
anterior  with  posterior  colporrhaphy.  It  narrows  the 

lower  part  of  the  vagina  so  as  to  oppose  the  escape  ol 
the  procident  mass,  or  of  a pessary.  The  more  the 
vagina  is  narrowed,  the  greater  the  effect.  The  opera- 
tion enables  the  vagina  to  retain  a pessary,  and  thus  helps 
the  patient  to  do  without  outside  straps.  If  no  pessary 
is  put  in,  the  uterus  may  keep  up  for  a time.  But  sooner 
or  later  the  process  by  which  the  original  prolapse  developed 
takes  place  over  again.  The  anterior  vaginal  wall  comes 
down,  acts  like  a blunt  'wedge,  and  gradually  stretches  open 
the  vaginal  orifice  until  at  length  the  uterus  comes  down, 
and  the  condition  becomes  the  same  as  before  the  operation. 
But  if  a pessary  is  inserted,  the  extension  forwards  of  the 
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perineum  which  the  colporrhaphy  produces  presses  the 
anterior  end  of  the  pessary  well  forwards,  near  the  top  of 
the  pubic  arch ; and  then  when  the  patient  strains,  the 
pessary  is  forced  against  the  pubic  rami  and  held  back 
by  them ; and  thus  the  vagina  is  kept  extended,  and  its 
orifice  saved  from  any  dilating  force. 

Posterior  colporrhaphy  alone  is  called  for  when  there  is 
rectocele — that  is,  descent  of  the  posterior  vaginal  wall  and 
rectum,  without  descent  of  the  uterus.  Rectocele  without 
uterine  prolapse  is  a rare  condition,  but  when  it  is  present  an 
extensive  posterior  colporrhaphy  will  cure  the  patient. 

The  risk  of  colporrhaphy,  if  done  by  an  operator  careful 
to  secure  asepsis,  is  practically  nothing,  death  from  the  anaes- 
thetic or  from  tetanus  being  the  only  risk. 

Colporrhaphy  should  only  be  done  in  women  past  the 
age  of  child-bearing.  It  is  of  no  use  for  prolapsus  unless 
so  done  as  to  contract  the  vagina  much.  Now  if  the  vagina 
be  much  contracted,  and  the  patient  become  pregnant,  she 
will  have  a difficult  labour,  either  ending  in  a big  tear  or 
needing  extensive  incisions  into  the  soft  parts. 

(2)  Alexander’s  operation— that  is,  shortening  the  round 
ligaments.  If  this  operation  is  successful,  the  body  of  the 
uterus  is  pulled  towards  the  symphysis  pubis;  but  there  is  no 
important  change  in  the  position  of  the  bladder  or  the 
vagina.  Now  in  prolapse  there  is  descent  of  the  vagina  and 
bladder,  as  well  as  of  the  uterus.  Alexander’s  operation 
is  therefore,  for  prolapse,  useless.  If  done,  the  only  difference 
in  the  patient’s  condition  is  that,  instead  of  the  uterus  coming 
down  leaning  back,  it  comes  down  leaning  forwards.  I there- 
fore do  not  here  describe  this  operation. 

(3)  Ventral  fixation,  or  hysteropexy. — This  consists  in 
opening  the  abdomen  and  stitching  the  uterus  to  the 
abdominal  wall.  If  successful,  this  operation  is  the  most 
perfect  cure  that  at  present  can  be  attained. 

How  to  perform  ventral  fixation. — You  will  need  one 
assistant,  besides  the  anaesthetist,  and  the  following  instru- 
ments : — 

Scalpel. 

Toothed  dissecting  (conjunctiva)  forceps. 

Six  artery  forceps. 
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Two  blunt  volselke. 

Hagedorn’s  needle,  No.  4,  and  holder. 

No.  4 china  twist. 

No.  1 catgut. 

Scissors. 

Garngee  tissue,  iodoform,  sponges,  razor,  binder,  etc. 

Put  the  patient  in  the  raised  pelvis  position  and  shave  the 
pubes.  Cut  through  the  skin  and  subcutaneous  connective 
tissue  for  two  or  three  inches  (more  or  less,  according  to  the 
fatness  of  the  patient)  in  the  middle  line  midway  between  the 
pubes  and  the  umbilicus.  Secure  bleeding  points  with  pressure 
forceps.  Divide  the  linea  alba  to  the  same  extent,  and  separate 
the  recti.  With  the  finger  strip  the  peritoneum  off  the  surface 
of  each  rectus  muscle  for  about  an  inch  outwards  from  the 
incision  on  each  side.  Pick  up  the  peritoneum  with  conjunc- 
tiva forceps,  and  open  if,  cutting  with  the  flat  of  the  knife 
parallel  to  the  belly  wall.  Put  your  finger  in  the  opening, 
and  with  it  as  a director  extend  the  opening  till  it  is  as  large 
as  the  incision  in  the  belly  wall.  Now  put  two  fingers  of  the 
left  hand  down  into  the  pelvis  and  feel  for  the  uterus.  Put 
the  index-finger  in  front  of  it,  and  the  middle  finger  behind  it, 
and  with  these  fingers  as  a guide  and  guard,  pass  down  a blunt 
volsella  to  seize  the  uterus.  With  the  volsella  pull  the  uterus 
up  to  the  wound.  Take  Hagedorn’s  needle,  threaded  with 
No.  4 china  twist;  enter  it  close  to  one  Fallopian  tube;  pass 
it  through  the  fundus  till  it  comes  out  opposite  the  other 
Fallopian  tube;  then  pass  each  end  of  the  suture  through 
the  abdominal  muscles  (not  peritoneum)  about  an  inch 
from  the  margin  of  the  wound,  and  make  it  emerge  through 
the  skin  rather  nearer  the  middle  line.  Take  a similar 
needle,  threaded  with  No.  1 catgut.  Pass  it  through  the 
fundus  uteri  parallel  with  and  about  a quarter  of  an  inch 
behind  the  silk  suture.  Bring  the  end  out  on  each  side 
through  the  rectus  muscle  only,  entering  it  about  an  inch 
from  the  middle  line,  and  bringing  it  out  between  skin 
and  aponeurosis.  Pass  a similar  stitch  in  like  manner 
about  a quarter  of  an  inch  in  front  of  the  silk  stitch 
(Figs.  53  and  54).  Remove  the  volsella,  and  for  the 
moment  let  the  uterus  drop.  Now  put  in  a stitch  of 
No.  4 china  twist  in  front  of  and  behind  the  uterus  to  close 
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the  abdominal  wall.  Enter  each  stitch  through  the  edge 
of  the  peritoneum.  Pass  it  through  a good  bundle  of 
muscular  tissue,  and  bring  it  out  through  the  skin  about 
a third  of  an  inch  from  the  edge  of  the  wound.  When 

all  the  stitches  have 
been  put  in,  pull  up 
the  uterus  by  the 
silk  stitch,  and, 
holding  it  well  ap- 
plied to  the  wound, 
tie  the  two  catgut 
stitches  and  cut 
their  ends  short. 
Then  tie  the  silk 
uterine  stitch,  and, 
lastly,  the  two 
stitches  in  front  and 
behind  the  uterus. 
Convalescence 
after  this  operation  is  free  from  unpleasant  symptoms.  The 
silk  stitches  should  be  taken  out  on  the  eighth  day.  The 
patient  should  stay  in  bed  a fortnight. 

Objections  to  ventral  fixation. — These  are : (1)  Its  risk. 
You  cannot  say  that  any  operation  in  which  the  peritoneum 

is  opened  is  de- 
void of  risk,  for 
oversights  will 
occur  in  the 
practice  even  of 
the  most  careful. 
But  the  risk  is 
very  small ; to 
say  that  it  is  as 
Fig.  54. — Ventral  fixation  : diagram  showing  stitches  tied.  great  as  that  of 

a labour  is  to 

overstate  it.  It  ought  not  to  be  greater  than  that 
of  an  operation  for  haemorrhoids.  The  operation  is  so 
easy  that  it  is  hardly  possible  for  an  operator  of  or- 
dinary manual  dexterity  to  blunder.  (2)  The  result  is 
not  always  'lasting.  Adhesions  within  the  peritoneum  are 


Fig.  53. — Ventral  fixation:  diagram  showing  uterine 
stitches. 
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sometimes  absorbed.  Different,  patients  differ  as  to  the 
readiness  with  which  peritoneal  adhesions  are  formed 
in  them,  and  the  persistence  of  these  adhesions.  Pleurisy 
will  in  one  patient  produce  great  serous  effusion  ; in 
another  great  thickening  of  the  pleura.  So“  in  the  pelvis ; 
in  some  cases  of  inflammation  there  is  serous  effusion ; in 
others  fibrous  thickening ; we  know  not  why.  In  some 
patients  the  adhesion  binding  the  uterine  to  the  parietal 
peritoneum  is  quickly  absorbed ; in  others  it  lasts  for  years. 
We  cannot  predict  the  one  course  or  the  other.  As  yet, 
we  have  not  enough  recorded  experience  to  tell  us  in  what 
proportion  of  cases  adhesions  are  absorbed.  But  they  are 
absorbed  often  enough  to  make  me  think  stitching  of 
peritoneum  to  peritoneum  an  unsatisfactory  proceeding. 
I therefore  have,  in  describing  the  operation,  advised  suture 
of  uterine  peritoneum  to, muscle,  not  to  parietal  peritoneum. 
When  bowel  is  stitched  to  muscle,  as  in  colotomy,  it  is 
not  found  that  the  adhesions  are  absorbed.  It  remains  to 
be  seen  how  long  adhesions  of  uterus  to  muscle  will  last. 
We  must  at  present  frankly  tell  our  patient  that  the 
result  may  not  be  permanent.  This  is  not  a reason  against 
trying  an  operation  the  immediate  result  of  which  is  greater 
relief  than  any  other  treatment  can  give,  and  relief  that  often 
lasts  for  years.  I have  known  the  relief  last  three  years.  Tn 
a case  of  Koeberle’s  it  lasted  ten  years.*  But  after  abdominal 
section,  ventral  hernia  may  first  develop  after  the  scar  has 
held  firm  for  twelve  years ; and  possibly  the  new  attachment 
of  the  uterus  may  also,  after  many  years,  give  way.  The 
patient  must  accept  the  operation  with  this  drawback.  (3) 
The  operation  lifts  up  the  uterus.  If  the  vulval  orifice  is 
very  large,  there  may  be  still  protrusion  of  the  vaginal 
mucous  membrane.  I think  it  well,  therefore,  to  precede 
ventral  fixation  in  women  past  child-bearing  by  posterior 
colporrhaphy.  (4)  It  is  said  to  cause  difficulty  in  labour, 
should  the  patient  become  pregnant.  It  does  not  always  do 
so ; and  in  the  cases  reported  as  illustrating  such  difficulty 
I am  not  sure  that  the  ventral  fixation  was  the  cause  of 
the  difficulty. 

Ventral  fixation  after  colporrhaphy,  if  the  result  be 

* Pozzi,  “ Diseases  of  Women,”  N.  S.  S.  Trans.,  vol.  ii.  p.  176. 
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permanent,  relieves  the  patient  of  any  necessity  for  the 
continual  readjustment  of  the  pessary,  and  lifts  the  uterus 
up  effectually.  At  present  I do  not  advise  ventral  fixation 
in  cases  in  which  the  womb  can  be  comfortably  kept  up  by  a 
pessary.  For  cases  in  which  vaginal  support  is  ineffective,  I 
advise  ventral  fixation  with  colporrhaphy. 

Some  have  proposed  to  stitch  the  uterus  to  the  abdominal 
wall  without  opening  the  abdomen.  It  is  more  dangerous  to 
put  stitches  into  the  peritoneal  cavity  without  seeing  Avhat 
they  are  going  through  than  it  is  to  open  the  belly.  Have 
nothing  to  do  with  such  a blind  proceeding. 

(4)  Removal  of  part  of  or  the  whole  uterus. — (1)  Ampu- 
tation of  the  cervix.  When  the  cervix  is  very  thick  and 
ulcerated,  it  may  be  well,  at  the  same  time  that  colporrhaphy 
or  ventral  fixation  is  done,  to  cut  off  the  thick  cervix.  It  may 
provoke  straining,  and  perhaps  be  painful  or  tender.  Such 
a cervix  fulfils  no  useful  physiological  function  that  we  know 
of,  and  therefore  you  do  no  harm  by  cutting  it  off.  Ampu- 
tation of  the  cervix  alone  without  other  treatment  is  without 
any  effect  upon  prolapse. 

(2)  Vaginal  hysterectomy.  I mention  this,  because  it  has 
been  often  done  for  the  cure  of  prolapse.  If  you  take  away 
the  uterus,  of  course,  it  cannot  come  down.  But  I have 
explained  that  the  descent  of  the  uterus  is  only  the  palpable 
sign,  not  the  important  morbid  change.  The  descent  of 
the  pelvic  floor  is  the  essential  condition,  and  this  remains 
after  the  uterus  has  been  removed.  The  vagina  descends  as 
before,  only  that  at  the  bottom  of  it  there  is  a scar  instead  of 
the  os  uteri. 
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CHAPTER  XI. 

UTERINE  DISPLACEMENTS. 

II. — RETROFLEXION. 

Names  and  definitions. — When  the  body  of  the  uterus  is 
tilted  backwards  and  downwards,  the  cervix  upwards  and  for- 
wards, the  uterus  being  straight,  it  is  said  to  he  retroverted. 
When  the  cervix  is  in  its  natural  position,  but  the  body  is 
bent  back,  the  uterus  is  said  to  be  retrojlexed.  In  most  cases 
retroversion  and  retroflexion  are  combined  ; the  uterus  is 
bent  back,  but  the  cervix  runs  more  forwards  and  less 
downwards  than  it  ought  to  ; hence  neither  term  alone  is 
quite  appropriate  to  these  cases.  “ Backward  displacement  ” 
is  correct  English,  but  is  long;  “retroversion  and  flexion” 
is  worse.  As  there  is  nearly  always  bending,  and  as  the 
degree  of  bending  is  unimportant,  I shall  apply  the  word 
retroflexion  to  the  usual  kind  of  backward  displacement. 

Clinical  classification. — From  a clinical  point  of  view 
cases  of  retroflexion  may  be  divided  into  five  groups : — 

1.  Without  symptoms. 

2.  With  symptoms  of  descent. 

3.  With  congestion. 

4.  Suddenly  produced. 

5.  With  adhesions. 

When  not  important. — (1)  Retroflexion  is  often  present 
in  the  healthy  without  symptoms.  In  such  it  neither 
brings  with  it  liability  to  ill-health,  nor  interferes  with 
fertility.  We  know  not  how  numerous  such  cases  may  be, 
because  they  come  not  for  examination. 

(2)  Retroflexion  is  usually  present  with  prolapse.  If  the 
only  symptoms  are  those  of  prolapse,  and  the  body  of  the 
uterus  is  not  tender,  the  combination  of  retroflexion  with 
prolapse  is  not  a factor  of  moment  in  the  case. 
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When  important.— (3)  Ketroflexion  sometimes  produces 
venous  congestion  of  the  body  of  the  uterus.  * Behind  the 
uterus  is  the  pouch  of  Douglas,  bounded  on  each  side  by  a 
peritoneal  fold  running  from  the  uterus  back  to  the  sacrum. 
These  folds  in  different  subjects  vary  much  in  position 
and  sharpness.  Sometimes  they  are  gently  convex  undu- 
lations. If  so,  the  uterus  may  be  bent  back  without 


Fig.  55. — Showing  blood  supply  of  uterus.  ( After  Hyrtl.) 


effect  upon  its  circulation.  Sometimes  they  are  sharp  bands 
running  backwards  nearly  parallel  to  one  another.  The 
blood  returns  from  the  uterus  by  veins  that  run  outwards  in 
the  broad  ligament  (Fig.  55).  * If  the  body  of  the  uterus  sinks 
between  sharp  and  firm  utero-sacral  ligaments,  the  veins 
in  the  broad  ligaments  are  pressed  against  the  sharp  lateral 
boundaries  of  Douglas’s  pouch,  the  return  of  blood  through 
them  is  hindered,  and  congestion  of  the  body  of  the  uterus  is 

* See  Sir1  .T.  Williams  on  the  circulation  in  the  uterus,  “ Obst.  Trans.,” 
vol.  xxvii. 
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the  result.  It  in  consequence  becomes  tender  and  sometimes 
a little  swollen. 

It  is  difficult  rightly  to  estimate  the  frequency  of  these 
cases  as  compared  with  those  in  which  retroflexion  produces 
no  effect,  because  healthy  women  are  not  examined,  and 
obstetric  physicians  only  have  limited  opportunities  of  post- 
mortem examination.  Judging  as  nearly  as  I can  from 
clinical  and  post-mortem  observation,  I think  that  in  about 
one  case  in  ten  retroflexion  produces  congestion.  * 

Symptoms  from  retroflexion. — In  most  cases  in  which 
there  is  congestion  of  the  body  of  the  uterus  from  retroflexion, 
the  retroflexion  is  brought  about  by  prolapse,  and  the 
symptoms  are  those  of  prolapse  plus  those  of  uterine  con- 
gestion. The  pain  is  greater,  and  is  more  especially  in  the 
sacrum ; it  is  more  persistent,  and  less  quickly  relieved  by 
lying  down.  In  some  rare  cases  which  will  be  afterwards 
described  it  is  not  relieved  by  lying  down.  In  about 
38  per  cent,  of  those  who  come  for  treatment,  pain  with 
menstruation  is  increased  or  acquired.  The  menstrual 

flow  is  altered  : in  about  40  per  cent,  increased,  some- 
times in  quantity,  sometimes  in  frequency,  sometimes  in 
both,  t It  is  occasionally  diminished ; we  know  not  why. 
The  body  of  the  uterus  is  tender ; hence  in  about  45  per  cent, 
there  is  pain  on  defecation,  f especially  if  hard  scybala  are 
passed.  Sexual  intercourse  is  painful.  Remember  that 
these  symptoms  are  often  produced  not  by  the  retroflexion, 
but  by  some  other  concomitant  condition. 

The  diagnosis  of  retroflexion. — On  vaginal  examination 
a lump  is  felt  behind  the  uterus.  This  lump  is  the  body 
of  the  uterus.  The  problem  in  diagnosis  is  to  identify  it  as 
such,  and  to  exclude  every  other  condition.  (1)  The  lump  is 
of  the  size,  and  has  the  symmetrically  rounded  shape  of  the 
uterine  body.  (2)  On  bimanual  examination  you  cannot  feel 
the  body  of  the  uterus  in  its  natural  position  above  the  cervix. 
If  the  lump  is  a tumour  or  a pelvic  effusion  pushing  the 
uterus  forwards,  you  will  feel  the  body  of  the  uterus  with 
the  external  hand  more  easily  than  usual,  because  it  is 

* Sec  papers  by  the  author,  “ Obst.  Trans.,”  vols.  xxxiii.,  xxxiv.,  and  xxxv 

f For  evidence  of  these  statements  see  papers  by  the  author  in  “ Obsi 
Trans.,”  vols.  xxxiv.  and  xxxv. 
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pushed  nearer  the  abdominal  wall.  (3)  If  bimanual 
examination  is  not  decisive,  as  may  bo  the  case  in  a fat 
or  nervous  patient,  ascertain  from  the  history  that  there 
is  no  reason  to  suspect  pregnane}^  and  if  there  be  none, 


Fig.  50. — The  diagnosis  of  retroflexion  by  the  sound,  which  enters  with  the  concavity 
backwards  (a).  When  rotated,  so  that  it  comes  into  the  position  shown  by 
dotted  outline  (b),  the  retro-cervical  swelling  is  removed,  and  the  body  of  the 
uterus  can  be  felt  by  the  hand  on  the  abdomen.  ( After  R.  Barnes.) 

pass  the  sound.  If  the  lump  is  the  body  of  the  retro- 
flexed  uterus,  the  sound  will  pass  upwards  and  forwards  for 
little  more  than  an  inch  ; but  turn  the  concavity  backwards, 
and  it  enters  the  full  length  of  the  uterine  canal  (Fig.  56).  If 
the  flexion  be  sharp  you  may  have  to  bend  the  sound  a little 
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more  before  it  will  enter.  There  is  one  possible  fallacy  in  the 
diagnosis  made  from  the  direction  in  which  the  sound  enters. 

o 

The  uterus  may  be  retroflexed,  but  the  lump  you  feel  may  not 
be  the  uterine  body,  but  a swelling  of  another  kind  below  the 
uterine  body  (Fig.  57).  In  order  to  be  certain  that  the  lump 
is  the  uterine  body,  move  the  handle  of  the  sound  (not  its 
point)  in  a semicircle,  so  that  the  point  may  move  upwards  and 
forwards.  If  the  lump  is  the  uterine  body,  the  sound  will  lift 
it  upwards  and  forwards, 
so  that  when  the  concavity 
of  the  sound  looks  forward 
you  can  no  longer  feel  the 
lump. 

Mechanical  difference 
between  retroversion  and 
retroflexion.  — Retrover- 
sion can  take  place  only 
if  the  cervix  is  movable, 
so  that  it  can  rise  as  the 
body  sinks.  If  the  at- 
tachments of  the  cervix 
are  firm,  so  that  it  cannot 
rise  when  the  body  is 
driven  down,  the  uterus 
will  be  bent.  The  resist- 
ance of  the  uterus  to  bend- 
ing will  make  the  cervix  move  a little  forwards,  and  such 
movement  will  pull  on  the  utero-sacral  ligaments,  and 
make  them  more  tense  and  more  able  to  hold  down  the 
uterus  than  they  were  before.  Uterine  congestion  is  more 
frequent  with  retroflexion  than  with  retroversion,  not  because 
the  bending  of  the  uterus  is  in  itself  important,  but  because 
tense  utero-sacral  ligaments  favour  retroflexion. 

Difference  between  retroversion  and  retroflexion. — 
There  is  no  difference  between  the  symptoms  of  retroflexion 
and  retroversion.  But  there  is  a great  difference  from  the 
point  of  view  of  treatment.  In  retroversion  the  uterus  is 
comparatively  rigid,  hence  when  a vaginal  pessary  extends 
the  vagina,  pulling  the  cervix  back  and  up,  the  body  of 
the  uterus  moves  forwards.  But  great  bending  of  the 


Fig.  57- — Eetro-cervical  swelling  formed  by 
fibroid  in  posterior  uterine  wall,  and  feeling 
like  retroflexion. 
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uterus  implies  softness.  Then  the  pessary  pushes  up  the 
posterior  fornix,  pulls  up  the  cervix,  but  only  makes  the 
bend  more  acute.  The  end  of  the  pessary  lies  in  the  con- 
cavity of  the  bend  (Fig.  58).  When  the  uterus  is  either  nearly 

straight  or 
sharply  bent, 
you  can  tell 
how  it  will  be- 
have when  a 
pessary  is  put 
in  ; but  in  the 
intermediate 
cases  in  which 
the  uterus  is 
neither  straight 
nor  sharply 
bent,  the  only 
way  to  find 
out  what  a pes- 
sary will  do  is 
to  put  one  in. 
In  a few  cases 
in  which,  when 
a vaginal  pes- 
sary is  applied, 
the  body  of  the 
uterus  does  not 
rise  and  move 
forward,  if  it  be 
lifted  into  ante- 

version  with  the  sound,  it  will  stay  there ; but  in  most  such 
cases  it  falls  back  directly  the  sound  is  withdrawn. 

Changes  associated  with  retroflexion. — With  retro- 
flexion there  often  go  swelling  and  erosion  of  the  posterior 
lip  of  the  cervix.  This  is  because  the  vessels  which  supply 
the  vaginal  portion  run  downwards  to  it.  Hence  when  the 
uterus  is  bent  back,  these  vessels  may  be  compressed.  This 
is  particularly  likely  to  cause  swelling  of  the  posterior  lip  if 
the  cervix  has  been  torn  in  childbearing,  so  that  the  posterior 
lip  is  isolated,  and  only  receives  blood  from  above. 


Fig.  58. — Showing  occasional  vicious  action  of  Hodge’s 
pessary.  The  end  of  the  pessary  is  in  the  concavity  of  the 
bend.  ( After  It.  Barnes.) 
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With  retroflexion  there  often  go  painful  and  tender 
ovaries.  This  is  because  the  ovary  is  sensitive.  Any  painful 
disease  of  the  pelvic  organs  is  apt  to  cause  ovarian  pain  ; 
there  is  nothing  peculiar  to  retroflexion  in  this.  As  the 
body  of  the  uterus  sinks,  it  drags  upon  the  ovaries  and 
tubes,  and  therefore  the  ovaries  are  often  so  low  down 
that  they  can  be  felt  through  the  vagina  without  the 
aid  of  the  hand  on  the  abdomen.  This  is  called  prolapse 
of  the  ovary.  It  occurs  without  retroflexion  as  well  as  with 
it,  but  is  more  frequent  with  retroflexion  for  the  reason 
given.  If  the  ovary  be  tender,  its  descent  exposes  it  to 
contact,  and  the  patient’s  pain  is  greater.  Theories  may 
easily  be  constructed  to  explain  how  descent  of  the  ovary 
might  make  it  tender,  but  change  in  the  position  of  the  ovary 
does  not  make  it  tender  ; it  only  makes  it  more  easily  felt. 
Such  ovaries  often  cease  to  be  tender  without  altering  their 
position. 

Retroflexion  without  prolapse.— In  many  cases  of  retro- 
flexion the  amount  of  descent  is  very  slight,  and  in  some  is 
not  greater  than  that  which  takes  place  during  respiration  in 
every  woman.  Tension  of  the  utero-sacral  ligaments,  such  as 
causes  congestion  of  the  retroflexed  uterine  body,  tends  to 
hinder  prolapse.  Therefore  when  retroflexion  is  combined 
with  much  descent,  the  body  of  the  uterus  is  seldom  tender. 
It  follows  that  the  amount  of  descent  is  no  index  to  the  need 
for  treatment.  The  indication  for  treatment  is  the  presence 
of  symptoms  such  as  retroflexion  causes,  coupled  with  tender- 
ness of  the  uterine  body. 

Exceptional  cases  of  sudden  retroflexion. — (4)  In  a 

healthy  woman  the  uterus  may  be  suddenly  retroflexed 
during  an  unusual  strain,  such  as  lifting  something  heavy 
or  recovering  equilibrium  after  a slip.  Such  an  effort 
suddenly  raises  the  pressure  within  the  abdomen.  If  at 
the  time  of  the  effort  the  uterus  is  so  far  leaning  back 
that  the  pressure  foils  on  its  anterior  surface,  the  body  ol 
the  uterus  may  be  driven  into  Douglas’s  pouch.  If  the 
side  walls  of  the  pouch  are  tight  enough  to  press  on  the 
veins  running  from  the  uterus  in  the  broad  ligament,  they 
will  obstruct  the  return  of  blood  from  the  uterus.  The 
patient  will  complain  of  sudden  pain,  referred  especially  to 


152 


DISEASES  OF  WOMEN. 


the  sacrum,  and  she  may  feel  faint  and  giddy  and  perhaps 
sick.  If  the  patient  lies  down,  the  uterus  may  rise,  the 
symptoms  pass  off,  and  no  further  trouble  follow.  But  if 
the  sides  of  Douglas’s  pouch  are  not  only  tight,  but  very 
close  together,  they  may  nip  the  body  of  the  uterus,  and 
so  prevent  it  from  rising.  Such  nipping  is  rare. 

These  cases  are  infrequent,  but  important,  because  if 
properly  treated  they  get  well  in  a few  days ; while  if  not 
treated,  pelvic  trouble  may  last  for  years.  They  may  occur  in 


Fig.  59. — Patient  in  knee-elbow  position  : the  intra-abdominal  pressure  acts  down- 
wards and  forwards,  the  vagina  is  expanded  with  air,  the  uterus  pulled  upwards 
and  forwards. 


null i parte,  and  even  in  virgins.  I think,  although  the  rarity 
of  such  cases  prevents  proof,  that  they  are  commoner  in  such 
patients  than  in  the  parous,  for  the  stretching  in  childbirth 
of  the  pelvic  floor  relaxes  the  parts  which  form  it. 

Treatment  of  acute  retroflexion. — This  consists  in  three 
things.  (1)  Removal  of  the  cause — that  is,  the  downward 
pressure  which  produced  the  displacement.  To  do  this 
thoroughly,  order  the  patient  to  stay  in  bed.  (2)  Liberation 
of  the  uterus,  if  incarcerated.  This  is  easy.  Push  the  uterine 
body  up  with  the  finger  either  by  the  vagina  or  by  the 
rectum.  If  it  be  really  held  down  by  the  sides  of  Douglas’s 
pouch,  you  will  feel  it  slip  suddenly  past  the  detain- 
ing bands.  (3)  Prevent  recurrence.  Although  freed  from 
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incarceration,  the  uterus  may  remain  refrofiexed ; if  so,  it 
will  remain  liable  to  the  recurrence  of  incarceration  and 
obstruction  of  its  circulation.  Direct  the  patient,  if  she  feel 
any  return  of  the  pain  which  accompanied  the  displace- 
ment, to  place  herself  on  her  elbows  and  knees,  and  remain  in 
that  position  until  the  pain  has  gone.  In  this  position  the 
direction  of  the  pressure  within  the  abdomen  is  reversed  , 
instead  of  pushing  the  uterus  down  it  tends  to  pull  it  up 
(Fig.  59.)  Your  patient  will  find  this  position  relieve  the  pain. 
If  this  treatment  be  ap- 
plied early,  a few  days 
of  its  continuance  will 
cure  the  patient.  She 
will  find  that  she  is  free 
from  pain  first  while 
lying  on  her  back,  and 
then  when  she  is  up  and 
about. 

Treatment  of 
chronic  retroflexion. — 

If  the  body  of  the  uterus 
is  not  tender,  the  treat- 
ment is  the  same  as  that 
of  prolapse ; it  matters 
nothing  whether  the 
uterus  is  straight  or 
bent,  anteverted  or  retroverted.  All  that  is  wanted  is  to 
support  it.  A ring,  or  a Hodge’s  pessary,  should  be  applied 
as  for  prolapse,  and  worn  with  the  same  precautions. 
But  if  the  body  of  the  uterus  is  tender,  complete  relief  will 
not  be  given  unless  the  uterus  is  kept  in  a position  of  ante- 
version.  A hard  pessary  which  presses  on  the  tender  uterine 
body  will  make  the  patient’s  pain  worse. 

Choice  of  a pessary. — In  the  treatment  of  retroflexion 
the  first  thing  to  aim  at  is  to  put  the  uterus  in  a position 
of  anteversion  (Fig.  60).  Apply  Hodge’s  pessary,  and  feel 
bimanually  the  position  of  the  uterus.  If  the  displacement 
be  not  reduced,  pass  the  sound,  and  with  it  put  the  uterus 
into  a position  of  anteversion.  The  precise  shape  of  the 
Hodge’s  pessary  is  unimportant.  The  essentials  are : it 


Fig.  GO. — Hodge’s  pessary  anteverting  uterus. 
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should  ante  vert  the  uterus;  no  part  of  the  vagina  should  feel 
tense ; and  the  pessary  should  cause  no  pain.  Some  inventors 
have  made  the  lower  end  narrow,  or  pointed,  and  curved  down, 

in  accordance  with  the  curve 
of  the  vagina.  This  curve  is 
unnecessary.  If  the  anterior 
end  be  curved  up,  and  is 
broad,  it  is  held  in  the  upper 
part  of  the  vagina,  and  in 
case  of  expulsive  effort  is 
held  in  place  by  the  pubic 
bones.  Others  have  made 
the  posterior  end  of  the 
pessary  very  thick,  or  con- 
cave, that  its  pressure  on 
the  body  of  the  uterus  may 
be  more  diffused,  and  therefore  less  painful.  But  the  pessary 
ought  not  to  press  on  the  body  of  the  uterus  at  all.* 

If  you  can  get  a pessary  to  fulfil  the  above  requirements, 
you  will  almost  completely  relieve  your  patient.  As  in 
prolapse,  the  cure  by  a pessary  is  not 
quite  complete.  With  the  most  effective 
there  is  still  a little  bearing-down  on 
exertion,  and  a little  irritation  of  bladder, 
but  these  troubles  are  reduced  to  trifles. 
Dyspareunia,  if  due  to  the  displacement, 
will  cease,  and  the  increased  menstrual 
loss  and  pain,  unless  due  to  some  inde- 
pendent cause,  will  be  removed. 

If  you  cannot  get  the'  uterus  an- 
teverted  by  a Hodge’s  pessary,  use  a 
thick  ring  of  watch-spring  covered  by  indiarubber.  A ring 
will  often  antevert  the  uterus  as  effectually  as  a Hodge 

* A great  writer  has  said,  and  it  has  heen  copied  into  more  than  one  text- 
book, that  Hodge’s  pessary  has  a “leverage  ” action ; that  when  the  anterior  end 
moves  down,  the  posterior  end  moves  up.  This  is  not  the  case  ; when  the 
anterior  end  moves  down,  the  posterior  end  moves  down  too  The  only  leverage 
action  of  Hodge’s  pessary  is  that  it  may  he  said  to  make  the  uterus  into  a lever, 
the  power  being  applied  through  the  posterior  attachment  of  the  vagina,  the 
fulcrum  being  the  attachments  of  the  uterus  in  front,  the  weight  the  body 
of  the  uterus. 


Fig.  62.— Ring  pessary, 
with  fluid  in  its  in- 
terior. 


Fig.  61. — Ring  pessary  anteverting  uterus. 
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(Fig.  61).  Sometimes  when  you  apply  a ring  which  does 
not  at  first  antevert  the  uterus,  in  a few  days  you  will 
find  that  the  uterus  has  risen,  and  is  in  ante  version.  If  the 
pressure  of  this  is  painful,  although  the  vagina  is  not  tense, 
there  is  a softer  ring  made  of  tubular  indiarubber  containing 
fluid  in  its  interior,  sold  as  the  “Perfectus  combination  fluid 
pessary”  (Fig.  62).  These  instruments,  if  they  do  not  ante- 
vert, push  up  the  uterus  by  extending  the  vagina  and  inter- 
posing the  thickness  of  the  pessary  between  the  uterine  body 
and  the  level  of  the  posterior  vaginal  wall.  In  many  cases 
this  small  amount  of  support  is  enough  to  relieve  the  uterine 
veins  from  pressure,  and  thus  diminish  uterine  congestion. 
Relief  is  not  so  speedy  as  from  a Hodge’s  pessary,  which 
anteverts  the  uterus,  but  it  is  considerable. 

Results  of  treatment  by  pessaries.— In  cases  in  which 
the  symptoms  are  those  of,  prolapse  only,  and  the  body  of  the 
uterus  is  not  tender,  treatment  by  vaginal  pessaries  is  success- 
ful. I have  above  stated  that  cases  in  which  the  displacement 
causes  symptoms  of  prolapse  only  form  about  nine-tenths  of 
the  whole.  In  most  of  the  remaining  tenth  (in  which  there 
is  congestion  of  the  uterine  body)  a vaginal  pessary  is 
effective.  If  we  take  four  out  of  five  as  the  proportion — 
and  I think  this  not  too  high — we  have  98  per  cent,  as  the 
proportion  in  which  treatment  by  a vaginal  pessary  is 
effective ; about  one  in  fifty  as  the  proportion  of  cases 
calling  for  other  methods. 

How  long  must  the  pessary  be  worn? — This  is  a 
question  often  asked.  Many  patients  who  have  been  relieved 
by  vaginal  pessaries,  after  wearing  them  for  many  months 
or  years,  leave  them  off,  and  the  symptoms  do  not  return, 
whatever  the  position  of  the  uterus.  Other  patients,  in  whom 
the  immediate  result  is  as  good,  and  who  have  worn  the 
instruments  as  long,  when  they  leave  them  off  find  all  the 
symptoms  return  at  once. 

The  difference  depends  upon  the  degree  to  which  the 
displacement  depends  upon  structural  defects  of  the  pelvic 
floor.  If  the  uterus  has  sunk  back  because  the  pelvic  door 
has  been  permanently  weakened  by  tearing,  or  by  over- 
stretching, then  it  will  sink  again  directly  the  mechanical 
support  is  removed.  If,  on  the  other  hand,  the  displacement 
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was  due  to  relaxation  in  the  tone  of  the  muscular  and 
fibrous  structures  of  the  pelvic  door,  like  that  which  pro- 
duces the  slighter  degrees  of  dat  foot  and  of  lateral  curva- 
ture of  the  spine,  then  the  pessary  may  be  removed  if  the 
patient’s  general  health  has  improved,  and  the  displacement 
will  not  return ; or  if  it  return  it  will  cause  no  symptoms. 
It  is  didicult  correctly  to  predict  how  long  the  pessary  will 
need  to.  be  worn.  Therefore  avoid  a dednite  statement ; 

but  if  pressed,  judge  by 
the  state  of  health  of 
the  patient,  and  the 
amount  of  injury  to  the 
pelvic  door  — as  evi- 
denced by  the  size  of 
the  vaginal  oridce,  the 
drmness  of  the  peri- 
neum, and  the  amount 
of  vaginal  prolapse.  If 
the  patient  is  otherwise 
in  good  health,  the  va- 
ginal oridce  large,  and 
there  is  commencing 
cystocele,  she  may  have 
to  wear  a support  for 
many  years,  if  not  for 
the  rest  of  her  life.  If  the  perineum  is  drm,  and  there 
is  no  cystocele,  if  the  patient  has  lost  desh,  is  nervous, 
sleeps  badly,  has  a poor  appetite,  and  suffers  from  pains 
elsewhere  than  in  the  pelvis,  then  it  is  likely  that  when 
her  health  is  re-established  she  will  need  no  further  local 
treatment.  The  commonest  cause  of  the  debility  along 
with  which  retrodexion  occurs  is  childbearing  and  the 
care  of  children.  Now  retrodexion  brings  with  it  a tendency 
to  premature  cessation  of  childbearing,  which  is  in  such 
cases  a benedcial  effect.*  The  atrophic  changes  of  old  age 
often  cure  prolapse  of  slight  degree.  But  I know  of  no 
data  from  which  to  say  in  which  cases  and  at  what  age  this 
may  be  expected. 

The  cases  in  which  treatment  by  a vaginal  pessary  fails  are 

* For  evidence  see  paper  by  the  author,  “ Obst.  Trans.,”  vol.  xxxiii. 


Fig.  63. — Hodge’s  pessary  supporting  but  not 
anteverting  the  uterus.  Efficient  if  uterus 
be  not  tender  ; aggravating  the  symptoms  if 
the  uterus  be  tender. 
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those  in  which,  with  little  or  no  prolapse,  the  uterus  is  sharply 
retroflexed,  so  that  a vaginal  pessary  goes  into  the  concavity 
of  the  bend  (Fig.  63).  If  with  this  the  margins  of  the  pouch 
of  Douglas  are  tense  enough  to  incarcerate  the  uterus,  or  to 
press  upon  the  veins  in  the  broad  ligaments,  the  symptoms 
will  be  enough,  unless  the  patient  be  exceptionally  robust,  to 
unfit  her  for  the  ordinary  duties  of  life.  When  the  uterus 
has  been  for  long  sharply  bent,  there  is  some  atrophy  of  the 
uterine  wall  at  the  angle  formed  by  the  concavity  of  the  bend. 
This  produces  a tendency  for  the  flexion  to  be  reproduced 
after  it  has  been  corrected,  and  adds  to  the  difficulty  of  cure 
by  a vaginal  pessary.  The  continued  presence  of  a vaginal 
pessary  in  the  concavity  of  the  bend  increases  this  atrophy. 

There  are  four  modes  of  treating  cases  of  retroflexion 
in  which  a vaginal  pessary  does  not  give  relief.  These 
methods  are  : (l)an  intra-uterine  pessary;  (2)  vaginal  fixation  ; 
(3)  Alexander’s  operation ; (4)  ventral  fixation.  None  of 
them  is  free  from  danger,  and  therefore  before  recommending 
any,  you  ought  to  be  certain  that  the  amount  of  the 
patient’s  sufferings  is  not  exaggerated,  and  that  the  displace- 
ment and  nothing  else  is  the  cause  of  the  patient’s  illness. 

1.  Intra-uterine  pessaries. — The  best  of  these  are  rigid 
stems,  of  a diameter  smaller  than  that  of  the  uterine  canal, 
made  of  glass,  vulcanite,  or  aluminium.  The  stem  is  placed 
in  the  uterine  canal,  and  while  it  is  there  the  uterus  must  be 
straight.  If  a vaginal  pessary  be  applied  at  the  same  time  the 
combination  of  the  two  may  keep  the  uterus  anteverted. 

Such  instruments  were  at  one  time  largely  used,  and  often 
caused  fatal  peritonitis ; often,  too,  peritonitis,  which,  though 
not  fatal,  made  the  patient  a chronic  invalid.  They  pro- 
duced endometritis,  which  sometimes  spread  to  the  Fallopian 
tube,  and  thus  pyosalpinx  resulted.  We  do  not  know  how 
often,  for  those  who  used  them  never  fully  published  their 
results.  It  has  been  said  that  these  ill  consecjuences 
came  from  badly-fitting  instruments,  and  that  it  is  essential 
that  the  stem  should  not  be  lonsf  enough  to  touch  the 
fundus  uteri.  This  theory  does  not  cover  all  the  cases, 
but  the  precept  is  sound.  It  has  also  been  said  that  these 
things  happened  in  pre-antiseptic  times ; but  that  with  anti- 
septics intra-uterine  stems  are  safe.  Doubtless  stems  caused 
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peritonitis  by  acting  as  a vehicle  for  microbes  and  by  keeping 
open  a way  for  them.  But  it  does  not  follow  that  anti- 

septics can  be  relied  upon  to  prevent  this.  You  may 
rely  upon  antiseptic  precautions  during  an  operation 
which  lasts  only  a comparatively  short  time,  and  every 
detail  of  which  is  under  your  own  control ; but  you  cannot 
rely  upon  a patient’s  faultless  observance  of  antiseptic 
rules  throughout  the  periods  of  weeks  or  months  during 
which  she  will  have  to  wear  the  stem  if  it  is  to  do  permanent 
good.  Therefore  I think  stems  still  have  much  of  their 
ancient  danger.  We  know  not  how  long  the  stem  must  be 
worn  to  cure  the  patient.  I know  of  no  evidence  that 
straightening  the  uterus  with  an  intra-uterine  stem  cures  the 
patient  any  more  quickly  than  keeping  it  anteverted  with  a 
vaginal  pessary.  All  the  time  the  patient  is  wearing  the  stem 
she  must  be  under  close  medical  supervision,  that  at  the  earliest 
sign  of  any  ill  effect — pain,  haemorrhage,  discharge,  or  fever — 
the  instrument  may  be  removed.  Without  such  close  super- 
vision she  is  in  continual  danger.  For  these  reasons  I advise 
against  the  use  of  these  instruments.  Stems  have  been  made 
of  different  construction — with  divergent  springs,  flexible 
stems  of  coiled  wire,  of  indiarubber — but  these  have  all 
the  disadvantages  described  above,  and  others  besides. 

2.  Vaginal  fixation.* — The  object  of  this  operation  is  to 
make  retroflexion  into  anteflexion  by  sewing  the  anterior 
surface  of  the  uterine  body  to  the  peritoneum  or  to  the 
cellular  tissue  in  front  of  the  cervix.  The  ways  of  doing  this 
may  be  broadly  classed  as  two.  In  one  the  operator  does  not 
open  the  peritoneum,  but  puts  his  stitches  in  through  the 
vagina,  taking  his  chance  of  wounding  bowel,  bladder,  or 
ureter — a blind  and  dangerous  proceeding.  In  the  other  he 
cuts  through  the  vagina  into  the  vesico-uterine  pouch  of 
peritoneum,  so  that  he  can  see  where  he  is  putting  his 
stitches.  There  are  many  small  modifications  of  the  direction 
and  extent  of  the  incision,  and  of  the  mode  of  stitching.  I 
descr'be  the  operation  as  I have  done  it. 

Indications  for  vaginal  fixation. — In  cases  in  which  there 
is  little  or  no  prolapse,  the  uterus  is  retroflexed,  and  its  body 

* See  Schucking,  “Cent,  fur  Gyn.,”  1891.  Diihrssen,  “ Zeit.  f.  Geb.  und 
Gyn.,”  Bd.  xxiv.  Mackenrodt,  ibid. 
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is  so  tender  that  the  pressure  of  pessaries  cannot  be  borne, 
and  does  not  rectify  the  position  of  the  uterus,  and  the 
symptoms  are  such  as  to  destroy  the  comfort  of  the  patient, 
I think  vaginal  fixation  a valuable  remedy.  In  cases  of  this 
kind  there  is  often  sterility,  dysmenorrhoea,  not  improved  by 
dilatation  of  the  cervix,  and  great  dyspareunia.  This  opera- 
tion often  improves  the  dysmenorrhoea,  and  removes  the 
dyspareunia,  and  by  this  latter  effect  sometimes  cures  sterility 
It  removes  also  the  sacral  aching  of  Avliich  such  patients  com- 
plain. There  are  cases  of  retroflexion  occurring  in  sterile 
women  in  which  there  is  no  symptom  except  dyspareunia,  which 
lapse  of  time  makes  worse  rather  than  better.  Whether  the 
uterus  or  the  ovaries,  which  by  the  displacement  are  allowed 
to  come  lower  down,  be  the  sensitive  part,  I know  not ; but  I 
think  the  latter,  for  I have  found  this  symptom  when  the 
displacement  of  the  uterus'  was  very  slight.  These  cases  can 
be  cured  by  vaginal  fixation  of  the  uterus.  Some  recommend 
this  operation  for  retroflexion  with  slight  cystocele.  They 
say  that  fastening  the  body  of  the  .uterus  in  anteversion 
throws  the  cervix  back,  stretches  the  anterior  vaginal  wall 
and  thus  removes  cystocele.  I have  not  tried  it  in  any 
such  case. 

Comparison  with  other  surgical  measures. — Vaginal 
fixation  permanently  alters  the  position  of  the  uterus,  which 
stem  pessaries  never  do.  It  leaves  no  scar  in  the  abdominal 
wall,  and  therefore  no  liability  to  hernia,  in  which  it  has  the 
advantage  over  Alexander’s  operation  and  ventral  fixation. 
It  is  easy,  and,  done  with  clean  fingers  and  instruments, 
the  risk  is  almost  nil;  not  so  great  as  that  of  childbirth. 
The  main  objection  to  it  is,  that  it  may  cause  difficulty 
in  labour  should  the  patient  afterwards  become  pregnant; 
that  if  too  high  a part  of  the  uterine  wall  be  attached  to 
the  vagina,  this  will  be  unable  to  rise  during  labour,  and 
therefore  the  first  stage  will  be  delayed.  But  many  cases 
of  childbirth  after  this  operation  have  been  reported  in 
which  labour  was  normal.  In  some  cases  in  which  difficulty 
has  been  thought  due  to  this  operation,  it  has  seemed  to  ine, 
on  reading  the  report,  that  the  cause  of  the  difficulty  was 
the  haste  with  which  the  attendant  concluded  that  there 
must  be  difficulty,  and  that  he  must  interfere.  The  objection 
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is  certainly  important,  it  needs  further  investigation,  and  it 
compels  me  to  think  that  in  most  cases  ventral  fixation  is 
preferable. 

The  operation  of  vaginal  fixation. — You  need  one  assist- 
ant, besides  the  anaesthetist,  and  the  following  instruments  : — 

Clover’s  crutch. 

Two  volsellse. 

Scalpel. 

Toothed  dissecting  forceps. 

Hook. 

Blunt-pointed  scissors. 

Half-curved  perineum  needle  in  handle. 

No.  4 china  twist. 

Macintoshes,  sponges,  sponge-holders,  vaginal  douche. 

Put  the  patient  in  the  lithotomy  position.  If  there  is 
enough  hair  on  the  labia  to  be  in  the  way,  clip  it  close  or 
shave  the  labia.  Grasp  the  cervix  with  a volsella,  and  pull 
it  down  to  the  vulva.  It  is  well,  if  the  os  externum  be  large 
enough,  to  apply  a volsella  to  each  lip ; and  hold  it  by  the 
anterior.  Then  if  this  should  get  loose,  the  other  can  be 
pulled  upon.  The  upper  part  of  the  vagina  will  be 
inverted  and  pulled  down  with  the  uterus ; the  bladder 
will  be  in  relation  with  the  part  which  is  not  inverted.  For 
greater  safety  define  its  position  with  the  sound.  Cut  with  a 
scalpel  in  the  middle  line,  beginning  where  the  inversion 
of  the  vagina  begins,  and  cutting  quite  down  to  the  insertion 
of  the  vagina  into  the  cervix  uteri.  You  will  thus  open  the 
utero-vesical  cellular  tissue,  but  unless  you  extend  the  incision 
beyond  the  line  of  inversion  of  the  vagina,  you  will  not  wound 
the  bladder.  Cut  through  the  cellular  tissue  to  the  uterus. 
Then  with  the  fingers  separate  the  bladder  from  the  uterus 
upwards  and  at  the  sides.  This  done,  you  will  feel  the  thin 
sheet  of  vesico-uterine  peritoneum  before  your  finger.  Grasp 
this  with  forceps,  pull  it  down,  and  open  it  close  to  the  uterus 
with  blunt-pointed  scissors.  When  you  have  made  a small 
opening,  push  first  one  finger,  then  two,  through  the  hole, 
and  thus  tear  through  the  peritoneum  until  the  opening 
allows  room  for  the  wide  separation  of  two  fingers.  You  will 
now  be  able  to  feel  the  uterus  and  its  appendages.  Place  one 
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or  two  fingers  of  the  left  hand  in  front  of  the  uterus,  to  keep 
bladder  and  bowel  out  of  the  way.  Take  a half-curved  needle 
on  a handle,  threaded  with  No.  4 china  twist,  and  pass  the 
needle,  guided  and  guarded  by  the  fingers  of  the  left  hand 
from  side  to  side  through  the  anterior  uterine  wall,  just  above 
the  os  internum.  When  the  eye  of  the  needle  has  emerged  so 
that  you  can  see  it,  seize  the 
loop  with  a hook,  pull  one 
end  through,  and  withdraw 
the  needle.  You  have  now 
a ligature  passing  through 
the  uterus.  Hold  the  uterus 
down  by  this,  and  pass,  in 
the  same  Avay,  a second 
stitch,  about  a third  of  an 
inch  nearer  the  fundus.  Hold 
the  uterus  in  position  by 
this,  and  pass  a third,  still 
nearer  the  fundus.  The 
next  step  is  to  secure  these 
stitches  to  the  vagina.  Pass 
a needle  in  a handle  through 
the  vaginal  mucous  mem- 
brane and  underlying  fibrous 
and  cellular  tissue,  entering 
it  through  the  mucous  membrane  close  to  the  incision,  at  a 
point  corresponding  to  the  stitch  nearest  the  internal  os,  and 
taking  up  a good  bundle  of  cellular  tissue.  When  the  eye  of  the 
needle  is  visible,  thread  it  with  the  corresponding  end  of  the 
uterine  stitch,  and  withdraw  it.  Repeat  this  on  the  opposite  side. 
Bring  the  other  two  uterine  stitches  in  the  same  way  through 
the  vagina.  When  this  has  been  done,  the  three  stitches  hold 
the  anterior  serous  covering  of  the  uterus  applied  to  the  cut 
surface  of  vaginal  fibro-cellular  and  muscular  tissue  (Fig.  64). 
Clean  the  raw  surfaces,  and  then  tie  the  stitches.  Leave  the 
ends  an  inch  or  two  long,  so  that  at  the  end  of  a week  you  can 
remove  them.  You  may  use  catgut  sutures,  cut  them  short, 
and  leave  them  to  be  absorbed ; but  thick  catgut  is  absorbed 
slowly,  and  thin  catgut  may  break. 

3.  Alexander’s  operation. — This  is  shortening  the  round 


Fig.  G4. — Vaginal  fixation;  stifcles  in 
position  before  tying. 
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ligaments,  and  thus  pulling  the  body  of  the  uterus  up- 
wards and  forwards.  This  operation  permanently  cures 
retroflexion  of  the  uterus ; but  it  does  not  cure  prolapse. 
If  cystocele  is  associated  with  retroflexion,  your  patient  will 
not  be  cured.  But  in  those  rare  cases  in  which  without 
appreciable  prolapse  the  body  of  the  uterus  is  sharply  bent 
back,  is  painful  and  tender,  and  a pessary  fails  to  relieve, 
I think  that  Alexander’s  operation  is  a means  from  which,  if 
successful,  we  can  promise  a lasting  result. 

The  great  objection  to  Alexander’s  operation  is  its  risk : 
the  danger  to  life  and  the  danger  of  a long  illness,  with 
suppuration  of  the  wounds.  The  dangers  come,  in  the  first 
place,  from  the  difficulty  of  the  operation.  You  ought  not 
to  do  it  without  practising  it  on  the  dead  subject  often 
enough  to  make  you  sure  of  finding  the  ligaments.  In 
many  cases  operators  have  failed  to  find  the  ligaments,  and 
in  some  fatal  injury  has  been  inflicted  in  the  search.  Second, 
pulling  up  the  round  ligaments  involves  detaching  them 
deep  down  over  a large  part  of  their  surface,  from  the 
cellular  tissue  in  which  they  lie,  and  from  which  in  part 
they  are  supplied  with  blood.  This  detachment,  together 
with  the  tension  that  is  put  upon  them,  seems  to  lower  their 
resisting  power,  and  make  them  liable  to  inflammation.  This 
inflammation  may  lead  to  deep  suppuration,  which  may  spread 
to  the  peritoneum,  and  thus  fatal  peritonitis  follow  a week  or  so 
after  the  operation.  This  may  happen  although  the  operation 
wound  is  perfectly  healed  and  the  ligament  firm  in  its  new 
situation.  The  inflammation  may  spread  along  the  ligament 
to  the  surface,  and  the  pus  escape  by  the  operation  wounds, 
which  then  do  not  heal ; the  ligaments,  after  the  sutures  are 
removed  or  absorbed,  slip  back  into  their  old  place;  the 
operation  is  a failure ; the  wounds  heal  by  granulation  from 
the  bottom,  with  profuse  suppuration  ; and  the  patient  has  a 
febrile  illness  of  several  Aveeks’  duration.  The  net  result 
is  thus  a long  illness  and  no  benefit. 

If  these  results  are  frequent,  they  should  prevent  the 
operation.  The  operation  has  been  but  little  performed  in 
England,  and  I know  of  no  operator  except  Dr.  Alexander 
who  has  performed  it  often  enough  to  make  his  experience 
representative  of  the  average  results  in  the  hands  of  a 
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competent,  operator.  Dr.  Alexander’s  experience  shows  that 
bad  results  are,  in  such  hands,  infrequent.  It  has  been 
done  more  largely  in  America  than  in  England,  and  the 
statements  of  American  writers  would  lead  one  to  think 
that  many  unpublished  disastrous  cases  have  occurred.  There 
is  yet  another  disadvantage  attending  Alexander’s  operation, 
viz.  that  the  inguinal  canals  cannot  be  wholly  or  partly  opened 
up  without  favouring  hernia. 

Alexander’s  operation  has  to  be  compared  with  ventral 
fixation,  for  the  only  cases  in  which  it  is  beneficial  are  those 
in  which  the  same  benefit  can  be  attained  by  ventral  fixation : 
an  easier  and  safer  operation.  Alexander’s  operation  does  not 
affect  subsequent  labour ; herein  it  is  possibly  superior  to 
ventral  fixation,  but  I have  given  reasons  for  doubting  the 
importance  of  this  consideration.  At  present,  in  cases  of 
retroflexion,  causing  symptoms,  and  not  relieved  by  pes- 
saries, I advise  ventral  fixation  rather  than  Alexander’s 
operation.  But  I claim  not  finality  for  my  opinion,  and 
therefore  I proceed  to  describe  Alexander’s  operation. 

Method  of  performing  Alexander’s  operation. — In  this, 
as  in  many  operations,  different  operators  have  modified 
trifling  details.  I describe  what  I think  the  best  way  of  doing 
it.  One  assistant  is  required,  besides  the  anaesthetist,  and  the 
following  instruments : — 

Scalpel. 

Dissecting  forceps. 

Two  Wells’s  pressure  forceps. 

Half-curved  needle  ; aneurysm  needle. 

Wells’s  needle-holder. 

No.  1 catgut. 

Scissors. 

Sponges,  razor,  iodoform,  Gamgee  tissue. 

Shave  the  pubes.  Feel  the  spine  of  the  pubes,  and  cut 
parallel  with  Poupart’s  ligament  from  the  spine  to  about  an 
inch  or  two  above  and  outside  it,  the  length  of  the  cut 
depending  on  the  fatness  of  the  patient;  in  fat  patients  you 
need  a longer  incision.  Divide  the  cellular  tissue  until  you 
have  exposed  the  glistening  aponeurosis  of  the  external 
oblique.  Secure  any  bleeding  points  with  pressure  forceps. 
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You  will  see  the  fibres  of  the  aponeurosis  diverging  to  form 
the  external  ring.  Now  carefully  open  up  the  inguinal  canal 
by  cutting  through  the  aponeurosis  parallel  with  the  skin 
incision  for  about  an  inch.  Some  reddish  tissue  mixed  with 
fat  will  bulge.  This  is  the  end  of  the  ligament.  Pass  an 
aneurysm  needle  from  below  upwards  underneath  the  outer 
part  of  this  mass,  hook  it  up,  and  with  finger  and  thumb  feel 
for  the  ligament  in  the  tissues  outside  the  aneurysm  needle. 
Having  felt  this,  strip  off  with  the  finger  and  thumb  or 
the  handle  of  the  scalpel,  and  the  edge,  if  necessary,  the 
fat  and  cellular  tissue  which  surround  it.  As  soon  as  this 
has  been  completely  done,  the  ligament  can  be  pulled  out 
easily,  as  a white  cord  as  thick  as  a No.  8 bougie.  The 
identification  and  freeing  from  the  surrounding  tissues  of 
the  ligament  is  the  difficult  part  of  the  operation.  Puli 
the  ligament  up  until  you  judge  that  the  uterus  has  been 
raised  enough.  Then  with  catgut  stitch  it  into  the  inguinal 
canal,  passing  each  stitch  first  through  the  skin  and  sub- 
cutaneous fat,  then  through  the  tendinous  margin  of  the 
exposed  inguinal  canal,  next  through  the  round  ligament, 
then  through  the  opposite  wall  of  the  inguinal  canal,  and  bring 
it  out  through  the  skin.  Put  in  stitches  about  a quarter 
of  an  inch  apart,  and  thus  stitch  the  ligament  into  the  whole 
length  of  the  inguinal  canal,  that  it  may  fill  and  close  it 
Then  cut  off  the  redundant  end  of  the  ligament.  Close  with 
sutures  the  rest  of  the  skin  wound.  Do  the  same  thing  on 
the  opposite  side.  Powder  well  with  iodoform,  and  apply 
Gamgee  tissue.  Some  insert  a Hodge’s  pessary,  to  be  worn 
for  two  or  three  weeks  after  the  operation ; this  is  harm- 
less, and  a good  precaution.  Some  put  in  an  intra-uterine 
stem;  this  is  unnecessary,  and  adds  to  the  risk.  Let  the 
patient  have  a pillow  to  support  her  knees  in  a flexed 
position,  to  lessen  strain  on  the  stitches.  She  should  keep 
her  bed  for  three  weeks  after  the  operation,  by  which  time 
the  wounds  ought  to  be  healed. 

4.  Ventral  fixation. — In  retroflexion  with  descent,  in  which 
pessaries  fail,  ventral  fixation  is  the  only  treatment  that  will 
cure.  I have  described  it  in  the  preceding  chapter.  In 
retroflexion  its  immediate  result  is  satisfactory,  hut  it  may 
not  be  permanent;  and  an  incisional  hernia  may  develop. 
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But  there  is  in  my  judgment  sufficient  prospect  of  benefit 
lasting  a long  time  to  make  this  operation  worth  doing  in 
patients  whose  uterine  displacement  makes  them  chronic 
invalids.  I have  known  patients  who  have  been  invalids  for 
years  made  able  to  lead  active  lives  by  this  operation. 

5.  Adherent  retroflexion. — Sometimes  the  uterus  is  fixed 
by  peritoneal  adhesions  in  a position  of  retroflexion.  There  are 
two  classes  of  such  cases  (a)  those  in  which  there  are  also 
fixed  inflammatory  lumps  at  the  side  of  the  uterus,  and 
(b)  those  in  which  there  are  no  such  lumps,  but  by  bimanual 
examination  (which  on  account  of  tenderness  will  often  need 
anaesthesia)  you  find  only  thickening  of  pelvic  peritoneum 
without  appreciable,  or  with  only  slight,  enlargement,  of  the 
uterine  appendages. 

In  the  first  class  (a)  the  inflammatory  lumps  are  more 
important  than  the  uterine  displacement,  and  therefore 
dominate  treatment.  Pelvic  inflammations  will  be  described 
in  subsequent  chapters.  In  the  second  class  ( b ) the  dis- 
placement may  cause  persistent  pain  and  tenderness,  which 
can  be  cured  by  ventral  fixation.  If  there  be  only  chronic 
thickening,  there  is  no  collection  of  pus  or  active  inflammation, 
only  adhesions  behind  the  uterus.  Adhesions  of  the  vesico- 
uterine peritoneum  are  rare,  first,  because  inflammatory  exuda- 
tion gravitates  towards  Douglas’s  pouch  ; second,  because  the 
alternate  filling  and  emptying  of  the  bladder  prevents  the 
peritoneum  in  relation  with  it  from  getting  fixed.  When  the 
abdomen  has  been  opened  with  the  fingers,  you  can  break 
down  adhesions  between  the  uterus,  ovaries,  tubes,  and  adja- 
cent peritoneum.  If  there  is  much  thickening  of  a tube  it 
can  be  removed.  I have  known  chronic  pain  and  tenderness, 
described  by  the  patient  as  severe,  removed  by  this  operation. 
But  the  breaking-down  of  adhesions  adds  risk  to  the  opera- 
tion ; therefore  advise  it  not  without  making  sure  that  the 
patient  suffers  much,  and  that  there  is  no  other  cause  for  her 
suffering,  or  without  explaining  to  her  that  the  operation  is 
attended  with  danger. 

Liberation  of  the  uterus  without  opening  the  peri- 
toneum.— It  has  been  advised  to  break  down  adhesions  in 
these  cases  by  pushing  up  the  vagina,  under  anaesthesia, 
the  uterine  body  without  opening  the  peritoneum.  I think 
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this  bad  practice.  Ia  the  cases  ( a ) in  which  there  are  inflam- 
matory lumps  such  pressure,  if  effective,  so  that  adhesions  are 
really  broken  down,  may  cause  fatal  haemorrhage  (as  in  a 
case  reported  by  R Barnes*)  or  peritonitis  from  bursting  of 
pus  cavities.  If  there  be  merely  thickening  I do  not  believe 
it  possible  by  such  pressure  to  break  down  adhesions.  By 
pressure  the  thickened  peritoneum  may  be  pushed  up,  carrying 
the  uterus  with  it,  but  cannot  be  separated  from  the  uterus. 

Other  pathological  displacements. — Schultze  has  written 
a large  book  on  displacements,  which  has  been  translated 
into  English.  In  it  the  effects  of  inflammation  of  the  peri- 
toneum and  cellular  tissue  in  pulling  and  fixing  the  uterus  in 
different  positions  are  laboriously  described.  It  is  true,  as  I 
have  just  pointed  out,  that  if  the  uterus  be  fixed  in  a position 
of  retroflexion,  the  patient  may  have  pelvic  pain  which  she 
would  not  have  had  were  it  not  for  the  fixation  of  the  uterus 
in  an  unnatural  position.  If  the  wall  of  the  uterus  be 
thinned  by  atrophy,  as  from  old  age  or  some  wasting  disease, 
and  fixed  with  its  body  bent  back,  its  canal  may  at  the  bend 
be  obstructed,  and  pus  or  mucus  be  retained  in  the  uterine 
cavity,  f But  when  the  uterus  is  healthy  and  its  wall  of 
normal  thickness,  retention  of  blood  from  retroflexion  is 
unknown  as  a fact,  although  theorists  have  imagined  its 
occurrence.  In  these  two  ways  fixation  of  the  uterus  in  a 
position  of  retroflexion  is  important. 

Schultze  has  elaborately  described  how  inflammation 
around  the  uterus  may  lead  to  anteflexion,  anteversion,  or 
to  pulling  of  the  uterus  to  either  side  of  the  pelvis.  These 
changes,  being  a result  of  disease,  are  correctly  called 
pathological,  but  they  are  unimportant.  The  patients  in 
whom  they  occur  are,  or  have  been,  ill ; but  they  are  ill 
because  they  have  inflammation,  not  because  the  uterus  is 
pulled  this  way  or  that. 

* “ Obst.  Trans.,”  vol.  xx. 

+ I have  elsewhere  collected  instances  of  this.  See  “ Obst.  Trans.,” 
vol.  xxiv.  p.  16S. 
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CONDITIONS  RESEMBLING  PROLAPSE. 

There  are  certain  conditions  in  which  the  patient  complains 
of  something  coining  down  or  protruding  at  the  vulva,  and 
the  appearance  of  the  parts  is  like  that  of  prolapse  ; but 
prolapse,  if  present,  is  not  the  primary  condition.  These 
conditions  are,  elongation  of  the  vaginal  portion  of  the  cervix 
and  certain  tumours  of  the  vagina. 

Infra-vaginal  hypertrophy  of  cervix. — This  means  that 
the  vaginal  portion  of  the  cervix  is  longer  than  it  should 
be.  It  may  be  two  inches  long,  or  even  more.  In  other 
respects  than  its  length  it  is  healthy.  This  condition  is  a 
congenital  malformation.  I have  seen  it  in  two  sisters. 
It  is  usually  met  Avith  in  virgins.  We  know  nothing  of  its 
cause. 

Symptoms. — It  attracts  attention  usually  by  causing  pro- 
lapse. The  healthy  uterus  is  set  at  right  angles  to  the  vagina, 
and  hence  Avhen  it  is  driven  down  it  presses  against  the 
posterior  vaginal  wall,  and  does  not  slip  down  the  vaginal 
canal  and  invert  the  vagina.  But  if  the  vaginal  portion  be 
two  inches  long,  it  cannot  lie  at  right  angles  to  the  canal, 
but  lies  in  it,  parallel  to  its  walls.  Then  pressure  from 
above  drives  it  doAvn  along  the  vagina,  inverting  the  upper 
part  of  the  vagina  as  it  goes  (Fig.  65).  There  is  nothing  to 
oppose  its  progress,  and  hence  little  by  little  it  descends 
farther  and  farther,  the  structures  which  should  retain  it 
in  position  getting  more  and  more  stretched,  until  it  pro- 
trudes at  the  vulva,  and  the  patient  goes  to  a doctor  because 
her  “ Avomb  comes  doAvn.” 

The  symptoms  are  chiefly  those  of  prolapse : dragging, 
bearing-doAvn  pain,  relieved  by  lying  doAvn.  But  the  displace- 
ment of  the  parts  hinders  the  return  of  blood,  and  hence 
there  is  some  congestion  of  the  uterus,  leading  to  increased 
menstrual  floAv  and  menstrual  pain.  The  lengthened  A'agina! 
portion  plays  the  part  of  a foreign  body  in  the  vagina,  and 
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by  its  pressure  and  friction  leads  to  leucorrhoea.  This 
leucorrhcea  is  also  partly  due  to  inflammation  of  the  cervix, 
which  is  frequently  present.  If  such  a patient  should  marry, 
there  will  probably  be  dyspareunia.  Barnes  * thinks  it  a 


fig- 


cause  of  sterility,  and  so  it  may  sometimes  be,  by  hindering 
proper  intercourse,  but  there  is  no  evidence  of  its  producing 
sterility  in  any  other  way. 

Diagnosis. — You  find  a protrusion  at  the  vulva.  Push 
this  up,  so  as  to  extend  the  vagina  as  much  as  possible. 
When  you  have  done  this,  you  find  that  there  still  protrudes 
into  the  upper  part  of  the  vagina  a length  of  cervix  which 
no  upward  pressure  will  diminish ; but  that,  except  as  to 
length,  it  is  healthy. 

Treatment. — This  is  simple : to  cut  off  the  redundant  part 
in  such  a way  as  to  prevent  stenosis  of  the  cervical  canal. 
The  old  practice  was  to  put  a galvanic  ecraseur  wire  round 
the  cervix,  which  being  heated  burned  its  way  through  the 


G5. — Hypertrophy  of  infra-vaginal  cervix  ; note  that  when  pushed  up  as  far 
as  possible  the  vaginal  portion  still  occupies  the  vagina. 


Diseases  of  Women,”  p.  113,  1st  edition. 
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cervix.  This  method  protected  the  patient  from  sepsis,  but 
led  to  stenosis.  The  better  practice  is  to  use  knife  or  scissors 
and  sutures. 

Operation.— Instruments  required  : — 

Clover’s  crutch. 

Two  volselke. 

Scissors. 

Scalpel. 

Half-curved  needles. 

Needle-holder  (Fig.  66). 

No.  2 catgut. 

Sponges,  douche  tin,  etc. 

Put  the  patient  in  the  lithotomy  position.  Pull  the 
cervix  down  to  the  vulva,  so  that  the  redundant  part 


may  be  outside  it.  Ascertain  the  insertion  of  the  vagina  in 
front  and  behind  by  picking  up  the  mucous  membrane  with 
forceps,  and  noting  the  level  above  which  you  can  move 
it  freely  from  the  cervix.  Below  this  make  a superficial 
circular  cut  round  the  cervix,  to  be  a guide  to  the  level  at 
which  it  is  to  be  cut  off.  Now  split  the  cervix  on  each  side 
up  to  this  line.  Seize  each  lip  with  a separate  volsella. 
Cut  off  the  anterior  lip  by  transverse  cuts,  such  as  to 
make  the  cut  surface  gutter-shaped.  The  cut  surface 
will  bleed  freely.  Stop  the  bleeding  by  putting  stitches 
from  within  the  cervical  canal  through  the  cervix  and 
the  external  mucous  membrane,  thus  brinqino-  the  sides 
of  the  gutter  close  together,  and  compressing  the  tis- 
sues between.  Enough  stitches  will  soon  stop  bleeding. 
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Leave  the  ends  of  the  ligatures  long,  that  you  may  hold,  the 
cervix  by  them.  Having  done  this,  cut  off  the  posterior 
lip  by  similar  transverse  incisions,  and  stop  bleeding  in  the 

same  way,  by  stitching  the  mucous 
membrane  of  the  canal  to  that 
outside.  When  all  bleeding  is  se- 
curely stopped,  cut  the  ligatures 
short,  and  push  back  the  cervix 
(Fig.  67).  By  this  method  you 
surely  prevent  stenosis.  The  aspect 
of  the  cervix  afterwards  is  not 
normal,  for  the  furrows  of  the 
stitches  remain  ; but  as  the  part 
is  not  visible,  this  is  unimportant. 
Keep  the  patient  in  bed  for  a fort- 
night afterwards,  that  the  pelvic 
floor  may  recover  its  tone.  When  she  gets  up,  if  the  en- 
largement of  the  cervix  has  been  the  only  morbid  condition, 
the  symptoms  will  have  vanished,  and  will  not  return. 

Htemorrhage  may  be  prevented  by  transfixing  the  cervix 
above  the  level  at  which  you  intend  to  cut  it  off  by  a hare- 
lip pin,  and  surrounding  the  cervix  with  an  elastic  ligature 
above  the  pin.  But  this  requires  the  uterus  to  be  dragged 
farther  down  than  would  otherwise  be  needed,  thus  further 
straining  its  supporting  structures ; and  the  bleeding  without 
this  precaution  is  not  formidable. 

VAGINAL  CYSTS. 

How  found  out. — Cysts  of  the  vagina,  when  small,  give 
no  trouble,  and  are  not  found  out  until  the  patient 
is  examined  for  some  reason  not  connected  with  the 
presence  of  the  cyst.  When  they  get  larger,  they  provoke 
dragging  and  bearing-down  sensations,  and  sometimes  pro- 
trude at  the  vulva,  so  that  the  patient  notices  it,  and 
thinks  that  her  “ womb  is  coming  down.”  This  is  the 
usual  way  in  which  they  attract  attention.  The  next  most 
common  way  in  which  a vaginal  cyst  is  discovered  is  by  its 
obstructing  coitus.  A large  cyst  has  been  known  to  press 
on  the  urethra,  and  cause  pain  and  difficulty  in  micturition, 
and  even  to  obstruct  the  delivery  of  a child ; but  cysts  large 


Fig.  67.  — Diagram  of  cervix 
stitched  as  described  in  text. 
(After  Auvard.) 
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enough  to  do  this  are  very  rare.  Occasionally  vaginal  cysts 
become  inflamed  ; they  then  are  painful  and  tender,  and  may 
cause  discharge  of  pus,  which  may  be  streaked  with  blood.* 

Seat  and  characters. — Vaginal  cysts  occur  chiefly  in  the 
lower  part  of  the  canal.  They  are  generally  single,  occasion- 
ally multiple.  They  are  slightly  more  frequent  on  the 
anterior  than  on  the  posterior  wall.  The  wall  of  the  cyst  is 
sometimes  thick  and  sometimes  thin  ; hence  they  have  been 
grouped  into  “submucous,”  “interstitial,”  and  “perivaginal” 
cysts,  and  into  superficial  and  deep  cysts.  But  no  shai.*p  line 
can  be  drawn  between  these  groups,  and  these  adjectives 
help  us  not  in  diagnosis  or  treatment.  Vaginal  cysts  are 
generally  round  or  oval  in  shape,  the  long  axis  of  the  oval 
corresponding  to  that  of  the  vagina.  They  begin  to 
cause  trouble  when  they  reach  the  size  of  a Tangerine 
orange.  Their  enlargement  inuch  beyond  this  size  is  usually 
prevented  by  treatment.  The  largest  vaginal  cyst  on  record 
was  the  size  of  a foetal  head.  Very  rarely  they  become 
pedunculated.  They  may  do  so  when  the  cyst  is  large ; 
when  it  is  exposed  to  pressure  from  above,  as  in  the  case  of 
prolapse ; and  when  the  tissue  at  its  base  is  lax.  When  thin- 
walled  they  are  smooth  outside.  They  may  contain  serous, 
that  is  clear,  limpid,  yellow  fluid  ; or  viscid,  tenacious  fluid ; 
and  either  kind  of  fluid  may  be  coloured  by  the  effusion  of 
blood  into  it,  or  made  turbid  with  epithelium.  Cysts  contain- 
ing fat  (and  therefore  obviously  dermoid)  have  been  recorded. 

Clinical  history. — As  vaginal  cysts  are  seldom  found  out 
while  small,  we  know  not  how  fast  they  grow  ; probably  very 
slowly.  They  occur  at  all  ages,  but,  as  would  be  expected  of  a 
slowly-forming  thing,  they  are  more  frequent  in  middle  life ; 
that  is,  in  the  later  years  of  sexual  activity.  It  is  believed, 
on  a priori  grounds,  that  they  grow  faster  during  pregnancy. 

Origin  of  vaginal  cysts. — Vaginal  cysts  are  so  rare  that 
their  development  has  not  been  traced.  We  know  only  in 
a few  cases  how  they  are  formed.  The  opinions  held  as  to 
their  origin  are  the  following  : 

1.  Glandular  retention  cysts. — It  is  thought  that  they 
may  be  formed  out  of  vaginal  glands  by  the  opening  of  the 

* The  host  account  of  these  cysts  is  that  given  by  Rutherioord,  “ Obst. 
Trans.,”  vol.  xxxiii. 
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gland  being  stopped  up  and  its  secretion  retained.  This  view 
is  not  accepted  by  all;  some  have  failed  to  find  glands  in 
the  vagina,  and  therefore  disbelieve  in  their  existence ; they 
say  that  what  have  been  described  as  glands  in  the  vagina 
either  are  not  true  glands  or  that  they  are  pathological. 
Gland  structures  have  been  found  in  the  vagina ; whether 
they  are  true  glands  or  not  is  a question  of  verbal  definition. 
Whether  they  are  normal  or  pathological  affects  not  the 
possibility  of  cysts  being  formed  in  them.  I think  that 
this  is  the  most  probable  origin  of  thin-walled  vaginal  cysts. 

2.  The  bursal  theory. — According  to  this  theory — invented 
to  account  for  cysts  in  which  no  epithelial  lining  was  found- 
vaginal  cysts  may  be  formed  by  serous  effusion  taking  place 
into  the  connective  tissue  as  a result  of  friction ; the  effusion 
being  supposed  so  to  irritate  the  tissue  around  as  to  cause  the 
formation  of  a distinct  cyst  wall ; the  cyst  thus  being  a sort  of 
bursa.  I can  imagine  no  circumstances  in  which  the  vagina 
can  be  subject  to  pressure  or  friction  at  all  comparable  in 
degree  or  duration  to  that  suffered  by  the  external  points 
over  which  bursae  form. 

3.  The  ecchymosis  theory. — According  to  this,  vaginal 
cysts  result  from  haemorrhages  into  the  connective  tissue 
during  labour.  There  is  no  explanation  why  blood,  which 
is  in  most  cases  absorbed  without  leaving  a cyst,  should 
now  and  then  leave  a space  into  which  more  and  more  fluid 
is  gradually  poured  out.  But  this  theory  differs  from  the 
former  in  that  there  is  no  doubt  about  its  postulate,  viz.,  that 
in  labour  haemorrhage  sometimes  does  take  place  into  the 
connective  tissue  of  the  vagina. 

4.  The  lymphatic  theory,  viz.,  that  vaginal  cysts  are 
dilated  lymph  channels.  This  notion  is  based  on  the  fact 
that  within  some  vaginal  cysts  endothelium  has  been  found 
like  that  lining  lymphatic  vessels.  If  it  be  correct,  someone 
ought  to  meet  with  lymph  vessels  in  the  vagina,  varicose,  but 
not  yet  big  enough  to  assume  the  globular  shape  of  a cyst, 
I have  neither  seen  nor  read  of  such  varicose  lymphatics  in 
the  vagina. 

5.  Dilatation  of  Gartner’s  duct. — There  is  no  doubt  that 

some  vaginal  cysts  are  of  this  nature.  Gartner’s  duct  is  a 
Wolffian  duct  which  remains  after  growth  is  complete  (Fig.  68). 
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It  often  persists  in  cows  and  pigs,  and  occasionally  in  women.  * 
Skene  •]*  has  published  a case  of  a patent  Gartner  s duct 
opening  into  the  urethra.  When  it  persists  in  women  it 


Fig.  68.  —Diagram  showing  fcetal  structures  out  of  which  cysts  may  develop.  ( After 

A.  Routh.) 

ut,  Uterus;  a,  Anus;  v,  Vagina;  b,  Bladder;  ft,  Fallopian  tube;  u1,  Ureter;  u2,  Urethra; 
o.  Ovary  ; o l,  Ovarian  ligament;  k,  Tvobelt’s  tubules;  a c,  Gartner's  duct;  m s g,  Max 
Schuller's  glands  ; s d,  Skene’s  ducts  ; p,  Vertical  tubes  of  parovarium ; R l,  Round 
ligament ; B L,  Broad  ligament ; h m.  Hydatid  of  Morgagni. 


begins  as  the  horizontal  tube  of  the  parovarium  (the  remains 
of  the  Wolffian  body),  runs  in  the  broad  ligament  to  the 
uterus,  and  then  either  by  the  side  of  or  in  the  wall  of  the 
uterus  down  to  and  then  along  the  vagina.  Some  think  that 

* See  Routh,  “Obst.  Trans.,”  vol.  xxxvi. 
f Medical  Record, , May  16th,  1896. 
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Schuller’s  glands,  at  the  lower  pare  of  the  urethra,  are  the 
terminations  of  these  ducts.  Berry  Hart  holds  that  the 

hymen  is  deve- 
loped from  these 
d u ct  s . * In 
animals  mul- 
tiple vaginal 
cysts  have  been 
seen  so  arranged 
as  to  leave  no 
doubt  of  their 
formation  from 
Gartner’s  duct. 
In  a woman  a 
vaginal  cyst  has 
been  observed 
continuous  with 
one  in  the  broad 
ligament;  a con- 
dition hardly 
otherwise  ex- 
plicable than  by  formation  of  the  cyst  out  of  Gartner’s  duct. 
Vaginal  cysts  have  been  observed  containing  fluid  like  that 

of  parovarian 


VULVA 


Fig.  GO.  -Diagram  showing  ducts  of  Muller. 

Anvar d. ) 


( A fter 


I 


Fig.  70. — Diagram  showing  formation  of  uterus  and  vagina 
by  fusion  of  ducts  of  Muller.  ( After  Auvurd.) 

* “Edinb.  Obst.  Trans.,”  1895-6. 


cysts.  I there- 
fore think  that 
this  mode  of 
origin  of  some 
cysts  on  the  an- 
terior vaginal 
wall  cannot  be 
disputed.  Cysts 
on  the  posterior 
wall  cannot  be 
thus  explained  ; 
and  as  these  are 
nearly  as  nu- 
merous as  those 
on  the  anterior 
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it  is  pi’obable  that  most  vaginal  cysts  have  other  modes 
of  origin. 

6.  Closure  of  one  half  of  a double  vagina. — The  normal 
uterus  and  vagina  are  formed  by  the  fusion  of  the  two  ducts 
of  Muller  (Figs.  69,  70).  This  fusion  may  be  incomplete  ; 
one  duct  of  Muller  being  developed  into  a normal  vagina  and 
uterus,  while  the  other 
is  imperfectly  developed 
so  that  the  vagina  forms 
a closed  cavity.  If  on 
the  side  of  the  closure 
the  uterus  is  developed 
it  menstruates  into  the 
closed  vagina,  so  that 
this  becomes  full  of 
blood : unilateral  hce- 
matocolpos  (Fig.  71). 

Such  a cavity  is  thick- 
walled  and  at  the  side 
of  the  vagina,  but  more 
in  front  of  it  than 
behind ; I presume  be- 
cause the  cellular  tissue 
is  looser  in  front  of  the 

vagina  than  behind  it.  When  the  cyst  is  opened,  treacly 
blood  flows  out,  and  after  the  cavity  has  been  emptied  the 
cervix  uteri  can  be  felt  at  the  top  of  it.  These  features 
make  clear  its  nature*  It  is  reasonable  to  think  that  faulty 
development  of  Muller’s  duct  may  exist,  in  which  the  uterus 
on  the  defective  side  has  not  developed,  but  the  vagina  exists 
as  a closed  cavity.  As  no  menstruation  takes  place  into 
such  a cavity  its  contents  will  not  be  blood,  but  either 
mucous  fluid  or  pus.  The  only  reason  for  supposing  that 
such  cysts  are  formed  out  of  Muller’s  ducts  is  their  resem- 
blance to  the  cavity  of  a closed  vagina  into  which  a cervix 
opens.  Given  a single  thick-walled  cyst  in  front  of  the 
vagina,  into  which  no  cervix  uteri  opens,  it  is  probable  that 
it  is  a dilatation  either  of  Gartner’s  or  of  Muller’s  duct ; 

* For  cases  see  Cullingworth,  “American  Gynecological  Transactions,”  vol. 
xviii.,  1893 


Vulva 


Fig.  71. — Unilateral  hsematocolpos. 

Martin.) 


{After  A. 
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but  I know  no  test  by  which  to  judge  out  of  which  foetal  relic 
such  a cyst  has  been  formed. 

Symptoms  and  diagnosis. — Vaginal  cysts  by  their  bulk 
may  cause  bearing-down  sensations,  or  they  may  obstruct 
coitus,  micturition,  or  delivery.  If  inflamed,  they  may  cause 
aching  or  throbbing  pain  in  the  pelvis,  and  tenderness  on 
contact,  the  latter  symptom  being  manifested  during  sexual 
intercourse.  The  presence  of  a vaginal  cyst  is  found  out  by 
local  examination,  and  in  no  other  way. 

The  cyst  may  bulge  at  the  vaginal  orifice.  If  it  be  on  the 
anterior  wall,  it  may  look  like  a cystocele.  Distinguish  between 
the  two  by  putting  a uterine  sound  into  the  bladder,  and  turn- 
ing its  concavity  backwards.  If  the  swelling  be  a cystocele, 
you  Avill  feel  the  point  of  the  sound  immediately  under 
the  most  prominent  part  of  the  swelling.  If  it  be  a cyst, 
movement  of  the  sound  will  show  the  shape  and  position 
of  the  bladder  and  urethra  to  be  normal,  and  the  finger 
in  the  vagina  will  perceive  the  elastic  rotundity  of  the  cyst 
like  a cushion  interposed  between  the  finger  and  the  sound  in 
the  urethra.  If  the  projection  is  from  the  posterior  vaginal 
wall,  it  will  resemble  a rectocele.  Put  a forefinger  in  the 
rectum,  and  the  other  in  the  vagina.  If  the  swelling  be  a 
rectocele,  the  rectal  finger  will  enter  it.  If  a cyst,  it  will 
be  felt  between  the  two  fingers. 

A vaginal  cyst  too  high  up  to  protrude  at  the  vulva  is 
not  likely  to  be  taken  for  prolapse.  When  such  a tumour 
is  felt  the  question  will  be,  Is  it  a cyst  or  a solid  tumour, 
a sarcoma  or  fibroid  ? A fibroid  is  so  hard  that  it  can 
scarcely  be  taken  for  a cyst.  A sarcoma  may  be  elastic, 
but  is  deep  red,  purple,  black,  or  greenish  in  colour  (from 
its  vascularity  and  haemorrhages  into  its  substance).  A 
cyst  is  either  of  the  same  tint  as  the  rest  of  the  vagina, 
or,  if  its  Avail  be  thin,  of  a translucent  greyish  pink.  A 
urethral  diverticulum  might  be  taken  for  a cyst  of  the 
anterior  vaginal  wall,  but  if  you  pass  a uterine  sound  along 
the  urethra,  its  point  Avill  enter  a urethral  sac.  These  latter 
sAvellings  are  associated  Avith  urinary  symptoms,  which  will 
direct  attention  to  the  urinary  canal.  They  Avill  be  described 
in  a subsequent  chapter. 

The  treatment  of  vaginal  cysts.  — This  is  simple. 
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Pedunculated  cysts  have  been  described,  though  I have  never 
seen  one.  Such  a cyst  should  be  removed  by  transfixing  and 
tying  its  stalk,  and 
then  cutting  the  cyst 
away.  When  the  cyst 
is  sessile,  cut  away  the 
free  part  of  the  cyst, 
and  stitch  to  the  va- 
gina around  it  the  part 
of  the  cyst  wall  which 
remains  attached  (Fig.  72).  The  pressure  of  the  stitches  will 
stop  bleeding.  In  time  the  exposed  part  of  the  cyst  will  come 
to  resemble  the  rest  of  the  vaginal  mucous  membrane.  It 
is  difficult  to  dissect  out  these  cysts,  and  unnecessary. 


Fig.  75 


VAGINA 

Mode  of  stitching  after  removal  of  free 
part  of  vaginal  cyst. 


FIBROIDS  OF  THE  VAGINA. 

These  tumours  are  so  rare  that  no  one  can  describe  them 
from  adequate  personal  experience.  An  account  of  them 
must  be  based  on  collections  of  cases  in  books.  $ They  are 
commoner  on  the  anterior  than  on  the  posterior  vaginal 
wall.  They  may  be  pedunculated,  but  are  more  often  sessile, 
because  they  are  not,  as  in  the  uterus,  surrounded  by  muscular 
tissue  powerful  enough  to  force  them  out  of  their  bed  and 
towards  the  surface.  Most  are  small,  but  Simpson  * has 
reported  one  as  big  as  two  fists,  and  Hastenpfiug  -f  one  which 
filled  the  pelvis,  lifted  up  the  uterus,  and  reached  to  within 
a hand’s  breadth  of  the  umbilicus.  They  may  become 
cedematous,  or  ulcerated,  or  gangrenous;  the  latter  event 
had  begun  in  Hastenpflug’s  case.  They  are  composed  mainly 
of  white  fibrous  tissue,  with  a few  unstriped  muscular  fibres. 
A vaginal  fibroid  may  pull  down  the  vagina  and  cause 
prolapse,  as  in  a specimen  in  the  London  Hospital  museum  X 
(Fig.  73).  This  prolapse  differs  from  the  ordinary  form  in 
that  the  bladder  and  urethra  do  not  descend,  as  they  do 
when  prolapse  is  caused  by  pressure  from  above. 

* “ Contributions  to  Obstetrics  and  Gynaecology, ” p.  201.  A list  of  reported 
cases  accompanies  Simpson’s  paper, 

t Quoted  by  Pozzi.  I have  not  seen  the  original . 

J 2130.  § See  John  Phillips,  “Brit.  Med.  Journal,’’  Feb.  4,  1890. 

M 


178 


DISEASES  OF  WOMEN. 


Symptoms. — Fibroids  of  the  vagina  generally  occur  in 
middle  life.  They  usually  cause  bearing-down  and  a protru- 
sion from  the  vagina.  The  protrusion  is  either  the  fibroid  itself 
or  a slight  descent  of  the  vagina  caused  by  the  bearing-down 
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Fig.  73.— Uterus  dragged  down  by  a tumour  growing  from  the  cervix  uteri  and 
adjoining  part  of  vagina.  ( From  a specimen  in  the  London  Hospital  Museum .) 
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efforts  which  the  fibroid  produces.  If  large  enough,  a vaginal 
fibroid  may  interfere  with  micturition,  with  sexual  intercourse, 
or  with  delivery.  They  have  been  said  to  cause  leucorrhoea 
and  haemorrhage,  but  I see  not  how.  I should  take  the  asso- 
ciation of  bleeding  with  a vaginal  fibroid  as  a coincidence. 

Diagnosis.— This  is  easy,  unless  the  fibroid  has  undergone 
degeneration.  The  fibroid  is  recognised  by  its  hardness, 
roundness,  and  distinctly  circumscribed  shape.  It  cannot  be 
distinguished  from  sarcoma  until  it  has  been  removed  and 
examined  with  the  microscope.  Sarcoma  may  be  suspected 
if  the  tumour  has  grown  quickly,  and  is  dark  in  colour  from 
vascularity  and  ecchymosis.  Sarcomata  used  to  be  called 
“ recurrent  fibroids.”  If  very  oedematous,  a fibroid  might  be 
taken  for  a cyst,  an  error  removed  as  soon  as  the  swelling 
is  cut  into.  If  ulcerated,  it  might  be  thought  cancerous  ; but 
as  the  growth  is  circumscribed,  its  removal  would  be  clearly 
indicated,  and  in  removal  its  nature  would  be  ascertained. 
In  the  case  of  a large  tumour,  there  might  be  at  first 
difficulty  in  distinguishing  it  from  a uterine  polypus  that- 
had  become  adherent  to  the  vagina,  but  the  question  would 
soon  be  settled  by  breaking  down  the  adhesions.  A sub- 
peritoneal  fibroid  might  so  grow  outwards  from  the  uterus 
as  to  displace,  and  lie  in  close  relation  to,  the  vagina.  Here 
the  uterine  origin  of  the  growth  would  be  ascertained  by  its 
continuity  with  the  uterus  and  its  moving  with  that  organ. 

Treatment. — The  treatment  of  vaginal  fibroids  is  to 
remove  them.  Define  the  uterus ; define  also  the  position 
of  the  urethra  and  bladder  so  that  you  may  be  certain  of  the 
relations  of  the  tumour.  Cut  through  the  mucous  mem- 
brane over  the  most  prominent  part  of  the  tumour  along 
its  whole  length,  so  as  to  lay  open  its  capsule.  Then  seize 
the  tumour  with  a strong  volsella,  and,  aided  by  a blunt 
instrument  to  break  down  its  attachments,  drag  the  tumour 
out  of  its  bed.  The  operation  is  generally  easy  because 
the  tumour  is  accessible.  Should  the  tumour  be  so  large 
that  it  is  difficult  to  get  it  through  the  vaginal  orifice,  cut 
it  into  pieces  with  scissors.  Great  haemorrhage  in  the 
removal  of  such  tumours  is  rare.  If  it  occur,  secure  bleeding- 
points  with  forceps,  and  stop  oozing  by  plugging  the  cavity 
with  iodoform  gauze. 
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CHAPTER  XIII. 

ACUTE  GENERAL  PERITONITIS. 

Common  causes  of  peritonitis. — The  causes  of  general 
peritonitis  are  numerous,  and  are  not  limited  to  the  pelvis. 
My  business  here  is  only  with  peritonitis  which  starts  from 
the  pelvis,  or  may  be  thought  to  do  so.  Peritonitis  may  arise 
from  a wound,  from  hernia,  from  rupture  of  a viscus,  from 
perforation  of  the  stomach  or  bowel.  In  cases  in  which 
a condition  leading  to  one  of  the  above  accidents  has 
immediately  preceded  the  acute  inflammation,  it  may  be 
assumed  to  be  the  cause  of  the  inflammation.  In  many 
cases  the  clinical  history  shows  that  the  inflammation  began 
in  the  pelvis.  In  acute  peritonitis  arising  in  women  not 
known  to  have  been  previously  ill,  disease  of  the  pelvic  organs 
is  a probable  cause. 

Causes  peculiar  to  women.— The  chief  causes  of  acute 
general  peritonitis  that  are  peculiar  to  women  are  the  follow- 
ing:— (1)  Acute  septic  infection  during  delivery  or  during  an 
operation  on  the  genital  organs.  (2)  Ulceration  and  perfora- 
tion of  an  inflamed  Fallopian  tube.  (3)  Escape  of  pus  from 
the  open  end  of  a suppurated  Fallopian  tube.  (4)  Rupture  of 
an  ovarian  dermoid,  or  of  a suppurated  ovarian  cyst  of  any 
kind.  (5)  Gangrene  of  an  ovarian  cyst  from  twisting  of 
its  pedicle.  (6)  Degeneration  and  rupture  of  a sub-peritoneal 
fibroid;  sloughing  of  a fibroid,  either  sub-peritoneal*  or 
submucous. t (7)  Rupture  of  a suppurated  extra-uterine 

gestation  sac.  (8)  Retroversion  of  the  gravid  uterus,  causing 

* Lancet,  Dec.  8th,  1894. 
f “Obst.  Trans.,”  vol.  xxxii.,  1890,  p.  171. 
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peritonitis  either  directly  (the  mode  of  production  in  this 
case  being  obscure),  or  indirectly,  by  causing  retention  of 
urine,  sloughing  of  vesical  wall,  perforation  of  bladder,  and 
escape  of  urine  into  the  peritoneal  cavity. 

Symptoms  of  peritonitis.* — The  symptoms  of  general 
peritonitis  represent  the  reaction  of  the  peritoneum  against 
injury,  whether  mechanical  violence,  chemical  irritants,  or  an 
invasion  of  microbes;  and  they  are  the  same  from  whatever 
part  the  injury  comes,  whether  from  the  pelvis  or  elsewhere. 
There  is  great  prostration ; the  pulse  is  small,  quick,  and 
hard ; the  temperature  is  generally,  but  not  always,  raised ; 
the  expression  is  anxious ; there  is  great  pain  in  the 
belly,  and  on  palpation  it  is  held  rigid,  and  is  very  tender ; 
respiration  is  thoracic ; there  are  vomiting  and  constipation  ; 
sometimes  the  belly  wall  is  retracted ; occasionally  there 
is  meteorism.  The  tendency  to  death  is  by  asthenia. 

These  symptoms  are  liable  to  much  variation.  The 
nervous  supply  of  the  abdomen  is  such  that  reflex  action 
is  very  prompt.  The  abdominal  viscera  and  the  peritoneum 
are  supplied  with  nerves  from  the  solar,  cceliac,  and  other 
plexuses  within  the  belly.  To  these  plexuses  run  spinal 
nerves  from  the  lower  seven  dorsal  nerves,  which  supply  motor 
nerves  to  the  lower  intercostal  muscles,  and  to  the  muscles  of 
the  abdominal  wall;  and  sensory  nerves  to  the  abdominal  wall. 
Hence  irritation  of  the  peritoneum  promptly  produces,  as  a 
reflex  effect,  tenderness  of  the  skin  over  the  belly,  with  fixity 
of  the  abdominal  muscles  and  lower  part  of  chest.  Hence 
the  belly  is  rigid,  and  breathing  is  thoracic.  As  peritonitis 
advances,  the  muscular  coat  of  the  bowel  becomes  paralysed. 
At  the  same  time,  the  disturbance  of  the  circulation  through 
the  bowel  modifies  its  secretions,  and  its  contents  decompose 
with  evolution  of  gas.  From  these  two  causes  there  is 
meteorism.  These  symptoms  are  most  marked  when  acute 
peritonitis  comes  on  in  previously  healthy  persons  ; when  the 
peritoneum  has  been  long  irritated  they  are  less  marked. 
But  this  law  is  not  absolute.  In  some  cases  there  is  never 
meteorism,  and  the  belly  is  throughout  retracted.  We  do 
not  know  all  the  conditions  upon  which  it  depends  whether 
the  belly  is  retracted  or  distended,  whether  tenderness  is 

* See  Treves,  “Peritonitis.”  London,  1894. 
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great  or  slight.  The  pain  is  at  first  general,  and  if  the  peri- 
tonitis is  general  the  tenderness  is  over  the  whole  abdomen. 
If  the  patient  survive,  it  becomes  more  and  more  local, 
for  at  places  remote  from  the  spot  where  poison  was  intro- 
duced the  phagocytes  are  able  to  devour  it,  while  they  cannot 
cope  with  it  at  a place  where  it  is  in  great  quantity,  and 
perhaps  fresh  supplies  are  pouring  in. 

Any  irritant  to  the  peritoneum  produces  great  prostration, 
and  if  the  irritant  be  severe  enough,  the  patient  may  die 
before  peritonitis  has  been  set  up.  In  rupture  of  extra- 
uterine  gestation  with  bleeding  into  the  peritoneum,  and 
in  rupture  of  the  uterus,  there  is  greater  shock  than  is 
produced  by  bleeding  of  the  same  amount  taking  place 
externally.  Urine  and  feces  are  not  septic ; they  do  not 
poison  wounds,  but  they  are  highly  irritating  to  the  peri- 
toneum. Boiling  water  (a  sterile  fluid)  has  been  injected 
into  the  peritoneum  of  animals.  I have  read  in  the  “ Trans- 
actions of  the  Royal  Society  ” of  cases  more  than  a century 
ago  in  which  a zealous  therapeutist  tried  to  cure  ascites  by 
injecting  tincture  of  iodine  (an  antiseptic  fluid)  into  the 
peritoneum.  The  result  in  these  cases  was  death  from  shock, 
the  precise  physiology  of  which  we  do  not  understand. 

Vomiting  is  almost  always  present.  Sometimes  the 
patient  brings  up  only  a little  fluid  ; sometimes  green  stuff 
in  such  abundance  that  there  is  evidently  regurgitation 
from  the  bowel.  Although  vomiting  is  so  constant  a 
symptom,  yet  its  amount  and  frequency  are  not  important 
for  diagnosis  or  prognosis.  There  is  no  definite  relation 
between  meteorism  and  vomiting.  It  has  been  said  that 
the  great  pathological  fact  in  peritonitis  is  poisoning ; that 
the  poison  is  in  the  bowel,  and  regurgitates  into  the  stomach ; 
that  it  is  absorbed  through  the  liver  into  the  blood ; that 
therefore  the  indication  in  treatment  is  to  remove  this  poison 
by  purging  and  washing  out  the  stomach.  There  is  no  doubt 
that  in  slight  cases  some  relief  follows  either  of  these  measures. 
In  most  cases  nothing  will  make  the  bowels  act ; in  some 
there  is  diarrhoea.  Vomiting  is  less,  and  the  prognosis  is 
rather  better  when  there  is  diarrhoea.  There  is  no  proof  that 
either  purgatives  or  washing  out  the  stomach  make  much 
difference  after  general  peritonitis  has  been  set  up. 
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The  temperature  is  usually  raised,  but  fever  does  not  run 
such  a regular  course  as  to  make  it  possible  to  construct  a 
typical  temperature  chart.  Some  cases  run  their  whole  course 
without  any  elevation  of  temperature.  The  pulse  is  always 
quick  and  small ; this  is  a more  constant  feature  than  fever. 
The  tendency  to  death  is  by  asthenia ; the  pulse  getting 
quicker  and  smaller ; the  extremities  cold  ; the  face  anxious 
and  pinched.  The  mental  faculties  are  clear  to  the  last. 

Diagnosis  between  haemorrhage  and  peritonitis. — 
The  chief  difficulty  in  the  diagnosis  is  to  distinguish 
between  intra-peritoneal  haemorrhage  and  peritonitis.  In 
both  there  is  abdominal  collapse  and  a small,  quick  pulse. 
But  in  haemorrhage  the  mucous  membranes  are  blanched ; 
in  peritonitis,  not.  In  haemorrhage  the  belly  is  not  rigid  or 
tender ; in  peritonitis  it  is  both.  In  haemorrhage  respiration  is 
partly  abdominal ; in  p'eritonitis  it  is  wholly  thoracic.  In 
haemorrhage  vomiting  is  absent  or  slight ; in  peritonitis  it 
is  a marked  and  distressing  symptom. 

Diagnosis  between  peritonitis  and  abdominal  shock.— 
After  every  operation  in  which  the  belly  is  opened  there 
is  some  degree  of  shock ; slight  if  the  operation  has  been 
soon  over,  the  peritoneum  little  handled,  the  loss  of  blood 
small ; severe  if  the  operation  has  been  long,  involving  much 
manipulation  of  the  peritoneum  and  great  loss  ol  blood. 
When  shock  is  severe,  it  is  difficult  during  the  first  day  or 
two  to  distinguish  between  shock  and  peritonitis.  When  all 
the  symptoms  of  peritonitis  are  well  marked — rapidity  of  pulse, 
high  temperature,  abdominal  pain,  flatulent  distension,  persis- 
tent vomiting,  haggard,  pinched,  and  anxious  face — there  is 
little  room  for  doubt.  But,  except  the  last,  any  one  of  these 
symptoms  may  be  present  without  peritonitis.  The  tempera- 
ture may  rise  as  high  as  102°  after  an  abdominal  section  with- 
out peritonitis  being  present.  If  the  patient  has  lost  much 
blood,  the  pulse  may  be  140  or  even  more,  and  gradually 
diminish  in  frequency  at  the  end  of  a week  or  two.  Per- 
sistent vomiting  may  last  for  several  days  after  an  opera- 
tion, and  yet  the  patient  get  well.  Abdominal  pain  and 
flatulent  distension  are  the  rule,  rather  than  the  exception, 
after  the  belly  has  been  opened.  There  is  no  one  symptom 
from  which  you  can  say  that  peritonitis  is  present,  or  the 
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absence  of  which  negatives  peritonitis.  The  most  constant 
sign  is  one  recognisable  by  experience,  though  difficult  to 
define,  viz.  the  expression  of  the  face.  In  peritonitis  the 
face  looks  anxious,  pinched,  haggard.  If  the  expression  is 
cheerful,  hopeful,  contented,  placid,  the  patient  will  do  well, 
notwithstanding  some  apparently  unfavourable  symptoms. 

Treatment  of  acute  peritonitis. — There  are  two  ways 
of  treating  peritonitis:  (1)  Expectant  and  (2)  operative. 
The  aims  of  the  first  are  to  relieve  suffering,  and  to  put 
the  patient  under  conditions  favourable  to  natural  cure. 
The  aim  of  the  second  is  to  remove  the  cause  of  the  in- 
flammation. 

(1)  Expectant. — (a)  Best.  You  will  not  have  to  insist  on. 
bed,  for  the  patient  is  powerless.  But  see  that  she  is  relieved 
from  even  such  exertions  as  those  of  lifting  food  or  drink,  and 
providing  for  the  action  of  the  bladder  and  bowels.  Small  as 
these  efforts  are,  they  will  increase  pain  and  exhaust  strength. 
The  patient  should  have  everything  done  for  her,  and  even 
passive  movements  should  be  limited  as  much  as  possible. 
(6)  Counter-irritation.  By  dilating  vessels  in  one  place  we 
render  those  in  another  amemic.  This  effect  can  be  seen  when 
counter-irritation  is  used  for  an  inflamed  eye.  When  peritonitis 
is  slight  and  local,  counter-irritation  to  the  skin  of  the  belly 
will  lessen  pain,  and  presumably  inflammation.  When  the 
vdiole  peritoneum  is  inflamed  by  virulent  micro-organisms, 
it  is  absurd  to  expect  much  effect  from  reddening  the  skin. 
But  gentle  counter-irritation  will  do  no  harm,  and  such  small 
effect  as  it  has  will  be  beneficial.  Order  flannels  wrung  out 
from  hot  water  and  sprinkled  with  turpentine,  or  lin.  iodi 
painted  over  the  belly.  Some  think  that  cold  to  the  skin 
lessens  vascularity,  not  only  in  the  skin,  but  also  in  deeper 
parts.  I have  not  tried  the  icebag  for  peritonitis,  but  I have 
nothing  to  say  against  it.  (c)  Support  strength  with  food 
and  stimulants.  In  the  worst  cases  vomiting  prevents  the 
fulfilment  of  this  indication.  If  the  patient  is  sick,  it  is 
hurtful  to  pour  fluid  into  the  stomach,  for  vomiting  is 
thus  caused  which  increases  pain  and  exhausts  the  patient 
As  the  tendency  to  death  is  by  asthenia,  alcohol,  which 
dilates  the  arteries  and  thus  makes  the  work  of  the  heart 
easier,  is  clearly  indicated.  Support  strength  by  enemata  of 
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beef-tea  and  brandy,  to  which  some  opium  mav  be  added, 
e.g.  peptonised  beef-tea,  ^uj. ; brandy,  5j- ; tr.  opii,  5] s. , given 
every  six  hours.  Large  enemata,  which  will  set  up  peristaltic 
action,  should  be  avoided.  If  the  peritonitis  is  local,  the 
patient  may  be  able  to  keep  down  small  quantities  of 
nutrient  liquids.  (d)  Relieve  pain  with  opium,  given 
either  by  the  rectum  or  hypodermically,  or  in  both 
ways.  No  drug  relieves  pain  so  much  as  opium.  In  respect 
of  this  indication  the  treatment  of  peritonitis  arising  from 
disease  of  the  uterus  or  its  appendages  differs  from 
that  of  peritonitis,  of  which  the  starting-point  is  in  the 
alimentary  canal.  In  the  latter  opium  is  called  for,  not  only 
to  relieve  pain,  but  also  to  confine  the  bowels,  in  order  to 
favour  the  recovery  of  the  diseased  part  from  which  the 
peritonitis  sprang,  by  keeping  it  at  rest.  In  peritonitis  of 
genital  origin,  there  is,  as  a rule,  nothing  important  the 
matter  with  the  bowel.  If  faeces  are  allowed  to  get  big  and 
hard,  their  passage  past  the  inflamed  pelvic  peritoneum  will 
cause  pain.  Moreover,  there  is  some  ground  for  thinking 
that  by  purging  poisonous  products  may  be  eliminated, 
and  thus  the  course  of  peritonitis  be  favourably  influenced, 
Hence  in  this  kind  of  peritonitis  replace  opium  by  laxatives 
as  soon  as  you  can.  The  best  laxatives  are  salines  in  small 
doses  at  frequent  intervals  ; e.g.  mag.  sulph.,  5].  ; sodii  sulph., 
5j. ; tr.  card,  co.,  3JS. ; spt.  chlorof.  u\xx.,  aq.  ad.  $j.,  every  two 
hours  or  less  often,  according  to  the  effect  produced. 

By  treating  the  patient  on  these  lines,  you  have  done 
all  that  can  be  done  to  put  the  patient  under  favourable 
conditions,  and,  if  modern  theories  be  correct,  the  issue 
depends  upon  whether  the  patient’s  strength  will  outlast 
the  intra-peritoneal  battle  between  the  morbific  micro- 
organisms and  the  phagocytic  leucocytes. 

(2)  Operative. — The  treatment  of  acute  peritonitis  by 
operation  is  recent.*  But  it  is  the  only  treatment  that  can 
be  called  curative.  Three  things  appear  to  be  clearly  indi- 
cated. 

(a)  Remove  cause. — When  peritonitis  has  been  set  up  by 
the  entrance  of  poisonous  or  irritating  matter  from  a diseased 
part,  the  first  object  of  operative  treatment  is  either  to  remove 

* See  Lockwood,  “Medico-Chirurgical  Transactions,”  vol.  Ixxviii.  1895. 
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or  to  shut  off  this  diseased  part,  so  that  no  more  poison  may 
get  from  it  into  the  peritoneum.  If  the  peritonitis  has  come 
from  rupture  of  an  ovarian  cyst,  .a  suppurated  Fallopian 
tube,  or  a disintegrating  fibroid,  these  diseased  parts  should 
be  removed.  If  it  has  come  from  a perforation  in  the 
stomach,  bowel,  or  bladder,  the  hole  should  be  sewn  up, 
so  that  no  more  leakage  into  the  peritoneum  can  take 
place.  These  operations  are  sometimes  very  difficult,  and 
should  not  be  undertaken  by  one  who  has  had  no  training 
or  experience  in  abdominal  surgery.  Those  that  belong  to 
the  gynaecologist,  when  performed  for  some  other  reason  than 
acute  peritonitis,  I shall  describe  elsewhere. 

(6)  Cleanse  peritoneum.  — Removal  or  repair  of  the 
diseased  part  may  prevent  fresh  irritant  or  micro-organisms 
from  getting  into  the  peritoneum,  but  will  not  take  away 
what  have  already  got  there.  Wash  out  the  peritoneum,  so  as 
to  get  rid  of  the  irritant  or  the  inflammatory  effusion,  whether 
serum,  lymph,  or  pus,  which  is  swarming  with  microbes.  The 
peritoneum  is  a large  sac,  and  therefore  much  fluid  is  wanted. 
It  is  not  safe  to  use  in  the  quantity  required  a germicide 
strong  enough  to  kill  the  microbes,  for  if  so  used  it  may 
kill  the  patient  as  well  as  the  microbes.  The  safest  thing 
to  use  is  clean  water.  Water  that  has  been  boiled  is  free  from 
organisms,  but  you  cannot  get  this  in  the  requisite  quantity 
at  short  notice.  In  most  English  towns  the  chances  of  water 
from  the  tap  containing  any  noxious  ingredient  are  as  millions 
to  one ; therefore  use  this. 

(c)  Relieve  obstruction. — In  peritonitis  there  is  often  ob- 
struction of  bowels,  shown  by  copious  vomiting  of  green  or 
brown  fluid,  meteorism,  and  constipation.  The  distension  of 
the  bowels  with  gas  is  partly  due  to  paralysis  of  the  muscular 
coat  of  the  bowel,  partly  to  decomposition  of  intestinal 
contents  brought  about  by  disturbance  of  the  circulation 
through  the  bowel  coats.  The  patient  is  being  poisoned  by 
toxins  formed  in  her  alimentary  canal.  The  prognosis  in 
such  cases  very  bad.  The  extensive  manipulations  involved 
in  opening  the  belly  and  searching  for  a cause  of  obstruc- 
tion will  almost  certainly  be  fatal.  It  is  better  to  make  a 
small  incision,  stitch  to  its  margin  the  piece  of  distended 
bowel  that  presents ; then  open  the  bowel,  and  put  in  an 


AUJJTE  GENERAL  PERITONITIS. 


187 


indiarubber  drainage  tube.  The  poisonous  intestinal  products 
can  then  escape,  and  the  patient  will  have  a chance  of 
recovery.  If  she  recovers,  afterwards,  when  she  is  in  good 
condition,  the  necessary  operation  for  discovery  and  treat- 
ment of  the  seat  of  obstruction,  and  closure  of  the  artificial 
anus,  can  be  done  with  a good  prospect  of  success. 

Perforative  peritonitis. — The  class  of  cases  in  which 
operative  treatment  is  most  clearly  indicated  are  those  to 
which  this  name  may  correctly  be  applied.  When  a patient 
is  known  to  have  had  a chronic  disease,  such  as  an  inflam- 
matory lump  in  the  pelvis,  and  general  peritonitis  suddenly 
begins,  there  is  a probability  amounting  almost  to  a cer- 
tainty that  the  peritonitis  has  started  from  this  chronic 
disease.  If  the  patient  is  seen  soon  after  the  general  in- 
flammation has  begun,  there  is  a fair  possibility  of  saving 
life,  and  the  operation  should  be  done.  The  onset  of  per- 
forative peritonitis  is  marked  by  shock.  This  is  followed 
by  re-action,  so  that  at  the  end  of  twenty-four  hours  the 
patient  may  think  that  she  is  very  much  better.  If  there 
has  been  escape  of  pus  into  the  peritoneal  cavity,  this  is 
the  time  at  which  an  operation  should  be  done.  When, 
after  symptoms  of  acute  general  peritonitis,  the  patient  ap- 
pears to  improve,  think  not  that  the  improvement  is  real, 
unless  there  is  not  only  improvement  of  the  general  con- 
dition, but  also  of  the  local  symptoms  and  signs  : the  pain, 
tenderness,  and  resistance. 

Diffuse  septic  peritonitis. — If  the  inflammation  of  the 
peritoneum  is  part  of  general  blood-poisoning — as,  for  in- 
stance, in  the  puerperal  peritonitis  which  begins  in  the  first 
day  or  two  after  delivery — you  cannot  get  septic  organisms 
out  of  the  blood  by  washing  the  peritoneum.  Here  we 
should  expect,  in  the  present  state  of  our  knowledge,  opera- 
tion to  be  hopeless. 

If  the  inflammation  is  limited  to  the  pelvis,  and  there 
is  no  grave  infection,  natural  cure  will  take  place  ; that  is, 
the  poisoned  area  will  be  shut  oft'  by  adhesions,  and  infection 
of  the  whole  body  will  be  prevented.  In  such  cases  operation 
is  unnecessary. 

Cases  will  be  seen  which  it  is  hard  to  say  in  which 
class  they  ought  to  be  placed.  Experience  will  in  the 
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future  enable  us  to  define  more  closely  the  limits  within 
which  an  operation  may  be  wisely  done.  I refrain  from 
dogmatising,  because,  were  I to  do  so,  probably  before 
this  edition  is  exhausted,  experience  would  have  over- 
turned some  assertion  which  might  now  seem  near  the 
truth. 
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CHAPTER  XIV. 

PERIMETRITIS. 

What  is  perimetritis? — Perimetritis  means  pelvic  peri- 
tonitis set  up  by  disease  of  the  uterus  or  its  appendages. 
Parametritis  means  inflammation,  from  similar  causes,  of  the 
cellular  tissue.  When  inflammation  of  the  peritoneum  from 
such  a cause  has  become  general,  it  is  no  longer  called 
perimetritis,  but  peritonitis.  The  inflammation  is  then  more 
important  than  the  condition  which  caused  it.  The  pelvic 
peritoneum  may  be  involved  in  inflammation  not  starting 
from  the  uterus  or  its  appendages;  this  is  not  called  peri- 
metritis, for  the  main  disease  is  here  outside  the  pelvis,  and 
the  participation  of  the  pelvic  peritoneum  is  an  incident 
in  itself  insignificant. 

It  is  not  possible  to  draw  a sharp  line  between  peri- 
tonitis limited  to  the  pelvk  and  general  peritonitis.  Peri- 
metritis may  spread  and  become  general  peritonitis.  Acute 
general  peritonitis  may  subside  into  chronic  perimetritis. 

Early  symptoms  of  pelvic  inflammation. — When  in- 
flammation is  limited  to  the  pelvis,  in  the  first  days  of  the 
illness  we  cannot  distinguish  between  perimetritis  and  para- 
metritis. If  we  look  at  cases  in  groups,  there  is  more  pain, 
and  often  more  vomiting  and  flatulent  distension,  with  peri- 
metritis than  with  parametritis.  But  this  general  fact  does 
not  help  us  in  individual  cases,  for  in  some  cases  of 
parametritis  there  is  great  pain,  and  vomiting  and  flatulence 
may  accompany  it ; while  in  some  cases  of  perimetritis  pain 
is  not  severe,  the  belly  is  not  distended,  and  flatulence  is 
not  complained  of.  The  pain  is  in  the  lower  belly,  and  in 
either  illness  may  be  referred  to  one  side. 

Inflammation  leads  to  the  exudation  of  lymph,  which 
either  (a)  becomes  organised  into  fibrous  tissue,  or  (b)  the 
exudation  is  serous,  or  (c)  it  becomes  pus.  The  diagnosis  of 
the  seat  of  the  inflammation  cannot  be  made  until  enough 
lymph  has  been  exuded  to  form  a swelling  that  can  be  felt. 
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Then  you  diagnose  the  nature  of  the  case  from  the  position 
and  shape  of  the  swelling. 

The  symptoms  of  perimetritis. — These,  broadly  speaking, 
consist  of  fever  with  pelvic  pain.  The  disease  often  begins 
with  shivering. 

(1)  The  temperature  during  the  first  few  days  is  often 
from  103°  to  104°  F.,  or  even  higher.  If  the  patient  is  placed 
under  favourable  conditions,  and  there  is  no  persistent  cause 
keeping  up  the  inflammation,  the  temperature  soon  falls,  often 
becoming  normal  at  the  end  of  a week.  The  pulse  and  respir- 
ation are  quickened ; the  acceleration  of  the  former  is  often 
greater  than  would  be  expected  from  the  temperature ; that 
of  the  latter  is  proportionate  to  the  pulse.  If  the  cause 
persists,  the  fever  may  last  longer.  Although  fever  is  the 
rule  while  inflammation  is  going  on,  yet  absence  of  elevation 
of  temperature  does  not  negative  inflammation.  In  some 
cases  of  fatal  peritonitis,  and  in  many  suppurating  ovarian 
cysts,  there  is  no  rise  of  temperature,  but  the  pulse  is  quick. 
When  fever  is  at  first  present,  fall  of  temperature  does  not 
always  indicate  that  inflammation  has  subsided. 

(2)  There  is  pain.  In  the  first  few  days  this  is  severe. 
The  patient,  to  limit  movement  and  take  oft:'  the  pressure 
of  the  bed-clothes,  lies  with  both  knees  drawn  up.  The 
abdominal  muscles  are  contracted  ; the  belly  is  hard.  In 
inflammation  limited  to  the  pelvis  there  is  not  usually 
meteorism.  Opiates  may  at  first  be  needed.  If  the  pain  is 
only  due  to  the  peritoneal  inflammation,  in  a few  days  it  gets 
less  ; but  it  often  continues,  although  comparatively  slight,  for 
weeks  or  even  months.  The  pain  is  said  to  be  of  a burning 
character,  and  is  constant,  though  with  remissions  in  its 
severity.  As  the  case  improves  remission  of  pain  is  replaced 
by  cessation  of  pain,  the  intervals  of  freedom  from  pain 
become  longer  and  longer,  and  the  attacks  of  pain  less 
frequent  and  less  severe.  Pain  is  usually  the  last  symptom 
to  disappear.  When  the  patient  has  recovered  in  every 
respect  but  occasional  attacks  of  pain,  the  extent  to  which 
this  relic  of  the  disease  interferes  with  her  work  or  her 
pleasure  depends  upon  the  tone  of  her  nervous  system.  A 
strong  woman  will  take  no  notice  of  occasional  pelvic  aching; 
a weak  one  will  often  be  an  invalid  for  months.  Chronic  pain 
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persisting  after  all  signs  of  active  inflammation  have  dis- 
appeared has  been  thought  due  to  the  presence  of  adhesions. 
The  omentum  is  often  adherent  in  the  pelvis ; such  adhesions 
will  be  pulled  upon  in  movements  of  the  stomach  and  colon ; 
and  it  has  been  reported  that  removal  of  pain  has  followed  an 
operation  in  which  such  adhesions  were  broken  down.  Often 
patients  will  say  that  they  have  pain  which  precedes  def  eca- 
tion, and  it  is  reasonable  to  think  that  such  pain  is  due  to 
adhesions  hampering,  and  being  stretched  by,  the  peristaltic 
movement  of  the  bowels. 

(3)  At  the  onset  of  the  disease  there  is  often  vomiting, 
and  with  the  fever  there  are  the  usual  febrile  symp- 
toms of  loss  of  appetite  and  thirst.  As  the  patient  improves, 
appetite  returns,  but  relapses  of  pain  are  often  accom- 
panied with  some  failure  of  appetite.  There  is  consti- 
pation, perhaps  from  the  inflammation,  but  chiefly 
because  many  women  are  habitually  costive,  because  opium 
may  have  been  given,  and  because  the  patient  does  not 
take  as  much  food  as  usual.  Defsecation  is  painful,  be- 
cause there  is  congestion  of  the  rectal  mucous  membrane. 
There  is  generally  scalding  in  micturition  and  irritation 
of  bladder,  so  that  the  patient  has  to  pass  water  often. 
These  symptoms  may  be  troublesome  and  persistent  without 
cystitis.  The  urine  presents  the  usual  characters  of  febrile 
urine,  is  scanty,  high-coloured,  of  high  specific  gravity,  and 
deposits  urates  on  cooling. 

(4)  With  fever,  there  is  usually  some  wasting.  If  in- 
flammation continues  without  fever,  the  patient  gets  thinner, 
although  not  so  fast  as  when  fever  is  present.  Perimetritis  may 
cause  wasting  so  great  as  to  resemble  the  cachexia  of  cancer.* 

Perimetritis  subsides  gradually.  Recovery,  even  when 
speedy  and  complete,  is  often  interrupted  by  slight  relapses. 
Even  if  the  patient  have  no  recurrence  of  febrile  illness, 
she  remains  for  months  or  years  more  liable  to  pelvic  pain 
when  her  health  is  from  any  cause  depressed  than  she 
was  before. 

Diagnosis. — In  the  beginning,  the  presence  of  fever  with 
pelvic  pain  and  tenderness  is  evidence  that  there  is  some 
kind  of  pelvic  inflammation.  A more  precise  diagnosis 

* See  Griffith,  “St.  Bartholomew's  Hosp.  Rep.,”  vol.  xviii.,  1882. 
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cannot  be  made  until  enough  lymph  has  been  effused  to 
produce  an  increase  of  resistance  that  can  be  felt  by  the 
vagina.  Then  the  kind  of  inflammation  can  be  ascertained 
from  the  situation  of  this  increased  resistance.  When  the 
diagnosis  of  perimetritis  has  been  made,  it  is  not  possible 
to  go  further  so  long  as  the  belly  is  very  tender.  When 
tenderness  has  ceased  to  be  great,  the  condition  of  the  uterine 
appendages  can  be  explored,  and  information  gained  as  to  the 
cause  of  the  perimetritis. 

There  are  three  kinds  of  chronic  perimetritis,  according  to 
the  nature  of  the  exudation — adhesive,  serous,  and  purulent. 
The  commonest  kind  is  adhesive.  In  this  form  the  lymph 
becomes  organised  into  fibrous  tissue  which  binds  the  pelvic 
viscera  together.  If  the  inflammation  depend  upon  a cause 
which  has  ceased  to  be,  in  course  of  time  symptoms  dis- 
appear, the  adhesions  get  looser,  and  may  be  completely 
absorbed.  When  perimetritis  depends  upon  disease  of  the 
uterine  appendages  its  persistence  and  recurrence  depend 
upon  the  nature  of  the  morbid  change  causing  it,  which 
is  then  the  essential  feature  of  the  disease.  I shall  describe 
the  important  features  of  these  cases  in  the  chapter  on 
salpi  ngo-oophor  i ti  s. 

Serous  perimetritis. — Adhesive  perimetritis  fixes  the 
uterus  in  the  place  which  it  occupied  before  the  inflamma- 
tion, but  does  not  displace  it.  With  adhesive  perimetritis 
there  is  often  a little  exudation  of  serum  into  small  spaces 
limited  by  adhesions,  and  there  may  be  small  quantities  of 
pus  or  blood  in  such  places.  But  in  naming  the  disease  we 
take  into  account  the  morbid  change  which  preponderates. 
We  call  the  disease  serous  perimetritis  only  when  there  is  a 
large  encysted  effusion  of  serous  fluid. 

Suppurative  perimetritis. — By  a perimetric  abscess  we 
mean  a large  collection  of  pus,  not  merely  a spoonful  or 
so.  This  condition  offers  the  physical  signs  of  a tumour. 

Adhesive  perimetritis.— I postpone  for  the  present  these 
rare  cases  in  which  inflammatory  effusion,  serous  or  purulent, 
forms  a large  tumour,  and  I describe  the  common  form  of 
adhesive  perimetritis.  By  the  time  the  disease  has  lasted  a 
few  days  the  lymph  exuded  has  become  organised  into 
fibrous  tissue,  which  thickens  the  pelvic  peritoneum  and 
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makes  it  stiff,  so  that  the  uterus  becomes  fixed.  In  para- 
metritis there  is  also  effusion  of  lymph,  but  in  this  disease 
the  lymph  is  exuded  into  the  cellular  tissue.  The  diagnosis 
between  perimetritis  and  parametritis  is  made  by  the  shaps 
and  position  of  the  exudation. 

Distinction  between  perimetritis  and  parametritis. — 
1.  Perimetritis.-— Remember  the  disposition  of  the  pelvic 
peritoneum.  Behind,  it  dips  down  lower  than  the  uterus, 
forming  the  pouch  of  Douglas.  In  front,  it  only  descends 
as  far  as  the  level  of  the  os  internum,  and  then  rises  up 
over  the  bladder,  and  at  the  sides,  less  steeply,  towards  the 
lateral  pelvic  wall.  In  health,  the  outline  of  the  pelvic 
peritoneum  is  not  perceptible  to  the  touch ; you  can  prese 
up  in  front  of  and  behind  the  uterus  without  greater  resistance 
than  that  offered  by  the  tension  of  the  vagina.  But  when 
the  pelvic  peritoneum  is  thickened  by  inflammation  its  shape 
can  be  felt.  Behind,  it  can  be  felt  dipping  down  into  Douglas’s 
pouch.  In  front,  its  higher  position  and  the  interposition  of 
the  bladder  and  the  cellular  tissue  between  it  and  the  uterus 
prevent  it  from  being  felt.  At  the  sides,  you  can  feel  the 
induration  joining  the  uterus  at  about  the  level  of  the  os 
internum,  and  then  sloping  off  upwards  at  the  sides,  so  that 
you  cannot  follow  it  as  far  as  the  pelvic  wall.  The  size  of 
the  swelling  behind  the  uterus  depends  upon  the  nature  of 
the  exudation.  If  the  peritonitis  is  adhesive,  the  uterus, 
though  fixed,  is  not  displaced,  and  the  thickened  fold  of 
peritoneum  behind  and  below  it,  is  not  large  from  before 
backwards.  If  the  exudation  be  serous  or  purulent,  there  may 
be  a big  lump  displacing  the  uterus  forwards.  But  if  the 
cellular  tissue  is  not  inflamed,  you  will  find,  on  examining  by 
the  rectum,  that  the  lump  is  between  the  vagina  and  rectum. 
I have  seen  the  statement  that  perimetritis  fixes  the  uterus  to 
the  sacrum.  It  cannot  do  this,  for  the  rectum  is  between  the 
sacrum  and  the  retro-uterine  peritoneum.  When,  after  peri- 
metritis, the  uterus  is  fixed  to  the  sacrum,  there  has  been 
parametritis  as  well.  If  the  lump  be  large,  it  may  flatten 
the  rectum,  but  it  does  not  surround  it.  The  diagnosis  of 
perimetritis  rests  upon  these  anatomical  features  of  the 
exudation. 

2.  Parametritis. — The  cellular  tissue  of  the  pelvis  lies 
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below  the  peritoneum.  Most  of  it  is  at  the  sides,  where  it 
extends  down  to  the  attachment  of  the  vagina  to  the 
uterus.  There  is  a little  in  front,  between  the  uterus  and 
the  bladder ; still  less  behind,  between  the  uterus  and  vagina 
and  the  peritoneum  ; but  this  latter  is  continuous  with  a 
good  deal  of  cellular  tissue  at  the  sides  of  the  rectum. 
Hence  when  inflammatory  exudation  into  the  cellular  tissue 
forms  a lump  behind  the  uterus,  you  will  find  by  the  rectum 
that  the  swelling  surrounds  the  rectum,  forming  a fixed 
half-ring  of  tissue  continuous  to  the  touch  with  the  pelvic 
wall.  When  the  cellular  tissue  at  the  side  of  the  uterus  is 
affected,  the  lump  extends  as  low  down  as  the  vaginal 
insertion,  and  thence  seems  to  slope  off  downwards  until  it 
blends  with  the  pelvic  wall.  Inflammation  of  the  cellular 
tissue  in  front  of  the  uterus  forms  a lump  interposed  between 
the  uterus  and  bladder,  in  close  contact  with  the  vaginal  wall. 

As  an  incorrect  table  of  the  diagnostic  points  has  appeared 
in  at  least  one  text-book,  I will  attempt  a better  one. 

By  the  Vagina. 

Perimetritis.  Parametritis. 

In  Front. 

Lump  hardly  felt.  I Lump  close  down  to  vagina,  between 

uterus  and  bladder. 

At  Sides. 

Induration  felt  at  level  of  os  internum,  Induration  at  level  of  vaginal  bi- 
laterally retreating  upwards  out  of  sertion,  sloping  off  downwards, 

reach. 

By  THE  BECTUM. 

Swelling  in  front  of  rectum.  I Swelling  extending  around  rectum 

back  to  pelvic  wall. 

The  course  of  perimetritis. — This  depends  upon  its 
cause.  If  this  no  longer  exists,  the  patient  soon  gets  well. 
If  the  cause  persists,  the  patient  has  relapse  after  relapse 
so  long  as  the  cause  is  present.  In  the  great  majority  of 
cases  the  cause  is  inflammation  of  the  Fallopian  tubes. 
This  may  be  simply  catarrhal,  affecting  the  mucous  mem- 
brane only.  It  may  extend  to  the  peritoneum,  or,  what 
is  more  probably  the  cause  of  the  peritonitis,  the  products 
of  inflammation  may  escape  from  the  tube  into  the 
peritoneum,  where  they  set  up  inflammation.  In  cases  of 
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this  mild  kind,  the  peritoneal  inflammation  is  simply 
adhesive ; the  inflammation  of  the  tubal  mucous  membrane 
runs  its  course  and  ends  in  recovery,  either  without  closure 
of  the  tubes,  or  at  any  rate  without  retention  of  much  secretion 
in  them.  By  the  time  perimetritis  has  subsided  there  is  no 
longer  appreciable  disease  in  the  tubes.  Hence  these  are 
cases  in  which  perimetritis  is  the  main  and  apparently  the 
sole  morbid  condition. 

Treatment. — The  principles  of  treatment  are  the  same  as 
in  general  peritonitis ; the  differences  are  in  their  application 
and  effect.  (1)  Rest  in  bed.  While  the  illness  is  acute,  you 
have  little  need  to  urge  this.  But  when  the  patient  is  nearly 
well,  she  will  probably,  from  the  monotony  of  bed  and  anxiety 
about  her  household  duties,  want  to  get  up  before  she  ought 
to.  Insist  oil  rest  in  bed  until  the  temperature  has  been 
normal  for  a week,  and  until  the  patient  has  been  for  a week 
free  from  pain.  (2)  Laxatives.  In  perimetritis  the  disease 
causing  it  sometimes  causes  persistent  and  severe  pain,  but 
except  in  such  cases,  opium  is  seldom  required  in  perimetritis 
for  longer  than  a day  or  two.  Give  opium  no  longer  than 
you  can  help ; it  will  confine  the  bowels,  so  that  you 
will  have  the  large  intestine  full  of  scybala,  the  passage  of 
which  will  cause  the  patient  much  suffering.  As  soon  as 
you  can  leave  off  opium,  give  gentle  aperients,  so  that  the 
motions  may  be  soft.  (3)  Counter-irritation.  This  relieves 
pain  in  a better  way  than  opium,  for  it  does  so,  not  by 
lulling  the  sensory  nerves,  but  by  diverting  blood  from  the 
painful  parts.  Prescribe  small  blisters  to  the  lower  abdomen, 
a fresh  blister  being  applied  every  three  days  by  the  side  of 
a former  one.  Or  have  the  whole  lower  abdomen  painted  with 
lin.  iodi  often  enough  to  keep  it  slightly  sore,  which  will  be 
twice  a week  at  first,  afterwards  less  often.  (4)  A,s  to  alcohol. 
When  perimetritis  is  acute,  alcohol  may  make  the  patient 
feel  better,  but  in  mere  pelvic  peritonitis  asthenia  is  seldom 
so  marked  as  to  make  alcohol  necessary.  When  acute  in- 
flammation has  subsided,  you  will  generally  find  that  alcohol 
makes  the  pain  worse.  If  appetite  is  bad,  a glass  of  light 
wine  may  help  digestion ; but,  except  for  this  purpose,  forbid 
alcohol.  (5)  The  hot  douche.  The  hot  vaginal  douche,  used 
for  five  or  ten  minutes  night  and  morning,  keeps  the  vagina 
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clean  and  somewhat  relieves  pain;  I think  by  acting  as  a 
mild  counter-irritant. 

Should  an  operation  be  done  ?— Perimetritis  is  directly 
fatal  only  by  extending  and  becoming  general  peritonitis. 
So  long  as  the  inflammation  is  limited  to  the  pelvis,  it  is 
never  directly  fatal.  In  simple  acute  perimetritis  (meaning 
by  this,  peritonitis  limited  to  the  pelvis,  and  not  known  to 
be  produced  by  pre-existing  chronic  suppuration)  the 
abdomen  ought  not  to  be  opened.  We  cannot  tell,  at  an 
early  stage  of  perimetritis,  whether  it  will  end  in  complete 
recovery,  or  whether  it  is  produced  by  disease  which  will 
persist.  If  the  former,  operation  cannot  improve  the 
patient’s  prospect,  and  will  involve  danger  to  life  and  risk 
of  subsequent  disagreeable  consequences.  If  there  be  a 
condition  present  which  will  delay  recovery,  and  produce 
recurrence  of  perimetritis,  it  will  be  better  to  postpone  the 
operation  until  fever  has  subsided. 

Convalescence. — An  attack  of  perimetritis,  with  its 
pain,  anxiety,  and  confinement,  always  lowers  the  nervous 
tone  of  the  patient.  When  she  gets  up  she  feels  weak,  she 
is  more  sensitive  to  pain  than  when  she  was  well,  and 
she  will  be  anxious  as  to  her  future  health.  To  rescue  her 
from  the  danger  of  becoming  a chronic  invalid,  get  for  her, 
if  you  can,  a change  to  some  bracing  health  resort,  where 
she  can  have  ozone  and  sunshine  without  domestic  worries. 
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CHAPTER  XV. 

SEROUS  PERIMETRITIS. 

What  is  serous  perimetritis  ? — I have  said  in  the  preced- 
ing chapter  that  it  is  common  in  pelvic  peritonitis  for  little 
spaces  between  adhesions  to  contain  serous  fluid.  If  we  were 
obliged  to  use  terms  literally,  we  might  call  this  “serous 
perimetritis.”  But  in  such  cases  the  adhesions  are  the 
more  important  effect  of  inflammation ; a few  teaspoonfuls  of 
serous  fluid  are  of  no  consequence.  Such  cases  we  call 
adhesive  perimetritis.  We  mean  by  “ serous  perimetritis  ” 
cases  in  which  the  serous  fluid  effused  is  important  by  reason 
of  its  bulk. 

How  serous  perimetritis  is  produced. — We  know  nothing 
of  the  special  causes  which  produce,  in  a few  cases,  large 
exudation  of  serum,  any  more  than  we  know  why  one  pleurisy 
leads  to  adhesions  and  another  to  great  pleuritic  effusion. 
Perimetritis  from  any  cause  may  be  serous.  Abscess  of  the 
ovary  has  been  observed  to  cause  it.  The  lymph  that  is 
first  effused  becomes  organised  into  fibrous  adhesions,  and 
then  serous  fluid  is  poured  out,  filling  the  space  bounded  by 
adhesions,  and  stretching  tensely  the  parts  which  bound  it. 
Why  is  so  much  serous  fluid  poured  out  ? This  pathological 
question  is  interesting,  but  at  present  unanswerable.  The 
serous  effusion  is  not  a mechanical  transudation,  like  the 
dropsy  of  heart  disease,  for  the  collection  of  fluid  is  so  tense, 
and  so  displaces  parts,  that  in  the  later  stages  of  the  disease 
it  must  be  exuded  against  pressure.  The  transudation  of 
much  serum  probably  aids,  in  some  way,  the  struggle  of  the 
phagocytes  against  the  microbes,  but  we  know  not  how. 

Special  features  of  serous  perimetritis.— Serous  peri- 
metritis is  important  for  two  reasons  : (1)  Because  it  causes 
difficulty  in  diagnosis,  and  (2)  because  it  leads  to  pressure 
symptoms.  The  collection  of  serum  may  be  either  (a)  above 
the  pelvis  or  ( h ) in  the  pelvic  cavity.  The  accumulation 
of  serum  (a)  above  the  pelvis  more  often  leads  to  diagnostic 
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difficulties ; that  ( b ) in  the  pelvic  cavity — i.e.  in  Douglas’s 
pouch — more  often  causes  pressure  symptoms. 

Diagnosis  between  serous  perimetritis  and  ovarian 
cyst. — When  fluid  is  under  tension,  its  reacting  pressure 
tends  to  make  the  cavity  which  contains  it  round  ; for  the 
sphere  is  the  shape  which  contains  the  largest  contents 
in  the  smallest  periphery.  Hence  serous  perimetritis  forms  a 


Fig.  74. — Drawing  from  nature  of  a perimetric  effusion  in  front  of  and  above  uterus 
(By  permission  of  Dr.  W.  S.  A.  Griffith.) 


a , cavity  ; b,  bladder  ; c,  cystic  ovary ; d,  uterus  ; e,  fluid  pressing  down  between  uterus  and 
bladder ; /,  broad  ligament ; g,  ureter  ; x,  point  where  Fallopian  tube  was  adherent. 


round  fluctuating  swelling,  which  may  be  either  above  or 
behind  the  uterus,  but  is  always  close  to  it.  Now  the  most 
common  round  fluctuating  tumour  near  the  uterus  is  an 
ovarian  cyst.  Hence  serous  perimetritis  has  often  been  taken 
for  an  ovarian  cyst.  It  is  especially  likely  to  be  taken  for  an 
ovarian  cyst  if  it  is  above  the  uterus  (Fig.  74),  hut  it  may, 
when  in  the  pelvis,  be  mistaken  for  a cyst.  Operation  has 
often  been  advised,  and  the  abdomen  has  been  opened,  for 
tumours  which  proved  to  be  serous  perimetritis. 

The  points  in  diagnosis  are  these : (] ) In  serous  perimetritis 
the  formation  of  the  tumour  is  preceded  by  symptoms  of 
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inflammation — pelvic  pain  and  lever.  Small  ovarian  tumours 
cause  neither  pain  nor  fever.  (2)  The  tumour  formed  by 
serous  perimetritis  is  fixed ; a small  ovarian  tumour  is 
movable.  (3)  The  tumour  of  serous  perimetritis  is  usually 
bounded  in  front  by  coils  of  bowel  matted  by  adhesions ; 
therefore  it  is  generally  resonant  on  percussion,  while  an 
ovarian  tumour  is  dull.  Attention  to  these  points  will,  in 
most  cases,  prevent  serous  perimetritis  from  being  mistaken 
for  an  ovarian  tumour. 

Complex  cases. — But  cases  occur  in  which  it  is  impossible 
to  say  immediately  whether  a pelvic  tumour  is  ovarian  or  due 
to  serous  perimetritis.  Perimetritis  may  occur  in  a patient 
who  has  an  ovarian  tumour.  Then  the  tumour  will  be  fixed  ; 
there  will  be  a history  of  pain  and  fever ; bowel  may  become 
adherent  in  front  of  the  tumour,  or  the  contents  of  the 
tumour  may  decompose  ,and  liberate  pus,  and  the  tumour 
will  then  become  resonant  in  front.  In  such  a complex  case 
the  only  criterion  other  than  operation  is  the  effect  of  treat- 
ment. Keep  the  patient  in  bed,  and  let  the  abdomen  be  painted 
with  tr.  iodi.  If  the  tumour  is  ovarian,  no  difference  will 
be  produced ; if  it  be  serous  perimetritis,  at  the  end  of  a 
fortnight  of  this  treatment  it  will  be  softer  and  smaller. 

This  diagnostic  difficulty  is  of  some  historical  import- 
ance, for  probably  some,  at  least,  of  the  cases  recorded  by 
old  writers,  in  which  ovarian  tumours  were  thought  to  have 
been  cured  without  operation,  were  cases  of  serous  peri- 
metritis. 

Diagnosis  of  serous  perimetritis  from  hsematocele  and 
from  abscess. — A serous  effusion,  an  effusion  of  blood,  and 
a collection  of  pus  in  Douglas’s  pouch  present  the  same 
physical  signs. 

An  effusion  of  blood  into  the  peritoneum  seldom  forms  a 
tumour  so  large  and  tense  as  that  sometimes  seen  in  serous 
perimetritis ; for  in  great  intra-peritoneal  bleeding  the  blood 
lies  free  among  the  bowels,  and  does  not  form  a circumscribed 
tumour.  Intra-peritoneal  hsemorrhage  small  enough  to  be 
limited  to  the  pelvis  may  displace  the  uterus  and  form  a 
tense  tumour.  Haemorrhage  into  the  cellular  tissue  under- 
neath the  peritoneum  forms  a tumour,  having  the  characters 
of  a parametric  swelling,  not  of  an  intra-peritoneal  effusion. 
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The  diagnosis  between  a retro-uterine  intra-peritoneal  swell- 
ing containing  blood  and  one  containing  serum  is  made  by 
the  history.  Serous  perimetritis  is  preceded  by  fever  and 
pain  ; internal  haemorrhage  comes  on  suddenly  with  faintness 
and  pallor. 

An  abscess  behind  the  uterus,  whether  in  the  peritoneal 
cavity,  the  tube,  or  the  ovary,  if  large  enough  to  form  a 
tumour  like  that  of  serous  perimetritis,  can  only  be  distin- 
guished from  it  by  (a)  its  clinical  course,  which  is  that  it 
shows  no  tendency  to  absorption;  and  (b)  by  puncture. 
Abscess  behind  the  uterus  is  commoner  than  serous 
effusion. 

Coagulum  in  serous  perimetritis.  — Very  rarely  the 
serous  effusion  contains  a fibrinous  coagulum.  Then  the 
tumour  will  not  fluctuate,  but  will  feel  solid  or  nodular. 
The  possibility  of  some  tumour  other  than  an  ovarian  cyst 
may  suggest  itself.  The  diagnosis  of  this  rare  form  of  serous 
perimetritis  cannot  be  made  until  the  cavity  containing  the 
coagulum  has  been  opened. 

Pressure  symptoms. — The  tumour  of  serous  perimetritis 
is  fixed  in  the  pelvis,  and  the  fluid  is  under  tension.  It  may 
cause  (a)  protrusion  of  the  posterior  vaginal  wall  at  the  vulva, 
by  pressing  Douglas’s  pouch  down  ; ( b ) retention  of  urine,  by 
driving  the  uterus  so  forward  that  it  compresses  the  urethra ; 
(c)  painful  and  difficult  defsecation,  and  even  obstruction  of 
the  bowels,  by  its  pressure  on  the  rectum  ; ( d ) elongation  of 
the  cervix  by  stretching  over  the  front  of  the  tumour  ; and  ( e ) 
sloughing  of  parts  of  the  cervix,  vagina,  or  rectum.* 

The  course  of  serous  perimetritis. — Inflammation  which 
leads  to  large  serous  effusion  is  of  a severer  kind  than 
that  which  ends  in  adhesions ; that  is,  there  is  greater  fever, 
greater  prostration,  and  the  disease  lasts  longer.  Serous 
perimetritis  is  sometimes  fatal.  Its  termination  greatly 
depends  on  treatment.  If  pressure  symptoms  are  relieved, 
and  if,  in  relieving  them,  antiseptic  care  is  taken,  dangerous 
effects  will  be  averted.  Remember  that  the  serous  effusion 

* For  evidence  of  these  and  former  statements,  see  Williams,  “ Obst. 
Trans.,”  vol.  xxvii. ; Routh,  “Obst.  Trans.,”  vol.  xxviii. ; Griffith,  “St.  Bart. 
Hosp.  Reports,”  vols.  xvi.  and  xviii. ; Matthews  Duncan,  “ Obst.  Journal,”  1878, 
and  “On  Perimetritis  and  Parametritis”;  Doran,  “Obst.  Trans.,”  vols.  xxxi. 
and  xxxiii, 
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is' an  effect  of  the  inflammation,  and  indicates  that  the  stress 
of  the  disease  is  past  and  gone,  the  invading  microbes  have 
been  defeated,  and  the  work  of  the  organism  is  to  repair  the 
damage  they  have  done. 

Treatment  of  serous  perimetritis. — So  long  as  the 
tumour  is  not  large  enough  to  cause  pressure  symptoms, 
no  treatment  other  than  medical  is  required.  Under  such 
treatment — the  chief  thing  in  which  is  rest  in  bed — the 
serum  will  be  absorbed  and  the  tumour  disappear. 

If  pressure  symptoms  are  urgent,  the  size  of  the  tumour 
must  be  lessened  by  removing  the  fluid.  Even  if  you  are 
in  doubt  as  to  the  nature  of  the  tumour,  as  it  is  fixed  in 
Douglas’s  pouch  (and  serous  perimetritis  does  not  cause 
pressure  symptoms  unless  it  is  within  the  pelvis),  no  greater 
harm  can  be  done  by  puncturing  it  here  than  by  opening  the 
abdomen.  You  may  tap  it  with  a fine  trocar,  or  aspirate 
it.  I think  the  former  better,  because  the  strong  suction 
of  the  aspirator  more  quickly  withdraws  fluid,  and  causes 
greater  disturbance  of  the  parts.  The  advantage  of  using 
a fine  needle  is  that  there  is  less  danger  of  Avounding  a vessel 
in  inserting  it.  The  disadvantages  are:  (1)  That  the  only 
information  Avhich  either  trocar  or  aspirator  gives  is  the 
nature  of  the  fluid  inside  the  tumour ; and  (2)  that  if  the 
tumour  contains  fibrinous  coagula,  they  will  not  be  got  rid 
of.  I think  it  is  better  to  use  the  needle  only  for  diagnosis. 
To  let  out  the  fluid,  cut  through  the  posterior  vaginal  fornix 
with  scissors  to  an  extent  enough  to  admit  two  fingers, 
then  cautiously  make  a small  hole  in  the  Avail  of  the  tumour, 
and  enlarge  this  by  tearing  first  Avitli  one  finger,  then  Avith 
tAvo.  Thus  all  fluid  and  clot  can  be  withdrawn.  Then 
examine  the  interior  of  the  cavity,  empty  it,  and  either  put 
in  a drainage-tube  or  pack  the  cavity  loosely  Avith  iodoform 
gauze,  letting  the  end  of  the  gauze  hang  doAvn  in  the  vagina. 
Daily  Avasli  out  the  cavity  with  a non-poisonous  antiseptic. 
It  will  gradually  close. 

When  serous  perimetric  exudation  is  situated  above  the 
pelvis  it  does  not  cause  pressure  symptoms,  and  medical 
treatment  is  all  that  is  required  ; rest  in  bed  with  laxatives 
and  counter-irritation  if  there  be  pain. 
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PERIMETRIC  ABSCESS. 

What  is  perimetric  abscess  ? — We  do  not  apply  the  term 
perimetric  abscess  to  cases  of  perimetritis  in  which  we  suspect 
a little  pus  in  interspaces  between  adhesions.  Whenever 
suppurative  inflammation  extends  from  one  viscus  to  another, 
it  is  probable  that  a little  pus  is  present  between  peritoneal 
adhesions.  We  mean  by  an  abscess  a cavity  containing  a 
considerable  quantity  of  pus. 

Cullingworth*  in  fifty  abdominal  sections  for  recurrent 
peritonitis,  found  in  thirty  suppuration,  either  in  tubes,  or 
ovaries,  or  peritoneum,  intra-peritoneal  abscess  being  present 
in  two.  My  experience  is  that  most  inflammatory  lumps  in 
the  pelvis  get  practically  well ; that  is,  they  cease  to  cause 
symptoms,  and  get  smaller  or  disappear.  It  is  not  the  case 
that  60  per  cent,  of  them  persist  and  cause  recurrent 
inflammation.  The  inference  is,  that  pus  in  the  pelvis  may 
be  absorbed.  In  hypopyon,  the  absorption  of  pus  can  be 
seen.  In  pyiemic  suppuration  of  joints,  pus  is  sometimes 
absorbed,  and  the  use  of  the  joint  recovered.  Similar 
absorption  of  pus  may  take  place  in  the  pelvis ; but  when 
there  is  enough  pus  to  be  called  an  abscess,  the  patient  does 
not  get  well  until  the  pus  has  been  discharged. 

A perimetric  abscess  is  not  usually  a globular  cavity, 
but  one  irregular  in  shape,  having  pouches  in  many  directions. 
The  condition  begins  as  a number  of  little  collections  of 
pus  and  serum,  in  spaces  formed  by  adhesions.  These  spaces 
increase  and  coalesce,  and  thus  a big  abscess  of  irregular 
shape  is  formed.  A globular  suppurating  cavity  within  the 
peritoneum  is  usually  a suppurated  cyst.  But  an  abscess  may 
push  up  the  bowels,  and  become  globular  in  shape,  and 
closely  resemble  an  ovarian  tumour  ( see  Fig.  74).  I have 


* “ Obst.  Trans.,”  vol.  xxxiv. 
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seen  this,  and  Barnes* * * §  relates  such  a case,  in  which  the 
abscess  was  due  to  the  bursting  of  an  ovarian  cyst. 

Causes  of  perimetric  abscess. — Most  intra-peritoneal 
collections  of  pus  are  complications  of  purulent  salpingitis.! 
Although  in  most  cases  of  purulent  salpingitis  the  fimbriated 
end  of  the  tube  is  dosed,  yet  in  the  early  stage  it  is  open, 
pus  may  escape  into  the  peritoneum,  and  thus  an  intra- 
peritoneal  abscess  be  formed.  I agree  with  Pozzi,  that  many 
cases  described  as  pelvic  abscess,  cured  by  incision  and 
drainage,  were  probably  dilated  and  adherent  suppurated 
tubes.  The  next  most  common  cause  of  intra-peritoneal 
abscess  is  suppuration  of  the  ovary,  but  this  is  commonly 
produced  by  extension  of  salpingitis ; in  a few  cases  by 
infection  from  the  bowel.  Disintegration  or  sloughing  of 
uterine  fibroids  may  produce  suppuration  in  the  peritoneum 
around.  % Intra-peritoneal  abscess  may  result  by  extension 
of  inflammation  from  the  bowel.  It  is  probably  oftener  due 
to  bowel  infection  than  the  statistics  of  gynaecological  surgeons 
show,  for  in  many  such  cases  the  patient  goes  to  a general 
surgeon  and  not  to  a gynaecologist.  Intra-peritoneal  abscess 
has  been  traced  to  a suppurating  lumbar  gland.  § Lastly, 
as  intra-peritoneal  abscess  is  a disease  from  which  patients 
often  recover,  in  many  cases  the  cause  is  not  found  out. 

Diagnosis  of  perimetric  abscess. — In  the  beginning  the 
symptoms  are  those  of  perimetritis,  and  it  is  not 
possible  to  say  whether  the  inflammation  is  going  to  end 
in  adhesions  or  suppuration.  The  patient  remains  ill  for 
weeks,  pain  and  fever  do  not  subside,  tenderness  becomes 
more  local,  and  when  it  has  diminished  enough  for  bimanual 
examination  to  be  practicable,  a tumour  is  found.  An 
intra-peritoneal  abscess  can  be  distinguished  from  an  en- 
cysted intra  peritoneal  collection  of  serum  only  by  the  greater 
hectic  fever  and  wasting  which  accompany  suppuration.  A 
collection  of  pus  within  the  peritoneum  big  enough  to  distend 
the  cavity  containing  it  into  a globular  shape  (which  is  rare) 
can  only  be  distinguished  from  an  ovarian  tumour  by  its 

* “Diseases  of  Women,”  1st  edition,  p.  363, 

f See  Cullingworth,  Birmingham  Med.  Review,  1S93. 

J See  a case  by  the  author,  Lancet,  Dec.  8th,  1894. 

§ Cullingworth,  Birmingham  Med.  Review,  1893. 
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fixity,  and  its  being  accompanied  by  hectic.  * An  ovarian 
tumour  which  has  suppurated  and  become  fixed  by  peri- 
tonitis around  it  cannot  be  distinguished  from  an  abscess 
in  the  peritoneal  cavity  unless  the  abscess  be  pointing. 

Ovarian  suppuration  without  fever. — Suppurated  ovarian 
cysts  do  not  always  cause  fever.  Probably  this  is  because  the 
fever  is  due  to  a poison  produced  by  microbes,  readily  taken 
in  by  the  lymphatics  in  the  peritoneum,  but  less  easily 
absorbed  by  the  wall  of  an  ovarian  cyst.  A suppurated 
ovarian  cyst  without  fever  is  fixed,  and  commonly  produces 
pain  and  slow  wasting;  the  nature  of  the  tumour  is  generally 
doubtful  until  the  abdomen  has  been  opened. 

When  a small  intra-peritoneal  abscess  has  formed  round  a 
diseased  tube  or  ovary,  it  is  not  possible  to  diagnose  the 
situation  of  the  pus  until  the  belly  has  been  opened.  The  fact 
of  suppuration  is  inferred  from  the  persistence,  in  spite  of 
treatment,  of  pelvic  tumour,  pain,  and  fever. 

Remote  perimetritis. — The  fact  that  the  inflammation  is 
; perimetric  implies  that  adhesions  have  shut  off  the  area 
of  inflammation  from  the  rest  of  the  peritoneal  cavity.  In 
perimetritis  there  may  be  at  one  place  simply  adhesions, 
at  another  serous  exudation,  at  another  a collection  of  pus. 
A collection  of  pus  may  burst  and  empty  itself  while  another 
collection  of  pus  is  getting  larger.  Thus  inflammation  in 
the  pelvis  may  have  subsided,  while  at  another  part  of  the 
peritoneal  cavity  suppuration  is  going  on,  which  may  thus 
appear  to  be  independent  of  any  pelvic  cause,  although  it 
started  from  the  pelvis,  and  is  really  perimetric  inflammation. 
This  is  called  “remote  perimetritis.”  A knowledge  of  the 
course  of  the  illness  is  required  for  correct  diagnosis  in 
such  cases. 

Clinical  course  of  perimetric  abscess.  — When  peri- 
metritis has  gone  on  to  suppuration,  fever  and  wasting 
continue  until  the  abscess  bursts  or  is  opened,  and  the  pus 
is  discharged.  This  event  proves  that  the  swelling  was  an 
abscess,  but  the  intra-peritoneal  situation  of  the  abscess  in 
many  cases  remains  a conjecture. 

An  intra-peritoneal  abscess  may  burst  into  the  general 
peritoneal  cavity,  and  set  up  fatal  peritonitis,  but  this  is 

* See  Barnes  loc.  cit.  for  a case  illustrating  this  difficulty. 
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rare.  An  intra-peritoneal  abscess  usually  bursts  into  the 
bowel.  It  is  easy  to  understand  why ; a large  surface  of 
bowel,  with  a comparatively  thin  wall,  forms  part  of  the 
wall  of  every  perimetric  abscess.  I offer  no  estimate  of  the 
frequency  with  which  intra-peritoneal  abscesses  discharge 
into  the  bowel,  because  in  most  such  cases  the  diagnosis  is 
a conjecture.  When  there  is  a tumour  with  hectic  fever, 
and  simultaneously  the  tumour  disappears,  fever  ceases,  and 
pus  is  passed  by  the  bowel,  the  diagnosis  is  almost  certain. 
But  the  abscess  may  burst  high  up  so  that  the  pus  is  mixed 
with  faecal  matter,  and  cannot  be  recognised ; and  then, 
although  from  subsidence  of  the  tumour  and  improvement 
in  symptoms  you  conjecture  that  an  abscess  has  burst,  yet 
certainty  is  not  possible. 

When  a perimetric  abscess  has  burst  into  the  bowel,  the 
course  of  the  case  depepds  on  the  cause  of  the  suppuration. 
If  the  cause  has  ceased  to  exist,  the  abscess  will  close,  and  the 
patient  get  well.  If  the  cause  is  persistent — such,  for  instance, 
as  a suppurated  ovarian  cyst,  or  an  extra-uterine  sac  contain- 
ing bones  * — the  abscess  cavity  will  go  on  discharging 
indefinitely,  and  the  patient  may  ultimately  die  from  exhaus- 
tion, or  from  lardaceous  disease,  t 

When  an  abscess  bursts  into  the  bowel  the  pus  escapes, 
but  faeces,  as  a rule,  do  not  get  in.  This  is  because  (1)  the 
abscess  wall  is  usually  under  tension,  and  contracts  when 
the  pus  has  found  vent;  and  (2)  the  opening  is  generally 
small,  and  when  the  bowel  contracts,  the  muscle  in  its  wall 
temporarily  closes  the  opening.  Now  and  then  faecal  matter 
does  escape  into  an  abscess  cavity.  I have  known  the  pressure 
of  an  indiarubber  tube,  put  into  an  abscess  cavity  to  drain 
it,  lead  to  perforation  of  bowel  in  contact  with  the  tube,  and 
escape  of  faeces  into  the  abscess  cavity. 

It  is  often  stated  that  perimetric  abscesses  may  burst  into 
the  vagina,  the  bladder,  or  externally.  A perimetric  abscess 
may  burst  in  more  than  one  place.  Matthews  Duncan  states 
that  he  has  a preparation  of  a perimetric  abscess  opening 

* Suppuration,  from  this  cause,  although  it  cannot  clinically  be  distin- 
guished from  a perimetric  abscess,  yet  is  oftener  under  the  peritoneum,  in  the 
cellular  tissue,  than  in  the  peritoneal  cavity. 

t For  an  instance  of  the  latter,  see  “ St.  Barthol.  Hospital  Rep.,”  vol.  xvi., 
1880,  appendix,  p.  32,  case  105. 
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into  bladder  and  rectum.  * But  abscesses  bursting  elsewhere 
than  into  the  bowel  are  more  often  in  the  cellular  tissue  than 
in  the  peritoneum  ; and  in  many  of  them  it  is  not  possible  to 
say,  until  the  belly  has  been  opened,  what  the  relations  of 
the  abscess  are. 

The  pus  of  a perimetric  abscess  is  sometimes  mixed  with 
blood,  either  because  the  abscess  was  a suppurated  haematocele, 
or  from  haemorrhage  from  the  abscess  wall.  Often,  but  not 
always,  the  pus  is  offensive,  especially  if  the  abscess  is 
close  to  the  large  bowel.  No  inference  as  to  diagnosis  or 
prognosis  can  be  drawn  from  the  character  of  the  pus. 

Some  abscesses  seem  to  have  no  tendency  to  burst. 
Matthews  Duncan  states  that  he  has  opened  abscesses  which 
had  been  present  for  years,  and  showed  no  tendency  to  point. 
This  peculiarity  he  believed  to  be  one  of  perimetric  abscess 
only  ; but  he  does  not  state  upon  what  grounds  he  considered 
the  abscesses  he  mentions  to  have  been  perimetric. 

Treatment  of  perimetric  abscess. — The  treatment  (other 
than  that  common  to  all  forms  of  perimetritis)  is,  first,  to  let 
out  the  pus.  Sometimes  this  is  enough.  In  other  cases 
it  is  not ; we  must  go  further,  and  remove  the  cause  of  the 
abscess,  which  is  generally  a suppurated  tube  or  ovary.  The 
best  way  of  attaining  these  ends  depends  upon  the  position  of 
the  abscess.  It  may  be  : — 

1.  Abscess  in  Douglas’s  pouch. — If  there  is  a fixed — that 
is,  adherent — swelling  behind  the  uterus  which  we  take 
to  be  an  abscess,  matters  cannot  be  made  worse  by  opening 
it  from  the  vagina,  provided  this  be  done  with  clean  hands 
and  instruments.  (If  there  be  doubt  as  to  the  swelling 
being  an  abscess,  first  puncture  it  with  a fine  trocar  attached 
to  an  exhausting  syringe.)  Some  do  not  approve  of  this  course, 
on  the  following  grounds  : (a)  vaginal  operation  does  not 
inform  us  of  the  state  of  the  tubes  and  ovaries ; (b)  if  these 
parts  are  diseased,  they  cannot  be  perfectly  dealt  with  in 
this  way;  if,  for  instance,  the  abscess  be  caused  by  a sup- 
purated ovarian  cyst,  it  will  go  on  discharging  ; and  if  there 
should  be  more  than  one  cyst  in  the  diseased  ovary,  the  other 
cysts  will  go  on  growing.  I think  these  objections  not 
weighty,  for  the  following  reasons:  (a)  Some  suppurated 

* “ Perimetritis  and  Parametritis,”  p.  161. 
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ovarian  tumours  can  be  cured  by  vaginal  incision.  Dermoid 
cysts,  which  are  the  ovarian  tumours  most  liable  to 
suppuration,  are  generally  unilocular,  and  do  not  go 
on  growing  indefinitely.  I have  collected  evidence*  to 
show  that  when  dermoid  cysts  are  opened  and  drained  by 
the  vagina,  the  sinus  shrinks  and  the  discharge  becomes  so 
slight  that  the  patient  experiences  no  further  inconvenience. 
(6)  I have  cured  abscesses  that  I believe  were  suppurated 
tubes,  and  so  have  others,  by  opening  them  through  Douglas’s 
pouch,  although,  for  reasons  explained  above,  it  was  impossible 
to  be  sure  how  the  boundaries  of  the  pus  cavity  were  formed, 
(c)  The  removal  of  adherent  suppurating  tubes  and  ovaries  is 
a difficult  operation.  The  immediate  risk  to  life,  and  the  more 
remote  risks  of  an  incomplete  operation,  so  that  the  patient 
is  left  with  a sinus  discharging  externally,  and  of  a ventral 
hernia,  are  avoided  if  the  abscess  is  attacked  by  the  vagina. 
If  the  attempt  to  cure  b^  vaginal  incision  fail,  and  a pelvic 
tumour  persists,  abdominal  section  can  afterwards  be  done, 
and  as  the  tumour  was  adherent  before  the  vaginal  incision 
was  made,  no  difficulty  will  have  been  added  to  the  case  by 
that  incision. 

How  to  open  it. — Put  two  fingers  of  the  left  hand  into 
the  vagina.  Guided  by  them,  cut  with  a pair  of  scissors 
for  about  an  inch  and  a half  from  side  to  side  through  the 
mucous  membrane  of  the  posterior  vaginal  fornix,  about 
halfway  between  the  lowest  part  of  the  downward  bulging 
tumour  and  the  cervix  uteri.  If  the  tumour  is  an  abscess, 
the  mucous  membrane  will  be  its  toughest  covering.  Having 
cut  through  this,  try  to  push  your  fingers  on  into  the  abscess 
cavity.  If  the  tissues  are  softened,  as  they  often  are,  you  will 
do  this  easily.  If  you  cannot,  cut  carefully  on  with  scissors, 
feeling  as  you  proceed  the  thickness  and  character  of  the 
tissues  you  are  cutting  through,  and  tearing  your  way  onward 
with  the  fingers  as  soon  as  you  can  do  so,  When  you 
have  got  one  finger  info  the  abscess  cavity,  enlarge  the 
opening  by  tearing  until  you  can  get  two  fingers  in  ; explore 
the  cavity;  feel  if  there  be  any  solid  contents,  such  as 
hair  or  bones,  and  if  so,  empty  it.  Lightly  stuff  the  cavity 
with  iodoform  gauze.  Free  haemorrhage  from  an  opening 
* “ Ohst.  Trans.,”  vol.  xxvii. 
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in  Douglas’s  pouch  is  rare,  no  large  vessels  being  in  this 
situation.  If  there  should  be  more  bleeding  than  is  safe, 
stop  it  by  putting  a thick  plug  of  iodoform  gauze  into  the 
wound;  or  tie  a piece  of  string  round  the  middle  of  a 
clean  sponge  and  insert  the  sponge  astride  the  opening.  A 
free  opening  is  better  than  tapping,  because  by  the  latter 
the  cavity  can  be  neither  explored  nor  emptied.  Making 
the  opening  as  much  as  possible  by  tearing  with  the 
fingers  has  the  advantage  that  a tear  bleeds  less  than  a 
cut,  and  that  softened  tissues  tear  more  easily  than  healthy 
ones,  so  that  the  wall  of  the  pus  collection  is  more  likely 
to  give  way  to  your  fingers  than  healthy  tissue.  Therefore 
by  tearing  you  get  free  access  to  the  pus  collection  with 
less  risk  of  bleeding  and  of  wounding  what  ought  to  be 
avoided,  than  if  an  opening  of  the  same  size  were  made  with 
knife  or  scissors. 

2.  Abscess  above  Douglas’s  pouch.— The  lump  may 

be  behind  and  on  one  side  of  the  uterus,  but  higher  up  than 
Douglas’s  pouch.  Cullingworth  * has  pointed  out  that  it  is 
often  high  up  when  the  inflammation  results  from  puerperal 
infection,  because,  while  the  puerperal  uterus  is  large,  the 
ovaries  and  tubes  are  above  the  pelvic  brim;  hence,  if  in- 
flammation attack  the  pelvic  peritoneum  by  way  of  the 
Fallopian  tubes  before  the  uterus  has  sunk  into  the  pelvis, 
the  uterine  appendages  will  get  fixed  in  a higher  position 
than  that  which  they  occupy  in  the  unimpregnated  state, 
and  an  abscess  around  them  will  be  higher  up  also.  When 
the  abscess  is  thus  situated,  you  cannot  open  it  from  the 
vagina  without  risk  of  wounding  large  vessels  in  the  broad 
ligaments.  Therefore,  in  such  a case,  as  soon  as  it  is  clear 
that  under  expectant  treatment  the  patient  is  getting  worse 
instead  of  better,  surgical  treatment  is  indicated,  and  the  best 
mode  of  treatment  is  by  abdominal  section. 

3.  Abscess  above  the  pelvis. — The  abscess  may  be  above 
the  pelvis,  apparently  not  connected  with  the  .uterus.  The 
cases  which  call  for  interference  are  those  in  which  the  pus 
lies  under  the  abdominal  wall.  In  these  cases  we  have  a 
fixed  tumour,  adherent  to  the  abdominal  wall,  with  hectic 
fever  and  wasting.  It  is  generally  impossible  to  say  whether 

* “ Obst.  Trans. vol.  xxxvi. 
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such  a tumour  is  an  abscess  or  a new  growth  with  inflam- 
mation in  it  and  around  it.  If  the  patient  is  getting  worse, 
the  proper  course  is  to  explore  such  a tumour  by  cutting 
through  the  abdominal  wall  over  it.  After  the  swelling 
has  been  opened  and  found  to  be  an  abscess,  it  is  often 
impossible  to  be  sure  that  it  is  intra-peritoneal,  for  the 
adhesions  which  bound  it  shut  off  the  peritoneal  cavity  and 
cause  the  interior  wall  of  the  abscess  to  feel  like  a smooth 
continuous  membrane.  Although  the  shape  internally  of 
such  an  abscess  is  anfractuous,  yet  on  abdominal  palpation 
before  being  opened  it  may  feel  globular.  Having  opened 
it,  drain  it  by  lightly  stuffing  with  iodoform  gauze. 
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CHAPTER  XVII. 

SALPINGO-OOPHORITIS. 

In  the  previous  chapters  I have  spoken  of  the  symptoms 
and  effects  of  peritoneal  inflammation.  I have  now  to  de- 
scribe the  conditions  which  in  women  commonly  bring  it 
about,  keep  it  up,  and  cause  it  to  recur  after  it  has  been 
cured.  These  conditions  have  comparatively  recently  been 
investigated,  and  therefore  on  many  points  our  knowledge  is 
incomplete.  The  conditions  wc  have  to  deal  with  are  that 
the  ovary,  or  the  tube,  or  both,  are  inflamed  and  are  matted 
together  by  adhesions. 

The  correct  name  is  peri-salpingo-oophoritis,  which 
denotes  inflammation  of  peritoneum,  tubes,  and  ovaries. 
This  is  too  long  for  use.  As  clinically  we  know  no  salpingo- 
obphoritis  without  inflammation  of  the  adjacent  peritoneum, 
the  £I  peri  ” is  not  needed  for  any  differential  purpose,  and  may 
be  left  out. 

I shall  describe  first  the  etiology  and  morbid  anatomy 
of  salpingitis ; then  that  of  oophoritis ; and  then  salpingo- 
obphoritis  from  a clinical  point  of  view. 

Importance  of  the  causes  of  perimetritis. — Perimetritis 
is  almost  always  provoked  by  micro-organisms,  and  is  the 
process  by  which  the  peritoneum  prevents  the  microbes  from 
poisoning  the  whole  body.  The  inflammation  excited  by 
mechanical  injury,  such  as  cutting  with  a knife,  or  pushing 
the  sound  through  the  uterus,  is  local,  and  causes  no  grave 
symptoms  unless  the  agent  of  the  injury  has  been  the  bearer 
of  microbes.  In  most  cases  you  can  infer  from  the  clinical 
history  the  kind  of  organism  and  the  way  in  which  it  got 
to  the  peritoneum.  In  a few  the  organism  can  be  detected 
but  we  cannot  tell  how  it  got  where  it  was  found.  In  still 
fewer  cases  you  will  fail  to  find  the  cause. 

In  perimetritis,  the  inflammation  of  the  peritoneum 
causes  the  sj^mptoms ; the  morbid  states  which  set  up 
this  inflammation,  cause  either  no  symptoms  at  all,  or 
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symptoms  so  slight  that  they  are  overlooked.  But  the 
course  of  perimetritis  depends  entirely  upon  its  cause.  If 
the  cause  is  transient,  the  inflammatory  changes  tend  with 
time  to  bring  the  parts  nearer  and  nearer  to  a state  of  health, 
and  the  patient  in  the  end  gets  well,  and  keeps  well.  If  the 
cause  persists,  the  peritonitis  either  continues  acute,  or,  after 
it  has  become  quiescent,  recurs  time  after  time. 

Septic  poisoning. — The  most  common  cause  of  salpingo- 
oophoritis  is  what  is  called  “ septic  poisoning  ” after  delivery 
or  abortion.  I say  “ what  is  called,”  because  I think  it 
possible  that  “ septic  poisoning  ” denotes  not  one  poison  and 
one  disease,  but  that  the  term  includes  different  diseases, 
produced  by  different  organisms,  and  differing  in  their 
clinical  course.  The  best  known  of  these  is  the  streptococcus 
pyogenes ; but  bacteriologists  of  repute  think  that  under 
this  name  several  different  organisms  are  included.  At 
present  the  nature  of  the  micro-organisms  is  a question 
for  the  bacteriologist,  not  for  the  practitioner.  For  the 
latter,  the  important  point  is  that  these  diseases  are  very 
rare  after  labour  or  abortion  when  efficient  antiseptic  pre- 
cautions are  used.  The  diseases  which  lead  to  salpingo- 
oophoritis  generally  begin  comparatively  late  in  the  lying-in 
period — a week,  or  a fortnight,  or  even  later,  after  delivery. 
Septic  infection  through  the  fresh  wounds  made  in 
delivery  quickly  affects  the  whole  system,  and  leads  to 
death  before  local  inflammation  has  had  time  to  develop. 
When  by  antiseptic  precautions  at  the  time  of  labour  this 
is  prevented,  yet,  if  during  the  lying-in  there  is  any  defect 
in  the  precautions  used  to  keep  the  genital  canal  aseptic, 
septic  micro-organisms  may  get  into  it  and  excite  an  inflam- 
mation capable  of  spreading  to  the  peritoneum.  If  any  dead 
tissue  remain  in  the  genital  canal  after  delivery,  and  microbes 
get  access  to  it,  inflammation  may  be  set  up,  and  spread 
to  the  peritoneum.  Hence  I think  a puerperal  ivornan  is 
safer  who  has  antiseptic  vaginal  douches  as  long  as  the  lochia 
last.  But  if  it  is  certain  that  everything  is  normal,  and 
that  no  dead  tissue  is  retained,  they  are  unnecessary ; and 
it  is  possible  that  a person  who  does  not  understand 
surgical  cleanliness  and  accurate  measurement  may,  while 
thinking  that  she  is  destroying  germs  by  an  antiseptic 
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douche,  be  really  inoculating  them  with  a dirty  syringe. 
Therefore  I think  it  not  wise  to  prescribe  them  as  a routine 
practice  among  the  poor. 

In  the  majority  of  cases  in  which  we  can  find  a cause, 
the  disease  can  be  traced  back  to  childbirth*  In  some, 
the  patient  gives  a history  of  an  acute  illness  during  the 
lying-in  period,  and  of  chronic  pain  persisting  ever  since. 
In  others,  the  patient  has  got  up  and  believed  herself  well, 
and  within  a few  weeks  has  been  taken  ill.  Because  the 
illness  followed  delivery  it  is  inferred  that  the  tubes  became 
inflamed  during  the  lying-in,  and  that  the  acute  symptoms 
were  caused  by  the  escape  of  inflammatory  products  from 
the  end  of  the  tube,  and  consequent  extension  of  inflam- 
mation to  the  peritoneum.  Different  observers  agree  in 
estimating  that  from  one-quarter  to  one-third  of  cases  of 
salpingo-ooplioritis  arise  in  this  way. 

Septic  poisoning  from  maltreatment.  — Sometimes 
gynaecological  treatment  is  in  fault.  Endometritis,  leading 
to  salpingitis,  and  then  to  perimetritis,  may  be  produced 
by  the  sound,  the  tent,  the  curette,  f the  knife,  or  scissors  ; 
by  injections  or  by  caustics.  In  days  gone  by  it  was  often 
produced  by  intra-uterine  pessaries.  This  may  happen  in 
one  of  two  ways  : (a)  The  instrument  itself  may  be  dirty, 
and  the  direct  bearer  of  poison  ; or  ( b ) the  operation  may 
lead  to  the  retention  in  utero  of  dead  tissue  or  stagnant 
discharge,  which  offers  food  for  septic  microbes. 

The  wearing  of  an  intra-uterine  pessary  irritates  the  endo- 
metrium, and  often  causes  inflammation  which  may  extend 
to  the  peritoneum.  When  anteflexion  was  supposed  to  be  a 
disease,  many  deaths  were  caused  in  this  way. 

Tents,  used  without  antiseptic  precautions,  may  set  up 
endometritis,  and  this  may  lead  to  perimetritis.  A dirty 
tent  may  carry  micro-organisms  into  the  uterus,  and  these 
may  find  nutriment  in  the  tissues  damaged  by  being  forcibly 
expanded  by  the  tent. 

Operations  upon  the  uterus,  such  as  the  removal  of 
retained  secundines,  of  fibroids,  of  adenomata,  if  done  without 

* Martin,  “Zeit.  fur  Geb.  und  Gyn.,”  Bd.  xiii.  ; also  Bernutz  and  Goupil, 
“Diseases  of  Women,”  vol.  ii.,  and  “ Zweifel,  Arch,  fur  Gyn.,”  Bd.  xxxix. 

t See  a case  by  Pichevin,  “ Annales  de  Toe.,”  1892. 
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care  as  to  cleanliness  and  the  avoidance  of  unnecessary  injury, 
may  set  up  endometritis,  and  thus,  indirectly,  salpingo- 
oophoritis. 

Septic  micro-organisms  may  reach  the  peritoneum  from 
the  genital  canal  in  one  of  two  ways  : (1)  They  may  spread 
through  the  uterine  wall,  or  through  the  wall  ot  the  tube 
to  the  peritoneum.  The  inflammation  that  does  this  is  ot 
the  more  severe  and  rapidly  fatal  type.  (2)  They  may  cause 
inflammation  of  the  endometrium,  which  spreads  to  the  tube, 
and  thence  to  the  peritoneum,  by  direct  continuity.  This  is 
probably  the  common  way. 

Perimetritis  from  uterine  new  growths. — Cancer  of 
the  uterus  is  often  accompanied  by  endometritis.  Cancerous 
growths,  either  in  the  uterus  or  the  cellular  tissue,  sometimes 
extend  to  the  peritoneum.  Perimetritis,  produced  in  one  of 
these  ways,  is  an  almost  invariable  accompaniment  of  the 
later  stages  of  cancer.  The  fixation  of  the  uterus,  which  soon 
comes  on  in  cancer,  and  is  usually  due  to  the  growth  of 
the  cancer  into  the  cellular  tissue,  may  be  due  to  peri- 
metritis. 

Fibroids  of  the  uterus,  more  particularly  sub-peritoneal 
tumours,  may  undergo  degeneration  into  a pulpy  detritus ; 
and  at  a spot  so  degenerated  and  softened,  the  peritoneal 
covering  may  give  way,  and  the  detritus  set  up  perimetritis. 

Gonorrhoea.  — This  disease,  which  is  produced  by  an 
organism  called  the  gonococcus  of  Neisser,  sometimes  extends 
to  the  Fallopian  tubes,  and  from  them  to  the  peritoneum. 
Cases  from  this  cause  are  less  frequent  than  those  which  date 
from  delivery  or  abortion. 

When  gonorrhoea  extends  to  the  Fallopian  tubes,  it  does 
so,  as  a rule,  within  two  months.  Schmitt  * finds  that 
gonorrhoea  extends  to  the  uterus  in  about  one  case  in  five, 
and  to  the  tubes  in  about  one  case  in  twenty.  The  best 
estimate  from  statistics  f that  I can  form  of  the  frequency 
of  gonorrhoea  as  a cause  of  salpingo-oophoritis  is  that  it  is 
answerable  for  about  one-fifth  of  the  cases. 

* Mcnge,  “Zcit.  fur  Geb.  und  Gyn.,”  Bd.  xxi. ; “Arch,  fur  Gvn.,” 
Bd.  xxxv. 

t See  Martin,  “ Zeit.  fur  Geb.  und  Gyn.,”  Bd.  xiii.,  and  Yon  Rosthorn, 
“ Arch,  fur  Gyn.,”  Bd.  xxxvii. 
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The  frequency  with  which  gonorrhoea  causes  pelvic 
peritonitis  has  been  exaggerated.  One  writer  has  said  that 
gonorrhoea  in  the  male  is  never  really  cured  ; that  the  disease 
persists  in  a “ latent  ” form,  causing  no  symptoms,  but  never- 
theless capable  of  producing  disease  in  a healthy  woman.  The 
basis  of  fact  underlying  this  statement  is : (a)  That  patients 
with  gonorrhoea  sometimes  think  themselves  well  before  they 
really  are,  and  leave  off  treatment  before  the  doctor  has  told 
them  they  may  do  so;  (b)  that  in  a patient  with  stricture, 
gleet  may  continue  indefinitely ; (c)  that  people  with  gonor- 
rhoea will  not  always  admit  it,  and  therefore  its  presence 
is  often  inferred,  because  the  history  is  like  it,  although  there 
is  no  evidence  of  infection  ; (d)  a man  who  marries  soon 
after  getting  gonorrhoea  is  likely  to  be  ashamed  of  himself, 
and  antedate  the  disease.  These  cases  should  not  be  called 
“ latent  ” gonorrhoea,  but  neglected  gonorrhoea,  because  the 
patient  can  be  cured  if  he  will  be  properly  treated.  Any 
doctor  who  has  been  for  twenty  or  thirty  years  in  general 
practice  can  tell  of  many  young  men  who  have  been  under 
his  care  for  gonorrhoea,  and  have  afterwards  married,  and 
they  and  their  wives  have  remained  healthy  and  fertile. 

Tubercle.— Next  in  frequency  among  the  known  causes 
comes  tubercle.  Tubercular  disease  of  the  Fallopian  tubes 
or  ovaries  is  generally  either  secondary  to  pulmonary 
tuberculosis,  or  a part  of  general  tuberculosis  of  the  peri- 
toneum. Primary  tuberculosis  of  the  ovary  has  never  been 
observed.  But  the  observations  of  Dr.  Whitridge  Williams  * 
show  that  primary  tubercular  disease  of  the  Fallopian  tubes 
is  much  commoner  than  was  formerly  supposed.  His  estimate 
is  that  about  7 per  cent,  of  cases  of  chronic  inflammation 
of  the  Fallopian  tubes  are  due  to  tubercle.  There  is  nothing 
peculiar  in  the  symptoms  of  the  salpingitis  and  perimetritis 
produced  by  tubercle.  It  can  only  be  found  out  after  the 
tubes  have  been  removed.  In  advanced  cases  the  tubes  are 
filled  Avith  cheesy  stuff;  there  are  ulcers  in  the  mucous 
membrane,  Avith  cheesy  stuff  at  their  base,  and  tubercles 
around.  In  less  advanced  cases  there  are  miliary  tubercles 
studding  the  tube  (Fig.  75).  In  the  very  earliest  cases 
the  tube  looks  inflamed,  but  there  is  nothing  by  which  the 

* “ American  Gymecological  Trans.,”  vol.  xvii. 
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unaided  senses  can  discover  the  tubercular  nature  of  the 
disease.  This  can  only  be  ascertained  by  finding  tubercle 
bacilli  with  the  microscope.  In  the  experience  of  Dr. 
Whitridge  Williams,  these  latter  cases  are  more  frequent 
than  those  in  which  the  disease  is  so  advanced  that  it  can 
be  identified  without  the  microscope.  This  preponderance  of 
slight  cases  suggests  that  either  many  of  them  get  well, 
or  else  they  early  infect  the  lungs,  and  then  operators  are 


Fig.  75.— Tubercular  disease  of  Fallopian  lube  anil  ovary.  ( After  Cullingwortk.) 

deterred  from  removing  the  tubes.  There  is  a very  chronic 
form  in  which  there  is  a great  formation  of  fibrous  tissue 
around  the  tubercles,  and  Dr.  Williams  considers,  and  I 
think  correctly,  that  this  is  a curative  process.  Tubercular 
disease  of  the  Fallopian  tubes  occurs  at  all  ages,  but  most 
frequently  during  the  years  of  functional  activity;  that  is, 
from  twenty  to  forty.  It  does  not  cause  amenorrhoea  ; this  is 
only  present  when  there  is  advanced  phthisis  also. 

We  do  not  know  how  the  tubercular  bacilli  get  to  the 
Fallopian  tube.  It  is  supposed  that  they  may  get  in  through 
the  blood,  or  through  the  peritoneum,  or  through  the  bowel 
or  bladder,  or  by  fingers,  or  instruments,  or  linen,  or  by 
coitus.  When  we  find  many  possibilities  like  this,  some  one 
mode  is  generally  far  commoner  than  all  the  rest,  but  in 
tuberculosis  of  the  tubes  we  do  not  know  which  is  the 


common  one. 
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Chill  (?) — In  some  cases  perimetritis  occurs  in  patients 
who  have  not  been  pregnant,  who  have  had  no  symptom 
or  sign  of  gonorrhuea,  and  in  whom  everything  is  consistent 
with  virginity.  Such  cases  are  often  attributed  to  cold.  All 
modern  research  goes  to  show  that  there  is  no  such  thing 
as  the  production  of  peritonitis  by  cold.  Hence  some  apply  to 
cases  which  seem  to  have  been  produced  by  cold  the  term 
“ crypto-genetic,”  holding  that  they  are  only  cases  in  which 
the  cause  has  not  been  found  out.  But  that  catarrh  of 
a mucous  membrane  may  follow  a chill  which  is  not  counter- 
acted by  warmth  or  exercise  is  an  every-day  experience.  It 
probably  acts  by  so  lowering  the  vitality  of  the  mucous 
membrane  that  an  organism  can  affect  it  which  it  would 
in  health  have  resisted. 

Catarrh  of  the  vagina,  leading  to  temporary  leucorrhcea,  is 
common.  We  know  little  or  nothing  about  catarrh  of  the 
endometrium,  because  this  structure  is  in  a continual  state  of 
change,  and  we  do  not  know  what  these  changes  are  well 
enough  to  understand  how  catarrh  modifies  them.  A chill 
may  indirectly  inflame  the  peritoneum  by  causing  catarrh 
of  the  vagina,  uterus,  and  tubes,  which  extends  to  the 
peritoneum.  The  inflammation  of  the  endometrium  may 
spread  along  the  tubes  to  the  peritoneum,  and  set  up  peri- 
metritis. The  disease  of  the  tubes  in  these  cases  is  probably 
slight.  Perimetritis  occurring  in  the  virgin  is  usually  of  this 
kind.  It  is  the  characteristic  of  catarrhal  inflammation  that 
its  natural  course  is  to  end,  under  favourable  conditions,  in 
complete  recovery.  In  some  cases  there  is  a history  of 
inflammatory  symptoms  having  followed  checking  of  men- 
struation by  cold.  These  are  the  cases  which  best  support 
the  idea  that  salpingitis  may  be  due  to  cold.  It  has  also 
been  supposed  that  there  is  some  special  liability  to  inflam- 
mation during  menstruation,  so  that  causes  such  as  coitus, 
or  operations  on  the  genitals,  or  syringing,  practised  at  this 
time,  may  cause  inflammation.  I know  of  no  evidence  of 
this.  It  has  been  attributed  to  sexual  excess,  but  women 
liable  to  this  supposed  cause  are  generally  exposed  also  to 
infection. 

Bowel  infection.  — In  some  cases  no  cause  for  pelvic 
suppuration  can  be  found  other  than  close  adhesion  of  the 
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affected  part  to  bowel  affected  by  dysentery,  enteric  fever, 
or  inflammation  of  some  kind.  It  is  supposed  that  in  such 
cases  micro-organisms  may  have  entered  from  the  bowel  and 
produced  suppuration.  Pozzi  claims  to  have  been  the  first 
thus  to  explain  certain  cases.  The  bacterium  to  blame  in 
these  cases  is  the  bacterium  coli  commune — an  organism 
present  throughout  the  whole  alimentary  canal,  and  harm- 
less to  healthy  tissues,  but  virulent  in  tissues  which  are 
diseased. 

Developmental  faults.— Mr.  Lawson  Tait  thinks  that 
persistence  of  an  infantile  condition  of  the  uterus  causes 
inflammation  of  the  uterine  appendages.*  Freund  has 
blamed  imperfect  development  of  the  tubes.  I cannot  under- 
stand how  imperfect  development  of  the  uterus  should  make 
the  tubes  become  inflamed.  But  it  may  be  associated  with 
badly  developed  tubes  ; and  if  such  tubes  become  inflamed,  it 
is  possible  that  the  greater  tortuosity  which,  according  to 
Freund,  marks  such  tubes,  may  obstruct  the  exit  of  inflam- 
matory products,  and  thus  help  to  make  the  inflammation 
chronic. 

Exanthemata. — Mr.  Lawson  Tait  t has  seen  some  cases 
which  dated  back  to  one  of  the  exanthems — smallpox  or 
scarlet  fever — and  which  he  therefore  believed  due  to  sal- 
pingitis occurring  as  a part  of  the  febrile  disease.  Such  cases 
are  rare,  but  important,  as  I shall  show  when  I describe 
menstrual  retention.  J 

Actino-mycosis. — One  case  of  actino-mycosis  of  the  tube 
has  been  observed.  § 

Syphilis. — One  case  of  syphilitic  gumma  in  the  tube  has 
been  recorded.  ||  This  and  actino-mycosis  are  pathological 
curiosities. 

The  term  salpingo-ooplioritis  includes  inflammation  not 
only  of  the  peritoneum  and  the  Fallopian  tube,  but  of 
the  ovary.  Consider  therefore  now  the  inflammations  of 
the  ovary. 

* Brit.  Med.  Journal , April  16th,  1887. 

f Ibid. 

f For  a case  accompanying  measles,  see  Gailliaxd,  “ Nouvelle  Arch.  d’Obst. 
et  de  Gyn.,”  Suppl.,  1892. 

§ Zeemann,  “Med.  Jahrb.,”  Wien,  1883. 

||  Bouchard  and  Lepine,  Gaz.  Med.  de  Paris,  1866. 
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Chronic  oophoritis  without  fixation. — Morbid  anatomists, 
who  open  dead  bodies,  and  abdominal  surgeons,  Avho  open  the 
belly  during  life,  agree  that  they  know  nothing  of  chronic 
inflammation  of  the  ovary  not  attended  with  fixation.  Chronic 
oophoritis  without  fixation  has  nevertheless  been  thought 
to  be  one  of  the  commonest  diseases  of  women.  Those  who 
hold  this  opinion  take  ovarian  pain  to  be  a sign  of  chronic 
inflammation  ; their  opinion  is  an  inference  drawn  from  the 
signs  and  symptoms,  not  from  examination  of  the  ovaries. 
I have  discussed  this  question  in  Chapter  VIII. 

Oophoritis  with  fixation. — Two  kinds  of  oophoritis  occur 
with  chronic  inflammation  of  the  tubes  and  pelvic  peritoneum : 
peri-oophoritis  and  abscess  of  the  ovary. 

Peri-oophoritis. — This  means  inflammation  of  the  peri- 
toneum around  the  ovary,  leading  to  exudation  of  lymph 
around  and  over  the  ovary.  This  lymph  becomes  organised 
into  false  membranes  covering  the  ovary,  and  adhesions 
binding  it  to  neighbouring  parts — to  tube,  uterus,  bowel, 
and  parietal  peritoneum  ; sometimes  to  the  opposite  tube  and 
ovary.  It  has  been  said  that  the  inflammation  spreads  to 
the  ovary,  attacks  it  from  without  inwards,  and  becomes 
chronic.  The  consequences  attributed  to  such  disease  are  * 
that  the  ovary  becomes  enlarged  and  more  rounded,  first  from 
hyperseinia,  then  from  organisation  of  exuded  leucocytes. 
The  tunica  albuginea  gets  thickened,  and  its  surface  puckered, 
grooved,  and  fissured.  When  the  morbid  condition  has  lasted 
long,  there  is  overgrowth  of  connective  tissue  in  the  ovarian 
parenchyma.  The  Graafian  vesicles  have  lost  their  epithe- 
lium, their  basement  membrane,  and  their  rounded  shape, 
and  are  surrounded  with  a narrow  zone  of  infiltration  of 
round  cells,  so  that  the  follicles  have  almost  entirely 
disappeared.  The  destruction  of  the  follicles  is  a late 
change ; they  long  retain  their  normal  condition.  The 
vessel  walls  are  thickened  from  peri-arteritis.  This  change 
resembles  what  is  seen  in  old  age.  According  to  Nagel, 
this  morbid  change  may  go  on  till  the  ovary  is  as  big  as 
a goose’s  egg,  and  its  surface  is  like  a mulberry.  He  thinks 
that  the  fissures  on  the  surface  of  the  ovary  may  lead  to 
cysts.  The  sides  of  a fissure  adhere  near  the  surface,  and 

* See  Nagel,  “ Arch,  fur  Gryn.,”  lid.  xxxi. 
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then  we  have  below  the  adhesions  a cavity  lined  with  germ 
epithelium  ; this  may  become  a cyst. 

These  changes  have  been  described  by  competent  and 
accurate  observers.  We  know  not  in  what  proportion  of 
cases  peri-oophoritis  extends  to  the  substance  of  the  ovary, 
and  produces  these  changes ; nor  know  we  upon  what  such 
extension  depends.  We  have  no  evidence  that  such  chronic 
inflammation  of  the  ovary  adds  to  the  symptoms,  or  modifies 
the  course,  of  the  perimetritis  upon  which  it  depends. 

ACUTE  INFLAMMATION  OF  THE  OVARIES. 

Two  forms  of  acute  oophoritis  have  been  described.* 

1.  Parenchymatous  or  follicular. 

2.  Interstitial. 

In  severe  cases  both  forms  exist  together. 

1.  Parenchymatous  or  follicular. — The  morbid  changes, 
when  slight,  can  only  be  detected  by  the  microscope.  The 
contents  of  the  follicles  become  first  turbid,  then  purulent. 
The  epithelium  lining  the  follicle  undergoes  first  cloudy 
swelling,  then  granular  degeneration.  The  ovum  becomes 
opaque,  and  the  germinal  vesicle  disappears.  This  disease 
does  not  produce  swelling  of  the  ovary  that  can  be  appre- 
ciated clinically. 

This  disease  has  been  found  after  death  from  the  acute 
exanthemata,  cholera,  relapsing  fever,  and  septicaemia,  from 
poisoning  with  arsenic  or  phosphorus.  In  blood  poisoning 
rapid  destruction  of  epithelial  elements  is  liable  to  occur  in 
the  abdominal  glandular  organs,  so  that  follicular  oophoritis 
is  an  example  of  a general  pathological  fact.  It  has  no  special 
symptoms,  and  cannot  be  diagnosed. 

It  has  only  a hypothetical  importance.  It  has  been  said 
that  it  may  cause  peritonitis  ; that  by  destroying  ovarian 
follicles  it  may  lead  to  sterility  ; that  cases  occur  of  persistent 
ovarian  pain  following  the  exanthemata  ; and  that  these  are 
due  to  acute  oophoritis  occurring  in  the  acute  stage  of  the 

* Tho  account  I give  is,  like  those  given  in  every  text-book,  based  on  a 
paper  by  Slaviansky  (“Arch,  fiir  Gyn.,”  Bd.  iii.,  S.  183).  Slaviansky’s  account 
is  a general  description.  1 1 c gives  no  detailed  facts,  no  statement  of  the  number 
of  observations  on  which  his  conclusions  arc  based,  uor  descriptions  of  tha 
organs  in  any  particular  case. 
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exanthem.  I know  not  of  any  case  in  which  acute  folli- 
cular oophoritis  has  caused  peritonitis,  nor  of  any  evidence 
that  sterility  is  more  frequent  in  women  who  have  suffered 
from  any  of  the  exanthemata ; nor  of  any  anatomical  evidence 
that  ovarian  pain  following  an  acute  exanthem  depends  upon 
chronic  follicular  oophoritis. 

2.  Interstitial  oophoritis. — Three  forms  or  degrees  are 
described.  (a)  Serous;  in  which  the  ovary  is  large,  soft, 
cedematous  ; its  cut  surface  glistening  and  moist.  (b)  Sup- 
purative or  Haemorrhagic ; in  which  there  are  yellow  lines 
of  suppuration  running  from  the  hilus ; or,  in  a more  ad- 
vanced stage,  small  abscesses ; or  capillary  lifemorrhages  are 
scattered  through  its  tissue,  (c)  Necrotic.  In  these,  the 
worst  and  most  acute  cases,  the  whole  organ  is  broken 
down  into  a pulp,  its  structure  being  no  longer  recognisable. 
In  the  severe  forms  the  follicles  are  affected  as  well  as  the 
interstitial  tissue. 

Between  the  slighter  forms  of  inflammation  (<x)  and  changes 
supposed  to  result  from  them,  on  the  one  hand,  and  physio- 
logical changes  on  the  other,  it  is  very  difficult  to  draw 
the  line.  ITypersemia,  slight  haemorrhage,  atrophy  of  follicles, 
thickening  of  the  tunica  albuginea,  puckering  of  the  surface, 
are  all  of  them  consequences  of  the  natural  ripening  and 
bursting  of  follicles. 

The  two  latter  forms  (6)  (c)  are  consequences  of  septicaemia 
or  pyaemia ; and  when  patients  have  died  rapidly  from  one 
of  these  diseases,  and  the  ovary  has  been  found  swollen  and 
vascular,  it  has  been  supposed  that  an  early  stage  of  inter- 
stitial oophoritis  was  present. 

In  puerperal  septicaemia,  oophoritis  with  suppuration  is 
frequent.  Olshausen,  out  of  twenty-seven  cases  of  puerperal 
septicaemia,  found  disease  of  the  ovary  in  thirteen.  The 
inflammation  is  generally  bilateral,  but  more  advanced  on 
one  side.  Only  in  a minority  of  cases  is  the  ovary  enlarged 
enough  to  be  felt.  In  such  cases  the  abscess  in  the  ovary 
is  only  one  of  the  results  of  the  infection  of  the  circulation  by 
virulent  microbes.  It  is  seldom  diagnosed,  and  if  it  were, 
the  removal  of  the  suppurated  ovary  would  make  little 
difference  in  the  patient’s  condition. 

Acute  puerperal  abscess  of  the  ovary. — Many  such  cases 
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( have  been  described  in  old  books,  in  which  the  diagnosis 
was  made  on  clinical  grounds ; they  are  simply  pelvic 
abscesses  with  nothing  to  show  their  place  of  origin,  but 
suspected  to  have  begun  in  the  ovary.  But  abscess  of  the 
ovary  may  be  a part  of  parametritis,  the  inflammation 
spreading  along  the  broad  ligament  to  the  hilus  of  the 
ovary.*  It  may  arise  by  extension  of  inflammation  from  a 
suppurated  tube,  t Ovarian  cysts,  especially  dermoids,  are 
prone  to  suppurate  and  rapidly  enlarge,  as  a result  of  bruising 
during  delivery.  Most  cases  of  suppurated  ovaries  following 
delivery,  and  not  associated  with  general  septic  infection, 
are  in  my  opinion  suppurated  cysts.  All  that  I have  seen 
were  suppurated  cysts.  Such  a suppurated  ovary  can  only 
be  clinically  diagnosed  as  a perimetric  abscess.  Its  diagnosis 
and  treatment  will  be  found  in  Chapter  XVI. 

Clinical  aspect  of  salpingo-oophoritis. — Oophoritis — 
meaning  by  this  inflammatory  changes  so  marked  as  to 
be  indubitable — is  always  associated  either  with  pelvic 
peritonitis  or  pelvic  cellulitis,  and  often  with  inflammation 
of  the  tubes.  Distension  of  the  tubes  is  always  associated 
with  perimetritis,  for  it  cannot  occur  unless  the  orifice  of 
the  tube  is  closed.  The  most  common  condition  is  that 
in  which  all  the  parts  (tube,  ovary,  and  peritoneum)  are 
affected — the  condition  described  by  the  term  “ inflam /na- 
tion of  the  uterine  appendages’’  or  “ salpingo-oophoritis.” 

An  anatomical  classification  of  the  cases  included  under 
this  head  is  impracticable  and  useless.  We  must  make  a 
classification  which  will  be  clinical,  practicable,  and  useful. 

Inflammation  of  the  tubes  without  peritonitis. — We 
know  nothing  about  the  symptoms,  if  an}'-,  which  are  caused 
by  inflammation  affecting  the  Fallopian  tubes,  but  not  the 
peritoneum.  Those  who  have  investigated  the  condition 
of  the  Fallopian  tubes  in  the  dead  body  tell  us  that  catarrh 
ot  the  tube,  indicated  by  congestion  of  the  mucous  mem- 
brane and  the  presence  of  a little  serous  fluid  in  the  tube, 
is  common ; and  no  one  has  yet  described  any  symptoms 
of  pelvic  disease  in  such  patients.  Acute  suppurative 

* See  Lewers,  “ Obst.  Trans.,”  vol.  xxx.,  and  Targett,  “ Obst.  Trans.,” 
vol.  xxxvii. 

t See  Oullingworth,  “ Obst.  Trans.,”  vol.  xxxvi. 
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Fig.  76  — Diagram  illustrating  salpingitis ; right  tube 
thickened  and  closed.  ( After  Martin.) 


salpingitis,  leading  to  peritonitis,  has  never  yet  been  diagnosed 
until  the  peritonitis  had  begun. 

Salpingo-oophoritis. — When  inflammation  of  the  tube 
has  extended  to  the  peritoneum,  lymph  is  thrown  out 

, which  becomes 

organised  into 

o 

adhesions  which 
bind  together 
the  tube,  ovary, 
and  adjacent  pe- 
ritoneum ; and 
these  parts  form 
a lump,  the  com- 
ponent parts  of 
which  cannot  be 
distinguished 
without  opening 
the  abdomen. 
By  the  time  we  can  be  sure  that  salpingo-oophoritis  is 
present,  the  ovaries  and  tubes  are  matted  together  by  in- 
flammatory exudation  around  them  (Figs.  76,  77,  78).  A 

classification  to 
be  useful  must 
be  practicable. 
Therefore  I 
adopt  a classi- 
fication of  these 
cases  according 
to  their  clinical 
features.  In- 
flammation of 
the  tube  may 
be  of  three 
kinds:  (1) 

Simple  catar- 
rhal inflamma- 
tion ; (2)  Inflammation  with  thickening ; (3)  Inflammation 
with  dilatation,  according  to  the  predominant  change. 

1.  Catarrhal  salpingitis.  By  this  I mean  an  inflammation 
due  to  a transient  cause.  If  this  cause  is  an  organism. 


Fig.  77.  — Diagram  illustrating  salpingitis ; right  tube 
thickened,  dilated,  lengthened,  tortuous,  adherent  to 
ovary  and  pelvic  wall ; left  tube  thickened  and  adherent 
to  ovary.  ( After  Martin.) 
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it  is  one  which  soon  perishes.  The  inflammation  it  produces 
subsides  without  leading  to  suppuration,  thickening,  dila- 
tation, or  closure  of  the  tube,  and  is  probably  limited 
to  the  mucous  membrane.  The  pelvic  peritonitis  is  of  short 
duration,  and  ends  in  complete  recovery.  If  there  be  such 
a thing  as  salpingitis  and  peritonitis  from  the  checking  of 
menstruation,  it  is  of  this  kind. 

2.  Salpingitis  with  thickening. — The  second  group  of 
eases  comprises  those  in  which  the  inflammation  persists  long 
and  recurs,  pro- 
ducing great 
thickening  of 
the  tube,  but 
not  great  dilata- 
t i o n . These 
cases  resemble 
in  the  beginning 
catarrhal  inflam- 
mation of  the 
tube.  But  mere 
catarrh  of  the 
tube,  if  properly 
treated,  is  not 
persistent.  This  disease  in  the  tube  is  frequently  associated 
with  disease  in  the  ovary,  and  always  with  adhesions.  The 
tubes  are  thickened.  The  thickening  may  affect  (a)  the 
fibro-muscular  wall ; ( b ) the  mucous  membrane. 

(a)  This  has  been  given  the  name  of  'pachysalpingitis. 
Another  name  is  myo-salpingitis  productiva.  The  wall  may 
be  at  some  places  half  an  inch  thick.  This  thickening  is 
due  to  fibrous  tissue,  which  is  organised  inflammatory  exuda- 
tion between  the  muscular  bundles.  The  tube  is  tortuous, 
and  fixed  by  adhesions  in  its  contorted,  position.  Its  canal 
is  often  dilated,  and  at  the  bends  it  may  be  obstructed,  so 
that  saccular  dilatations  may  be  present  in  it,  and  its  wall  is 
rigid.  But  although  the  canal  may  be  larger  than  normal,  yet 
the  size  of  the  tumour  formed  by  the  diseased  tube  is 
principally  due  to  the  thickening  of  the  wall.  It  contains 
fluid,  but  is  not  distended  with  fluid.  Doran  says : “ An 
almost  purely  interstitial  salpingitis,  where  the  tube  is  thick, 


Fig.  78. — Diagram  illustrating  salpingitis ; both  tubes 
thickened,  closed,  tortuous,  adherent  to  one  another,  to 
uterus  and  to  pelvic  ’.vail.  ( After  Martin.) 
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hard,  yet  unobstructed,  certainly  exists,  and  so  little  is  the 
mucous  membrane  involved  that  the  disease  may  be  con- 
sidered as  primary.”  * 

( b ) There  are  changes  in  the  mucous  membrane,  which 
is  overgrown,  thickened,  oedematous,  injected  so  as  to  be 
purple  in  colour,  and  ecchymosed,  or,  it  may  be,  slate-coloured. 
I have  seen  calcareous  plates  and  nodules  in  the  mucous 
membrane.  On  microscopical  examination,  it  is  found 
to  be  infiltrated  with  leucocytes.  The  recesses  between 
the  folds  are  in  some  cases  so  large  and  multiple  as  to 
suggest  that  there  has  been  overgrowth  of  gland  tissue. 
Mr.  Bland  Sutton  regards  the  folded  lining  membrane  of 
the  healthy  tube  as  really  glandular.  The  process  is  like  the 
formation  of  an  erosion  in  the  cervix.  In  some  cases  the 
glandular  follicles  penetrate  nearly  the  whole  thickness  of  the 
tube.  Adjoining  folds  may  adhere  together  so  as  to  shut  off 
the  recess  between  them  into  a closed  sac,  and  from  this 
change  the  tube  comes  to  have  an  alveolar  appearance,  the 
alveoli  being  lined  with  columnar  epithelium.  These  changes 
in  the  mucous  membrane  when  present  exist  in  varying 
degree.  Cases  in  which  they  are  well  marked  have  been 
given  the  distinguishing  name  of  “follicular  salpingitis 
But  we  know  of  no  essential  difference  between  cases  in 
which  such  overgrowth  of  mucous  membrane  is  con- 
spicuous and  those  in  which  it  is  not ; the  difference  is  one 
of  degree  only. 

The  ovary  is  generally  enlarged,  the  increase  in  size  being 
due  to  overgrowth  of  its  fibrous  stroma,  and  to  its  being 
covered  by  layers  of  organised  inflammatory  exudation. 

3.  Inflammation  with  dilatation. — The  third  group  of 
cases  comprises  those  in  which  the  tumour  formed  by  the 
diseased  appendages  is  mainly  due  to  a distinct  cavity  or 
cavities  containing  serous  fluid  pus  or  blood.  These  are 
called  by  the  morbid  anatomist,  hydro-salpinx,  pyo-salpinx, 
and  hsemato-salpinx,  respectively ; but  clinically  they  must  be 
grouped  together  under  the  name  of  cystic  salpingo-oopkoritis. 
Another  name  is  sacto-salpingitis.  The  compound  name  is 
better  because  in  the  present  state  of  our  knowledge  there 
is  no  way  of  ascertaining,  short  of  opening  the  abdomen, 

* “ Obst.  Trans.,”  vol.  xxxi.  p.  354. 
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whether  the  tube  or  ovary  forms  the  cyst.  Even  after  the 
abdomen  has  been  opened,  and  the  parts  taken  out,  it  is  some- 
times impossible  to  say  what  were  the  parts  forming  the  wall 
of  the  suppurating  cavity ; the  tube  and  ovary  are  so  matted 
together  by  adhesions  and  altered  by  inflammation.  This 
being  so,  there  is  no 
advantage  in  affect- 
ing a refinement  of 
diagnosis  that  we 
cannot  pretend  to 
at  the  bedside. 

Pyo  - salpinx. — 

Pyo-salpinx  is  the 
most  important  of 
these  conditions,  be- 
cause it  may  kill  by 
setting  up  general 
peritonitis.  It  is  a 
result  of  purulent 
salpingitis.  The 
tubes  may  become 
closed  in  two  ways  : 

(1)  by  peritoneal  ad- 
hesions forming 
around  the  fimbri- 
ated end ; (2)  by 
swelling  of  the  sub- 
mucous tissue  bulg- 
ing over  and  closing'  Fig.  79.— Large  pyo-salpinx.  (After  Cullingwortk.) 

in  the  fimbriae* 

In  all  cases  of  inflammation  of  the  tube  the  canal  is 
probably  closed  for  a time  by  swelling  of  the  mucous 
membrane,  just  as  the  nose  gets  stuffed  up  in  catarrh.  But 
when  the  swelling  subsides,  the  tube  may  become  open  again. 

The  dilatation  of  the  tube  into  a cyst  is  the  final  stage 
of  salpingitis.  The  tumour  formed  by  a dilated  tube  is 
seldom  larger  than  a pear,  although  now  and  then  larger 
tumours  are  seen.  I have  seen  a pyo-salpinx  reaching  to  the 
umbilicus  (Fig.  79).  As  the  distended  tube  enlarges,  it  opens 

* See  Doran,  “ Obst.  Trans.,”  vol.  xxxi. 
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up  the  meso-salpinx,  so  that  it  comes  to  be  nearer  the  ovary 
than  normal,  and  is  generally  adherent  to  it.  The  tube  is 
commonly  contorted,  winding  round  the  upper  and  back  part 
of  the  ovary,  so  as  to  be  retort-  or  pear-shaped,  the  outer  part 
of  the  tube  being  the  more  dilated.  A dilated  tube  is  often 
constricted  by  adhesive  bands,  so  that  its  cavity  is  divided 
into  two  or  more  compartments.  The  wall  is  generally 
thickened,  but  at  one  or  more  spots  it  may  be  thinned,  thus 
causing  danger  of  rupture.  The  thinning  is  not  always 
due  to  tension,  but  may  be  due  to  ulceration,* * * §  and 
this  ulceration  may  take  place  at  a part  where  the 
tube  is  not  dilated,  and  may  perforate  and  cause  death. 
The  mucous  membrane  is  injected,  and  shows  the  appear- 
ances of  chronic  inflammation,  as  described  under  pachy- 
salpingitis, except  that  when  the  tube  contains  pus,  the 
inflammation  being  more  severe  the  mucous  membrane  is 
infiltrated  with  leucocytes. 

What  may  be  called  a cold  abscess  of  the  tube  is  some- 
times seen ; that  is,  a tube  full  of  inspissated  pus,  but 
presenting  no  sign  of  acute  inflammation. 

Hydro-salpinx  is  due  to  inflammation  of  less  severity 
than  that  which  produces  pyo-salpinx.  The  tube  is  generally 
thinned,  so  that  its  wall  gets  translucent.  The  adhesions 
which  fix  it  are  generally  thin  and  few  (Figs.  80,  81). 
Clinically  it  resembles  a small  ovarian  cyst,  but  is  attended 
with  more  pain.  Most  operations  for  the  removal  of 

hydro-salpinx  are  done  under  the  belief  that  a small 
ovarian  cyst  is  present.  Such  specimens  require  careful 
examination  to  distinguish  them  from  tubo-ovarian  cysts ; 
and  probably  some  of  them  become  tubo-ovarian  cysts.  I 
have  seen  the  wall  of  a tube  containing  serous  fluid  greatly 
thickened,  f A hydro-salpinx  is  seldom  much  larger  than 
an  orange;  but  CullingworthJ  has  removed  one  containing 
32  oz.  of  fluid.  From  the  fact  that  hydro-salpinx  is 

not  seen  in  old  women,  Bland  Sutton§  infers  that  it 

* See  Lewers,  “ Obst.  Trins.,”  vol.  xxvii.  p.  298,  and  Cullingworth.,  “ Obst. 
Trans.,”  vol.  xxx.  p.  406. 

f See  “ Obst.  Trans.,”  vol.  xxxiii. 

J “Diseases  of  tbe  Fallopian  Tube,”  1895. 

§ “ Surgical  Diseases  of  Ovaries  and  Fallopian  Tubes,”  1833. 
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is  often  spontaneously  cured  either  by  rupture  or  by 
atrophy. 

Hsemato-salpinx. — The  most  common  cause  of  hemato- 
salpinx is  tubal  gestation.  It  is  sometimes  due  to  inflamma- 
tion— salpingitis  hcemorrhagica — but  we  know  not  the  special 
causes  that  pro- 
duce this  form 
of  inflammation, 
nor  can  we  diag- 
nose it.  The  fre- 
quency  with 
which  hemato- 
salpinx accom- 
panies hemato- 
metra  is  ground 
for  believing 
that  during 

menstruation  Fig.  SO. —Hydro-salpinx.  (After  Cullingworth.) 

the  tubes  some- 
times bleed  as  well  as  the  uterus.  Landau  and  Rhein- 
stein  * have  published  a case  of  absence  of  the  vagina 
without  hematometra,  but  with  double  hemato-salpinx. 
It  has  been  said  (reasonably,  I think)  that  in  this  case 
the  tubes  were  not  healthy,  and  that  therefore  the 
case  does  not  prove  that  the  tubes  bleed  in  healthy 
menstruation.  Mr.  C.  J.  Bond  f has  examined  cases  in 
which  healthy  Fallopian  tubes  were  removed  along  with 
uterine  or  ovarian  tumours.  In  patients  vTho  were  men- 
struating, he  found  that  the  tubes  contained  a mixture 
of  mucus  and  blood,  and  that  the  villous  processes 
of  the  tubal  mucous  membrane  were  swollen  and  infil- 
trated with  leucocytes.  These  conditions  were  not  found 
in  the  tubes  of  women  who  wrere  not  menstruating,  and 
their  tubes  contained  only  mucus.  But  such  bleeding, 
in  a healthy  state  of  the  tubes,  leads  not  to  their  dilatation; 
the  blood  either  flows  into  the  uterus,  and  escapes  by  the 
vagina,  or  possibly  flows  into  the  peritoneum,  where  it  is 
absorbed. 

* “ Arch,  fiir  Gyn.,”  Band  xlii. 

f “Brit.  Med.  Journal,”  June  4,  1898. 
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Relation  of  hydro  salpinx  and  hsemato-salpinx  to  pyo- 

salpinx.— The  tube  may  be 
filled  either  with  serous  fluid, 
pus,  or  blood.  There  is  reason 
to  think  that  they  may  be- 
come changed,  one  into  the 
other,  during  the  progress  of 
the  illness.  Thus  in  a tube 
filled  with  pus,  after  the  acute 
inflammation  has  subsided, 
the  pus  may  separate  into  a 
serous  fluid  with  a cheesy 
layer  lining  the  wall  of  the 
sac,  and  thus  pyo-salpinx  be- 
come hydro-salpinx.  Again, 
haemorrhage  may  take  place 
of  a tube  filled  with  pus,  and  thus  pyo-salpinx  become 
hcemato-salpinx.  On  the  other  hand,  Mr.  Lawson  Tait  and 
others  think  that  hydro-salpinx  may  suppurate  and  become 
pyo-salpinx,  basing  this  view  on  the  frequency  with  which 
hydro-salpinx  is  found  on  one  side,  pyo-salpinx  on  the  other. 
Hsemato-salpinx  may  undoubtedly  suppurate. 

Ovarian  hydrocele.— Mr.  Bland  Sutton*  has  described 
what  he  calls  ovarian  hydrocele.  In  this  condition  the 
tube  opens  by  its  abdominal  ostium  into  a cyst.  The 

ovary  normally  lies  in  a recess  behind  the  broad  liga- 
ment, in  a pouch  of  peritoneum  sometimes  deep  enough 
to  receive  and  conceal  the  whole  ovary,  sometimes  only 
a shallow  depression.  The  fimbriated  end  of  the  tube 
falls  over  the  mouth  of  this  recess,  and  covers  and  con- 
ceals the  ovary.  In  some  animals  this  pouch  is  a com- 
plete sac,  excluding  the  ovary  from  the'  peritoneal  cavity. 
When  adhesions  form  around  the  end  of  the  tube  and  the 
ovary,  this  sac  is  very  apt  to  get  shut  off,  and  converted  into 
a cyst  into  which  the  tube  opens,  while  the  ovary  is  outside 
it,  projecting  into  its  cavity.  Such  a cyst  may  contain  serous 
fluid,  and  this  fluid  may  escape  into  the  uterus  by  the 
Fallopian  tube.  Such  a condition  Sutton  believes  to  be 
present  in  most  of  the  cases  described  as  hydrops  tuba 

* “Brit.  Med.  Journ.,”Feb.  21st,  1891. 


from  the  mucous  membrane 


SA  LPINQO-  0 &PHORITIS. 


229 


profiuens.  He  thinks  it  rare  for  simple  hydro-salpinx 
to  empty  itself  into  the  uterus.  (I  follow  not  his  reasons 
for  this  view.)  The  space  described  may  also  contain  pus. 
It  is  not  possible  clinically  to  distinguish  a collection  of 
pus  in  such  a cavity  from  a pyo-salpinx,  or  a suppurated 
small  ovarian  cyst.  An  ovarian  hydrocele  can  be  emptied, 
but  not  removed. 

Adhesions. — Some  of  the  effects  of  pelvic  adhesions  have 
been  thought  very  important.  A description  of  the  common 
kind  of  adhesions  may  make  your  conception  of  the  disease 
clearer. 

(а)  The  uterus. — This  may  be  fixed  by  adhesions.  Fixa- 
tion has  been  thought  important.*  It  is  in  most  cases  of 
no  consequence  in  what  position  a uterus  which  is  otherwise 
healthy  is  fixed.  In  such  cases  there  are  symptoms,  not 
because  the  uterus  is  fixed  in  a bent  position,  but  because 
it  is  fixed  by  inflammation.  The  uterus  may  be  adherent 
to  bowel,  or  omentum,  or  both.  The  adherent  bowel  is 
usually  the  ileum  near  the  ileo-csecal  valve;  but  the  sigmoid 
flexure  may  be  adherent.  Douglas’s  pouch,  or  the  vesico- 
uterine pouch,  may  be  filled  up  by  adhesions.  The  uterus 
may  be  as  if  glued  to  one  side  of  the  pelvis,  being  adherent 
to  its  appendages  and  they  to  the  pelvis.  Halliday  Croom  f 
has  published  a case  in  which  a Fallopian  tube  with  its  walls 
thinned  and  containing  old  blood  clot,  lay  free  in  Douglas’s 
pouch,  without  attachment  of  any  kind. 

(б)  The  tube  . — When  enlarged  by  inflammation,  the  tube 
is  directed  more  backwards  than  usual;  its  upper  surface 
comes  to  look  inwards  and  downwards.  The  ampulla  of  the 
tube  becomes  adherent  to  the  uterus  and  to  Douglas’s  pouch. 
If  both  tubes  are  affected,  they  are  often  adherent  to  one 
another  in  Douglas’s  pouch.  The  tube  is  usually  adherent 
to  the  posterior  fold  of  the  broad  ligament,  and  above,  often 
to  bowel  and  omentum.  The  vermiform  appendix  is  seldom 
adherent  to  the  tube,  but  the  left  tube  is  often  adherent  to  the 
sigmoid  flexure  and  to  the  rectum. 

Symptoms. — Salpingo-obphoritis  cannot  be  diagnosed  from 
the  symptoms  alone  without  examination.  All  the  symptoms 

* See  Sehultze  on  “ Uterine  Displacements,”  trans.  by  Macau, 
f “ Edin.  Obs.  Trans.,”  1896-7,  p.  35. 
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may  be  caused  by  other  diseases.  Sometimes  there  are  no 
symptoms.  I have  known  pyo-salpinx  and  hydro-salpinx  to 
exist  without  any  symptoms.  But  this  is  exceptional. 

There  is  pain,  generally  referred  principally  to  one 
ovarian  region,  the  left  more  often  than  the  right.  This  is 
sometimes  a dull,  steady,  aching  pain,  sometimes  a severe 
paroxysmal  pain ; sometimes,  and  more  often,  both  kinds 
of  pain  are  present.  It  is  lessened  slightly  by  lying  down, 
but  the  relief  is  not  great  or  immediate.  It  is  aggravated  by 
exertion,  by  defecation,  and  by  sexual  intercourse,  in  the 
latter  case  the  pain  lasting  an  hour  or  two,  it  may  be,  after 
the  act.  The  amount  of  pain  is  not  in  proportion  to  the 
size  of  the  tumour  felt. 

Menstruation  is  generally  profuse,  irregular,  and  painful. 
Rosthorn*  noted  severe  menstrual  pain  in  about  a fourth 
of  his  cases.  The  haemorrhage  has  been  by  some  regarded 
as  an  effect  of  the  disease  of  the  appendages ; by  others  as 
a result  of  the  endometritis  which  by  extension  produced 
the  tubal  disease.  In  support  of  the  latter  view  is  the  fact 
that  in  tubercular  salpingitis  there  is  usually  amenorrhoea. 

Frequent  micturition  and  pain  in  micturition  are  common. 
The  former  is  either  a reflex  effect  of  the  disease,  or  is 
due  to  congestion  of  the  bladder  and  urethra.  The  pain 
may  be  due  to  the  movement  of  the  inflamed  parts  which 
accompanies  the  distension  and  emptying  of  the  bladder. 

• There  is  often  pain  in  defecation,  because  the  straining 
causes  movement  of  the  tender  parts.  The  flow  of  blood 
to  the  pelvic  vessels  causes  congestion  of  the  rectal  mucous 
membrane,  and  thus  leads  to  some  hsemorrhage  and  mucous 
discharge  from  the  bowel.  Rosthorn  found  bladder  and  rectal 
symptoms  troublesome  in  about  one-fifth  of  his  cases. 

The  presence  of  any  long -continued  illness,  attended 
with  persistent  pain  and  with  anxiety  as  to  the  future, 
causes  the  general  health  to  suffer.  This,  together  with 
the  reflex  influence  of  the  uterus  and  ovaries  on  the  stomach 
(as  seen  in  the  vomiting  of  pregnancy,  and  that  often 
produced  by  the  expansion  of  a tent,  or  by  pressure  on  a 
tender  ovary),  leads  to  loss  of  appetite,  nausea  or  vomiting, 
flatulence,  constipation. 

* “Arch,  fur  Gyn.,”  Bd.  xxxvii. 
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Prolonged  pain  and  anxiety  interfere  with  sleep,  and  thus 
the  symptoms  of  neurasthenia  become  combined  with  the 
local  ones  — sleeplessness,  headache  (either  the  vertical 
headache  characteristic  of  nervous  exhaustion,  or  the  ordinary 
slight  migraines  to  which  women  are  subject,  increased  in 
frequency),  low  spirits,  perhaps  hysterical  seizures,  giddiness, 
inability  to  concentrate  attention,  neuralgic  pains. 

There  is  usually  wasting,  but  not  great  emaciation.  There 
may  be  fever,  but  a normal  temperature  does  not  exclude 
suppuration.  This  I have  repeatedly  found.  It  has  been 
emphasised  by  Cullingworth  * If  the  tubes  on  both  sides 
are  closed,  there  is  sterility. 

Diagnosis. — While  perimetritis  is  acute,  it  is  not  possible 
to  make  a closer  diagnosis  than  that  there  is  pelvic  peri- 
tonitis. To  go  further,  you  must  wait  until  tenderness  is 
so  far  diminished  that  bimanual  examination  is  possible. 

When  you  are  able  to  examine  bimanually,  you  may 
find  (1)  that  what  (felt  by  the  vagina)  seems  to  be  a lump 
fixing  the  uterus  is  really  only  a sheet  of  thickened 
peritoneum  ; that  the  uterus  is  the  only  lump  that 
can  be  grasped  between  the  hands ; and  that  on  each 
side  of  the  uterus  there  is  nothing  but  thickening  and 
stiffening  of  the  parts.  If  this  is  the  condition,  with  time 
and  rest  complete  recovery  will  take  place.  The  thickening 
will  get  less  and  less  as  months  go  on,  and  at  length 
the  traces  of  the  disease  will  become  so  slight  that  one 
examining  the  patient  for  the  first  time  will  find  it  hard 
to  say  that  any  morbid  change  is  or  has  been  present. 

(2)  On  examining  bimanually,  you  may  find  that  there  is 
a lump  behind  and  at  the  side  of  the  uterus,  either  on  one 
or  both  sides ; or  the  lumps  may  be  so  large  that  they  meet 
in  the  middle,  and  so  feel  like  one  lump.  Such  a lump  is 
generally  the  inflamed  tube  and  ovary  fixed  by  adhesions 
If  the  lump  is  not  bigger  than  a large  walnut,  pachy- 
salpingitis may  be  the  principal  morbid  change.  If  it 
be  larger  than  this,  and  after  a month’s  expectant  treat- 
ment neither  has  the  tumour  got  smaller  nor  the  symp- 
toms improved,  there  is  probably  a collection  of  pus.  There 
is  no  way  of  telling  before  operation  whether  the  lump 

* “ Obst.  Trans.,”  vol.  xxxiv. 
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contains  pus  or  not,  except  by  its  size  and  the  persistence 
of  the  symptoms.  Cullingworth,  in  a series  of  fifty  cases 
of  abdominal  section  for  recurrent  peritonitis,  found  pus 
present  in  three-fifths.  These  operations  were  done  because 
peritonitis  had  recurred,  not  because  long  expectant  treat- 
ment had  failed.  A group  consisting  only  of  cases  of  peri- 
metritis, in  which  after  long  expectant  treatment  a pelvic  tu- 
mour persisted, 
would  show  sup- 
puration in  a 
larger  propor- 
tion. The  sup- 
puration is  in 
the  tube  twice 
as  often  as  in 
the  ovary.  In 
some  cases  it  is 
in  both,  and  in 
some  in  the 
peritoneum 
around  (Fig.  82).  When  there  is  a lot  of  pus,  the  con- 
dition is  called  a perimetric  abscess.  It  is  not  possible  to 
be  certain  before  the  abdomen  is  opened  whether  the  tumour 
suspected  to  contain  pus  is  ovary  or  tube.  Tubal  inflamma- 
tion is  generally  bilateral,  for  the  infection  usually  comes  from 
the  uterus,  and  each  tube  has  an  equal  chance  of  getting 
infected.  If  there  is  a large  tumour  on  one  side  only,  it  is 
probably  a diseased  ovary,  but  this  is  not  certain,  for  tubal 
disease  is  sometimes  one-sided. 

Difficulties  in  diagnosis. — A fixed  lump  remaining  after 
an  attack  of  pelvic  peritonitis  is  in  nine-tenths  of  cases 
composed  of  inflamed  tubes  and  ovaries.  In  the  remainder 
other  conditions,  difficult  of  diagnosis,  may  be  present. 

1.  A fibroid,  growing  from  the  back  and  side  of  the 
uterus,  and  fixed  by  peritoneal  adhesions,  may  be  difficult 
to  tell  from  a lump  due  to  inflammation  of  the  appendages. 
Distinguish  by  (a.)  the  greater  hardness  of  the  fibroid ; (6) 
its  oneness  with  the  uterus ; there  is  no  sulcus  between  them, 
and  movement  given  to  the  one  is  imparted  to  the  other. 
Diagnosis  may  be  impossible,  because  pachy-salpingitis  is 


Fig.  82. — Showing  suppurated  ovary  associated  with  salpin- 
gitis. ( After  Cullingworth.) 
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sometimes  very  hard  (being  in  fact  fibrous  tissue,  like 
the  tumour),  and  dense  adhesions  may  prevent  a sulcus  from 
being  felt  between  it  and  the  uterus.  Menstrual  changes 
are  valueless  in  this  diagnosis,  because  (a)  only  a sub- 
peritoneal  fibroid,  which  does  not  affect  menstruation,  could 
be  taken  for  inflamed  uterine  appendages ; and  (6)  uterine 
disease  which  causes  tubal  disease,  sometimes  makes  men- 
struation profuse.  The  sound  does  not  help  us,  for  a fibroid 
such  as  could  resemble  an  inflammatory  lump  would  not 
materially  alter  either  the  direction  or  the  length  of  the 
uterine  cavity. 

2.  A cyst  in  the  broad  ligament,  with  pelvic  peritonitis, 
may  be  indistinguishable  from  salpingo-oophoritis.  I have 
known  such  cysts  accompanied  with  severe  pain.  Such 
cysts  are  so  close  to  the  uterus  that  they  seem  one  with 
it.  The  mistake  is  not  important,  for  the  removal  of  such 
tumours  is  the  proper  treatment. 

3.  Intra-peritoneal  hcematocele. — A lump  of  clotted  blood 
round  the  end  of  a Fallopian  tube  feels  like  a lump 
due  to  salpingo-oophoritis.  The  conditions  can  be  distin- 
guished from  one  another  only  by  the  clinical  history. 
Intra-peritoneal  bleeding  is  usually  connected  with  tubal 
pregnancy,  and  is  therefore  preceded  by  some  symptoms 
of  early  pregnancy ; it  comes  on  with  sudden  pain  and 
feeling  of  faintness,  and  with  it  there  is  usually  haemor- 
rhage by  the  vagina  accompanying  the  separation  of  the 
uterine  decidua.  It  is  rarely  preceded  by  a history  of 
pelvic  inflammation.  If  the  hseinorrhage  is  due  to  pelvic 
peritonitis,  or  if  an  effusion  of  blood  in  or  around  the  tube 
has  suppurated,  both  of  which  are  rare  events,  the  case  cannot 
be  distinguished  from  one  of  salpingo-oophoritis. 

4.  Malignant  disease  of  the  ovaries  at  a certain  stage  of 
its  growth  forms  lumps  feeling  like  inflamed  uterine  appen- 
dages. But  it  is  almost  always  secondary,  in  which  case 
the  presence  of  primary  cancer  elsewhere  will  suggest  the 
nature  of  the  peri-uterine  lumps.  If  primary,  and  ex- 
amination is  made  before  peritonitis  has  occurred  (which 
can  seldom  be  done),  the  absence  of  a history  of  acute 
illness  will  prevent  the  diagnosis  of  salpingo-oophoritis  from 
suggesting  itself.  Later,  if  the  case  is  watched,  the 
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tumour  will  be  found  to  grow  fast,  to  invade  the  cellular 
tissue,  to  be  accompanied  with  cachexia,  ascites,  and  oedema 
of  legs. 

5.  Cancer  of  the  Fallopian  tube. — This  may  be  either 
primary  or  secondary.  Secondary  cancer  of  the  tube  is 
generally  an  extension  of  cancer  of  the  body  of  the  uterus. 
It  is  not  common,  and  occurs  late,  so  that  when  it  is 
present  there  are  often  adhesions  and  extension  of  growth 
elsewhere,  such  as  to  make  removal  impossible.  It  is 
possible  that  cancer  of  the  Fallopian  tube  co-existing  with 
cancer  of  the  uterine  body  may  be  the  primary  disease, 
for  cases  have  been  described  in  which  it  was  hard  to  say 
whether  the  tubal  disease  was  primary  or  secondary. 

The  practical  rule  which  these  facts  point  to  is  this.  In 
a case  of  cancer  of  the  uterine  body,  in  which  the  uterus 
is  so  movable  that  its  extirpation  seems  practicable,  if 
there  be  any  thickening  of  the  Fallopian  tube,  the  uterine 
appendages  should  be  removed  along  with  the  uterus. 

Cancer  of  the  Fallopian  tube  may  be  secondary  to  cancer 
of  the  ovary.  In  this  disease  the  tube  is  involved  late,  if 
at  all.  I know  not  how  you  are  to  find  out  that  the  tube 
is  involved ; and  seeing  that  the  tube  does  not  become 
affected  till  late,  it  would  make  no  difference  in  prognosis 
or  treatment  if  you  could  find  it  out. 

6.  Primary  cancer  of  the  Fallopian  tube  is  very  rare. 
Doran  * our  chief  authority  upon  the  subject,  has  with  great 
labour  collected  nineteen  cases.  It  begins  as  a warty  growth. 
Doran  thinks  that  a simple  papilloma  (that  is,  one  showing 
no  signs  of  malignancy)  may  in  its  growth  become  can- 
cerous ; that  these  papillomatous  growths  tend  to  develop 
in  tubes  which  have  been  the  subject  of  inflammation;  and 
hence  that  cancer  may  be  a distant  sequel  of  salpingitis. 
Cancer  may  occur  in  normally  developed  tubes,  or  in  tubes 
the  ostium  of  which  opens  into  a cyst.  Doran  quotes  three 
of  the  latter  to  sixteen  of  the  former.  These  numbers 
seem  to  me  not  large  enough  to  permit  us  to  draw  any 
general  conclusions  as  to  differences  between  the  two  groups 
of  cases. 

Tubal  cancer  is  unknown  in  youth.  Its  diagnosis  is  very 

* Allbutt  and  Playfair’s  “ System  of  Gynaecology.” 
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difficult,  sometimes  impossible.  All  that  can  be  said 
about  it  is  that  if  when  a subject  of  chronic  salpingo- 
oophoritis  gets  to  the  menopause,  there  comes  an  aggravation 
of  both  subjective  and  objective  symptoms— increase  of  pain, 
wasting  and  watery  or  sanious  discharge — cancer  of  the  tube 
may  be  suspected.  In  such  a case  the  removal  of  the  diseased 
tube  is  the  only  treatment.  Its  complete  removal  can  only  be 
done  by  removing  the  uterine  body  also.  I know  of  no  way 
in  which  before  removal  and  examination  of  the  tube  the 
diagnosis  can  be  made.  Even  after  the  tube  has  been  removed, 
the  diagnosis  is  not  always  certain.  Thus  in  a case  of  Kalten- 
bach’s,  no  cancer  was  detected  by  the  microscope,  but  the 
disease  recurred  after  removal;  and  in  another  case  by  Veit 
the  diagnosis  of  cancer  was  made  by  the  microscope,  but  the 
patient  remained  in  good  health  seven  years  afterwards. 

7.  Unilateral  hcematometra. — In  a bicorned  uterus  the 
cervical  canal  leading  to  one  cornu  may  be  absent,  and  yet 
the  imperfectly-developed  cornu  may  menstruate,  and  the 
blood  be  retained  in  the  half  uterus.  The  tube  may  also 
be  full  of  blood,  so  that  you  have  unilateral  hsematometra 
and  hsemato-salpinx.  Such  cases  are  rare.  Cases  in  which 
pregnancy  has  taken  place  in  an  imperfectly  developed 
cornu  are,  in  literature  at  least,  commoner.  If  blood  is 
retained,  the  mucous  membrane  is  probably  too  much 
damaged  by  pressure  to  permit  chorionic  development. 
These  cases  cannot  be  clinically  distinguished  from  salpingo- 
oophoritis.  Such  one-sided  retention  may  be  present  in  a 
woman  who  has  menstruated  regularly  and  had  children. 
Sanger  claims  to  have  diagnosed  the  condition  before  opening 
the  abdomen,  but  I think  rather  by  a lucky  guess  than  by 
irrefragable  induction. 

8.  Myoma  of  the  Fallopian  tube. — I speak  of  these  tumours 
here  because  I know  not  where  else  to  place  them.  They 
are  very  rare.  The  wall  of  the  tube  contains  muscular 
tissue  like  that  of  the  uterus,  but  less  of  it;  therefore 
it  is  not  surprising  that  similar  new  growths  should  be 
found  in  the  tube,  but  less  frequently.  The  largest  in- 
dubitable specimen  on  record  has  been  described  by  Bland 
Sutton,  and  was  of  the  size  of  a Tangerine  orange.  Larger 
ones  have  been  reported  by  others,  but  may  possibly  have 
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been  uterine,  A hard,  movable,  painless  lump,  stationary  in 
size  and  in  close  connection  with  the  uterus,  may  be  safely 
diagnosed  as  a fibroid.  I know  not  how,  with  the  belly 
unopened,  you  are  to  ascertain  that  such  a tumour  is  seated 
on  the  tube ; and  I know  of  no  case  in  which  such  a tumour 
caused  enough  trouble  to  warrant  abdominal  section. 

9.  Morbid  conditions  of  the  tube  of  unknown  pathology. — 

I mention  these  to  complete  the  sketch  I have  given  of  the 
morbid  conditions  of  the  tube,  not  because  they  are  im- 
portant.  {a)  Small  semi-transparent  bodies,  looking  and 
feeling  like  cartilage,  are  sometimes  found  on  the  fimbriae 
of  the  tube.  They  are  neither  cartilage  nor  bone,  but  are  in 
their  centre  structureless,  with  at  their  periphery  connective 
tissue  rich  in  large  round  cells.  We  know  nothing  about 
their  origin  or  significance.  ( b ) I have  mentioned  that 

calcareous  granules  may  sometimes  be  felt  in  the  mucous 
membrane  of  an  inflamed  tube.  Such  calcareous  matter 
may  be  aggregated  into  a lump,  forming  a tubal  calculus. 
This  is  a consequence  of  long-continued  inflammation,  but 
we  know  not  how  to  diagnose  it,  nor  can  we  draw  any 
inference  from  the  presence  of  a tubal  calculus,  (c)  With 
uterine  fibroids  irregular  yellow  bullae  are  sometimes  seen 
on  the  peritoneal  surface  of  the  tube.  These  are  not  true 
cysts,  but  dilated  lymphatics.  They  are  not  important. 

(d)  Small  cysts  are  sometimes  seen  on  the  mucous  membrane 
of  the  tube  within  the  ostium.  Their  import  is  unknown. 

(e)  Lipoma  of  the  tube ; that  is,  masses  of  fat  between  the 
layers  of  broad  ligament  close  to  the  tube,  and  even  pedun- 
culated bits  of  fat  hanging  from  the  fimbriae,  have  been  seen. 
They  have  no  clinical  importance.  (/)  Dermoid  tumours  of 
the  tube  have  been  reported ; but  in  all  the  tube  and  ovary 
have  been  so  closely  connected  that  it  was  impossible  to  be 
certain  that  the  dermoid  was  not  ovarian. 

10.  Rare  cysts  of  the  tube. — The  hydatid  of  Morgagni  ” 
is  a pear-shaped  cyst  hanging  from  one  of  the  lower  fimbriae 
of  the  tube ; it  is  the  remains  of  the  blind  end  of  the  duct 
of  Muller.  This  cyst  may  be  pathologically  enlarged.  Doran 
has  seen  it  as  large  as  a William  pear.  Its  wall  may  be 
considerably  hypertrophied,  and  may  undergo  calcareous 
degeneration.  Such  enlargement  of  the  hydatid  of  Morgagni 
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has  only  been  observed  when  the  adjacent  structures  were 
diseased  ; never  as  a morbid  condition  existing  by  itself.  A 
unique  case  has  been  published  by  Sanger,  in  which  a group 
of  cystic  tumours,  fibro-myxomatous  in  structure,  sprung  from 
the  fimbriae  of  the  tube.  When  cysts  of  this  kind  are 
associated  with  salpingo-oophoritis,  I know  not  how  they 
are  to  be  distinguished  from  the  commoner  cystic  enlarge- 
ments of  the  tube  and  ovary. 

11.  Sarcoma  of  the  tube. — Cases  of  sarcoma  of  the  tube 
have  been  described,  but  in  many  of  them  the  evidence  is 
insufficient  to  convince  a critical  reader  that  the  disease 
was  of  this  kind ; that  the  condition  was  neither  carcinoma, 
nor  thickening  of  the  tube  by  chronic  inflammation,  nor  a 
result  of  tubal  pregnancy.  It  is  certain  that  sarcoma  of 
the  Fallopian  tube  is  very  rare ; that  at  present  it  cannot 
be  diagnosed;  that  if  disease  be  discovered  which  is  reason- 
ably suspected  of  being  sarcoma,  it  should  be  removed.  Two 
cases  of  deciduoma  malignum  following  tubal  pregnancy 
have  been  described.  This  disease  will  be  more  fully 
described  in  another  chapter. 

Prognosis. — From  Avhat  has  been  said  about  diagnosis, 
you  will  have  gathered  that  when,  after  acute  perimetritis 
has  subsided,  a tender  fixed  lump  is  felt  in  a posterior  quarter 
of  the  pelvis,  you  cannot  at  the  outset  go  beyond  a certain 
point  in  diagnosis.  You  cannot  tell  whether  there  is  pus 
or  not , you  cannot  tell  whether  the  pus,  if  present,  is  in 
the  ovary,  or  tube,  or  the  peritoneum  around  them.  In 
considering  the  prognosis,  you  must  consider  the  different 
conditions  that  may  form  the  lump,  and  the  events  that 
may  happen,  for  prognosis  governs  treatment.  Given,  then, 
a lump  diagnosed  as  inflammation  of  the  uterine  appendages, 
what  may  happen  ? Six  terminations  are  possible. 

1.  Perforation. — There  may  be  an  abscess  which  may 
perforate  into  the  peritoneal  cavity.  Such  perforation  is 
rare  in  chronic  cases,  because  chronic  inflammation  leads 
to  the  tubes  being  thickened  and  surrounded  by  adhesions, 
which,  if  the  tube  should  be  perforated,  shut  off  inflammatory 
products  from  the  general  peritoneal  cavity.  Perforation 
of  a Fallopian  tube,  or  an  ovarian  abscess,  is  not  bursting 
from  over-stretching ; it  is  perforation  by  ulceration.  It 


238 


DISEASES  OF  WOMEN. 


occurs  in  acute  cases  : often  in  salpingitis  that  has  produced 
so  few  symptoms  that  the  existence  of  a morbid  process 
in  the  Fallopian  tube  Avas  not  even  suspected. 

2.  Lardaceous  disease. — The  lump  may  be  an  abscess, 
which  may  burst  into  the  bowel,  or  bladder,  or  vagina, 
and  then  go  on  discharging  indefinitely,  and  ultimately 
produce  lardaceous  disease.  The  conditions  in  which  this 
happens  have  been  discussed  in  the  chapter  on  perimetric 
abscess.  It  is  a rare  consequence  of  a lump  such  as  could 
be  diagnosed  as  inflammation  of  the  uterine  appendages,  but 
it  is  a possibility. 

3.  Absorption. — The  bulk  of  the  lump  may  be  serous 
exudation,  the  tubes  and  ovaries  being  very  little  diseased, 
If  this  be  the  morbid  condition,  then  if  the  patient  be  placed 
under  favourable  conditions,  the  serum  will  in  time  be 
absorbed,  congestion  and  oedema  of  the  tubes  and  ovaries 
will  subside,  and  adhesions  will  get  looser  and  thinner;  and 
as  these  changes  go  on,  the  lump  will  get  smaller,  softer,  less 
definite,  and  at  length  no  lump  will  be  felt.  These  cases 
are  not  common,  but  they  are  commoner  than  those  which 
lead  to  the  two  previously  described  terminations. 

4.  Disappearance  of  symptoms,  but  not  of  lump. — When 
there  is  great  thickening  of  the  tube,  with  dense  adhe- 
sions round  it  and  the  ovary,  if  the  patient  is  put  under 
favourable  conditions,  the  pain  will  gradually  get  better, 
the  intervals  of  freedom  from  pain  becoming  longer,  and  the 
attacks  of  pain  shorter  and  less  severe ; and  the  pain  may 
at  length  cease  altogether.  But,  as  the  lymph  has  become 
organised  into  fibrous  tissue,  the  lump  does  not  go.  The 
uterus  remains  fixed,  and  a hard  lump  may  be  felt 
beside  it  for  years  afterwards,  although  the  patient  remains 
well.  If  she  is  not  exposed  to  any  influences  likely  (a) 
to  set  up  pelvic  peritonitis,  ( b ) to  lower  the  tone  of  her 
nervous  system,  she  may  remain  well  for  the  rest  of 
her  life,  in  spite  of  the  lump  in  her  pelvis.  This  is  a 
frequent  termination.  If  the  lump  is  on  one  side  only, 
she  may  become  pregnant.  If  so,  the  vascular  development 
of  pregnancy  wdl  make  pelvic  adhesions  become  looser  and 
softer,  so  that  the  lump  may  neither  cause  abortion  nor 
hinder  delivery. 
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5.  Recurrence.  — Often  the  patient  gets  well  under 
treatment.  But  the  damaged  parts  are  more  apt  to  become 
inflamed  again  from  slight  causes  than  they  were  before 
the  illness.  Then  the  patient  gets  recurrences  (a)  of  pelvic 
peritonitis  and  ( b ) of  pelvic  pain  without  evidence  of  acute 
disease.  This  is  the  most  frequent  course  of  peri- salpingo- 
oophoritis. 

6.  Persistence. — In  some  cases,  especially  those  in  which 
there  is  cystic  suppuration,  no  amount  of  expectant  treatment 
relieves,  but  the  symptoms  persist  indefinitely  until  the  disease 
is  cured  by  operation. 

The  most  difficult,  and  yet  the  essential  point  in  the 
diagnosis  of  these  cases,  lies  in  the  distinction  between  peri- 
metritis with  enough  serous  exudation  to  form  a tumour, 
but  without  chronic  disease  of  the  tubes,  and  perimetritis 
with  chronic  salpingo-oophoritis.  The  former  always  ends 
in  recovery  and  never  requires  operation.  The  latter 
will  generally  get  well  without  operative  treatment,  but 
sometimes  can  only  be  cured  by  operation.  In  cystic 
salpingo-oophoritis  with  large  pus  cavities,  operation  is  neces- 
sary, but  in  pachy-salpingitis  it  is  seldom  required.  There- 
fore it  would  be  an  enormous  gam  if  we  could  distinguish 
between  the  cases  in  which  the  diseased  parts  contain 
cavities  full  of  pus  and  those  in  which  there  is  mere  thicken- 
ing; but  this  at  present  we  cannot  do  without  watching  the 
effect  of  expectant  treatment. 

Treatment. — I have  described  the  expectant  treatment 
of  perimetritis.  When  the  diagnosis  of  inflammation  of  the 
uterine  appendages  has  been  made,  this  treatment  must  be 
continued  until  either  the  patient  is  well,  or  operation  is 
decided  upon.  The  essential  of  expectant  treatment  is  rest. 
It  is  harder  to  get  the  patient  to  keep  at  rest  in  this 
chronic  disease  than  in  the  acute  diseases  described  in  the 
previous  chapters.  Chronic  inflammation  of  the  uterine 
appendages  does  not  make  the  patient  quite  unable  to  fulfil 
her  social  and  domestic  duties,  although  it  greatly  lessens 
her  usefulness,  and  makes  the  discharge  of  such  duties 
painful.  Therefore  such  patients  often  try  to  ignore  their 
sufferings  and  struggle  against  pain.  When  there  are  no 
physical  signs  and  the  pain  is  neurotic,  such  a frame  of 
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mind  should  be  encouraged,  but  in  such  patients  it  is  seldom 
present.  But  Avhen  the  pain  is  clearly  inflammatory — 
when  it  dates  from  an  acute  illness  and  there  is  a tender 
lump  in  the  pelvis — you  must  insist  on  rest.  Your  success 
in  avoiding  operation  will  depend  on  persistence  in  this. 
Physical  rest  can  be,  theoretically,  observed  as  well  on  a 
sofa  as  in  bed.  But  if  the  patient  is  in  a day  room,  with 
her  family,  things  are  sure  to  happen  in  her  sight  or  hear- 
ing which  will  disturb  her  and  make  her  exert  herself. 
Therefore  insist  on  bed.  Use  counter-irritation,  as  in  peri- 
metritis. Give  laxatives  rather  than  let  the  bowels  be 
costive.  A hot  douche  keeps  the  vagina  clean,  and  often 
seems  to  relieve  pain,  therefore  advise  it  once  or  twice 
daily,  according  to  its  effect.  If  it  does  not  relieve 
and  there  is  no  vaginal  discharge,  discontinue  it.  Avoid 
vaginal  manipulations.  Give  tonics  if  appetite  is  poor. 
Forbid  alcohol,  unless  you  find  that  a little  light  wine 
with  meals  helps  the  patient’s  digestion.  If  the  patient  is 
restless  at  night,  lessen  nervous  irritability  by  giving  gr.  x. 
or  gr.  xv.  of  sodium  bromide  three  times  daily,  not  continued 
for  longer  than  two  or  three  weeks.  Avoid  hypnotics ; the 
disease  may  be  very  chronic,  and  if  you  get  the  patient 
into  a habit  of  depending  on  a hypnotic,  you  will  have 
given  her  a disease  almost  worse  than  the  one  she  has.  Ii 
relief  to  pain  is  urgently  needed,  opium  is  the  most  effective 
and  the  least  objectionable  analgesic.  But  these  things,  so 
far  as  their  effect  on  the  disease  is  concerned,  are  mere 
trifles  in  comparison  with  rest.  If  the  patient  cannot  get 
thorough  rest  at  home,  and  is  of  the  hospital  class,  send 
her  into  hospital.  If  above  this  class,  send  her  to  a 
private  surgical  home,  or  to  a friend’s  house  in  which 
temptation  to  exertion  will  not  be  offered.  But  in  these 
cases  removal  from  home  influences  is  not  in  itself  an 
object,  as  it  is  in  some  neurotic  cases ; it  is  only  desirable 
when  it  enables  more  complete  rest  to  be  got. 

Result  of  expectant  treatment. — In  nearly  all  cases 
improvement  will  follow  this  treatment,  and  most  will  get 
well  if  the  treatment  is  continued  long  enough.  Many  who 
recover  will  relapse ; but,  as  a rule,  the  relapse  will  not  be 
so  bad  as  the  first  attack,  and  similar  treatment  will  again 
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cure  them.  In  a few  cases,  prolonged  expectant  treatment 
does  not  relieve  ; in  a few  others,  relief  only  lasts  a little 
while,  and  when  relapse  occurs  the  symptoms  are  as  bad 
as  before  treatment.  These  are  the  cases  in  which  an 
operation  has  to  be  thought  of. 

What  is  a fair  trial  of  expectant  treatment? — Most 
cases  will  get  well  within  two  months.  But  I have  seen 
expectant  treatment  followed  out  for  two  months  without 
relief,  and  then  the  patient  has  begun  to  improve.  I 
therefore  think  that  three  months  is  the  minimum  which 
in  doubtful  cases  should  be  considered  a fair  trial  of  ex- 
pectant treatment.  This  is  only  a statement  as  to  most 
cases,  not  a rule  to  be  applied  to  every  case,  (a)  If  the  lump 
is  large  enough  to  rise  above  the  brim,  or  to  displace  the 
uterus,  and  there  is  persistent  pain  and  wasting,  three  months 
is  too  long  to  wait.  A lump  due  mainly  to  serous  exudation, 
or  formed  of  effused  blood,  will  lessen  in  size  within  a 
fortnight.  If  a large  lump  is  not  smaller  at  the  end 

of  a month’s  expectant  treatment,  it  may  be  assumed 
that  longer  treatment  will  not  remove  it.  If  the  lump 
diminishes  in  size,  or  if  it  be  so  small  that  it  is  difficult 
to  be  certain  as  to  variation  in  size,  wait.  A lump  of 
suppuration,  or  a tumour,  may  be  surrounded  by  serous 
exudation,  so  that  diminution  in  size  does  not  negative 
the  presence  of  one  of  these  conditions,  (b)  If  at  the  end 
of  three  months’  treatment  the  lump  is  small,  nutrition  not 
affected,  and  the  only  indication  for  different  treatment  is 
pain,  the  pain  is  probably  neurotic.  Watch  the  case  carefully 
before  you  sanction  operation.  Some  such  patients  can  be 
frightened  into  good  health  by  a description  of  the  operation, 
with  exaggeration  of  its  danger. 

Why  difference  of  opinion  as  to  necessity  for  operation. 
— There  has  been  much  difference  of  opinion  about  the 
proper  treatment  of  diseases  of  the  uterine  appendages. 
Patients  successfully  treated  continue  to  put  confidence  in  the 
person  who  treated  them,  while  those  in  whom  a particular 
treatment  is  a failure  try  to  find  better  advice  elsewhere. 
Hence  operators  hear  of  their  successes  oftener  than  of  their 
failures,  while  those  who  do  not  operate  lose  sight  of  patients 
whom  the  operator  cures,  but  are  consulted  by  those  dis- 
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satisfied  with  the  results  of  operative  treatment.  Hence 
difference  of  opinion  more  marked  than  is  accounted  for  by 
the  difficulty  of  rightly  estimating  the  evidence.  Some  cases  of 
chronic  inflammation  of  the  uterine  appendages  are  incurable 
in  any  other  way,  and  if  these  could  be  diagnosed,  then  an 
operation  would  be  indicated  as  soon  as  the  diagnosis  had 
been  made.  But  such  precision  of  diagnosis  at  an  early  stage 
of  the  disease  is  not  at  present  possible,  and  there  are  grave 
objections  to  this  operation,  which  should  lead  you  to  avoid 
it  if  possible. 

Surgical  treatment. — If  expectant  treatment  fails,  surgical 
treatment  is  required.  There  are  two  routes  by  which  the 
diseased  parts  may  be  reached:  (1)  the  abdominal,  (2)  the 
vaginal.  I place  them  in  their  chronological  order.  These 
diseases  Avere  practically  discovered  by  abdominal  section. 
They  were  known  to  pathologists  .who  opened  dead  bodies, 
but  were  looked  on  as  museum  curiosities,  which  could 
neither  be  diagnosed  nor  treated,  until  Mr.  Lawson  Tait,  by 
abdominal  section  in  the  living,  demonstrated  their  frequency, 
and  showed  that  they  could  be  cured.  The  mode  of  cure 
which  Tait  introduced  is — 

1.  The  removal  by  abdominal  section  of  the  ovaries  and 

tubes.— This  is  sometimes  called  spaying  ” ; but  this  word, 
as  used  before  the  introduction  of  Tait’s  operation,  meant  the 
removal  of  healthy  ovaries.  The  abdominal  mode  of  treatment 
has  the  advantage,  that  by  it  the  parts  are  exposed  to  sight 
and  touch,  the  diagnosis  is  made  accurate,  and  treatment 
applied  with  precision.  The  complete  removal  of  the  uterine 
appendages  on  both  sides  must  remove  all  troubles  which 
the  disease  of  these  organs  directly  causes. 

The  objections  are  : (i.)  The  danger  to  life.  This  is 
slight  when  the  operation  is  done  by  a skilful  operator. 
Statistics  of  operators  in  every  civilised  country  agree  in 
showing  this.  I may  refer  to  those  of  Lawson  Tait,  Culling- 
worth,  Mayo  Robson,  Zweifel,  Pozzi,  and  Polk,  in  illustration. 
But  when  done  by  an  inexperienced  operator,  the  danger  is 
considerable.  No  one  should  attempt  these  operations  who 
has  not  large  opportunities  of  practice  in  abdominal  surgery. 
I do  not  think  it  instructive  to  quote  percentages,  because  the 
mortality  depends  partly  on  the  selection  of  cases.  One  who 
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operates  on  cases  with  slight  disease  will  get  a low  mortality ; 
one  who  submits  to  abdominal  section  only  serious  cases  will 
have  a higher  death-rate.  Judging  as  well  as  I can,  I 
estimate  the  mortality  in  cases  of  suppuration  at  about 
8 per  cent  * In  the  worst  cases  it  is  worth  the  patient’s  while 
to  run  the  risk. 

ii.  Does  it  cure  pain? — The  operation  cures  painful 
disease,  but  it  does  not  cure  pain.  If  the  disease  is  a 
suppurated  ovary  or  tube,  and  this  is  removed,  the  disease 
is  cured.  But  in  many  slighter  cases,  in  which  persistent  pain 
has  been  thought  due  to  local  disease,  pain  has  persisted  after 
removal  of  that  disease.  The  proportion  of  cases  not  relieved 
of  pain  depends  upon  how  the  operator  selects  his  cases. 
One  who  operates  on  many  cases  of  pelvic  pain  with 
small  pelvic  lumps  will  remove  many  ovaries  and  tubes 
which  are  healthy  except  for  a few  adhesions.  In  such 
cases  the  pain  is  neurotic ; that  is,  it  depends  more  on 
weakness  of  the  patient’s  nervous  system  than  on  the  local 
change,  and  it  is  not  permanently  relieved  by  any  operation. 
Cullingworth’s  cases  f show  only  about  10  per  cent,  in  which 
pain  persisted,  but  in  these  the  organs  were  only  removed 
when  they  were  seriously  diseased. 

iii.  Does  inflammation  never  recur  ? — One  consideration 
which  has  led  to  the  large  performance  of  this  operation 
is  the  theory  that  by  stopping  the  functions  of  the  generative 
organs,  recurrence  of  pelvic  inflammation  will  be  prevented, 
and  this  will  become  as  rare  in  such  patients  as  in  children 
and  old  women.  Now,  after  removal  of  inflamed  tubes 
and  ovaries,  does  infla^mmation  never  recur  ? Upon  this 
most  important  point  some  of  the  most  experienced  operators 
are  silent.  It  seems  never  to  have  occurred  to  them  as 
possible.  But  the  fact  is,  that  some  patients  come  back 
months  or  years  after  successful  abdominal  operations  with 
abscesses  or  inflammatory  induration  round  the  part  to  which 
a ligature  had  been  applied.  Whether  this  depends  upon 
non-absorption  of  the  ligature,  or  whether  upon  the  entry  of 
septic  germs  into  the  stump,  we  know  not. 

* See  Cullingworth,  “ Obst.  Trans.”  vol.  xxxiv. ; Aug.  Martin,  “ Die  Krank- 
heiten  der  Eileiter  ” ; and  Albert  Martin,  “ Resultats  eloignes  de  l’ablation  des 
annexes  uterines  par  laparotomie.  ” These,  Paris,  1893. 

t “ Obst.  Trans.,’’  vol.  xxxiv. 
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iv.  Ventral  hernia;  that  is,  protrusion  of  bowel  through 
a gap  between  the  recti.  This  may  develop  years  after 
the  operation.  I have  known  ventral  hernia  first  appear 
nine  years  after  ovariotomy.  When  such  a hernia  has 
begun  it  tends  to  increase.  Each  cough  or  effort  drives  out 
more  bowel,  and  thus  through  a gap  little  bigger  than  a 
button-hole,  a hernia  as  large  as  a foetal  head  may  protrude. 
Hernias  of  this  kind,  if  treated  while  the  gap  is  small,  can  be 
cured.  A ventral  hernia  is  not  so  bad  as  a lump  of  suppura- 
tion in  the  pelvis ; but  it  is  a serious  inconvenience,  and  an 
evil  to  be  avoided  if  possible. 

v.  Sinus  formation. — When  a ligature  is  put  round  the 
healthy  tissues  that  form  the  pedicle  of  an  ovarian  cyst, 
these  tissues  swell  above  and  below  the  constriction,  meet  over 
and  bury  the  ligature,  which  is  then  quickly  invaded  by 
leucocytes,  which  eat  up  it  and  any  germs  in  it,  and  thus  it 
is  kept  aseptic  and  finally  absorbed.  Now,  if  the  stump  be 
thickened  by  organised  fibrous  tissue,  it  does  not  swell  up 
and  envelop  the  ligature.  The  ligature  is  therefore  not 
encapsuled,  suppuration  often  takes  place  round  it,  and  a 
sinus  forms  which  goes  on  suppurating  until  the  ligature 
has  ulcerated  through  the  stump  and  been  discharged. 
Its  separation  takes  months  and  may  take  years.  This 
is  a disagreeable  consequence,  and  one  to  be  avoided  if 
possible. 

We  have  no  information  about  the  frequency  of  these 
evils  after  the  removal  of  inflamed  uterine  appendages  by 
abdominal  section.  The  early  operators  were  satisfied  if  the 
patients  recovered  from  the  operation,  and  did  not  trace  their 
after  histories.  The  possibility  of  one  of  these  unfortunate 
after-effects,  though  not  a disadvantage  grave  enough  to 
contra-indicate  the  operation  in  cases  which  cannot  be  other- 
wise cured,  yet  makes  it  desirable  to  cure  these  patients  if 
possible  without  opening  the  belly. 

vi.  Does  salpingo-oophoritis  unsex  the  patient? — One 
objection  to  complete  extirpation  of  the  tubes  and  ovaries 
is  that  it  annuls  the  sexual  functions.  It  is  said  in  reply 
to  this  that  the  patient  is  “ unsexed  ” already  by  her  disease. 
But  this  is  not  the  fact.  The  disease  often  produces 
dyspareunia  and  sterility,  but  not  always.  Even  if  sexual 
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intercourse  be  rendered  painful,  sexual  desire  and  enjoyment 
may  persist.  T have  seen  several  patients  with  inflammatory 
lumps  in  the  pelvis  who  had  been  told  by  other  advisers 
that  the  removal  of  the  ovaries  was  necessary,  and  yet 
subsequently  had  children.  In  one  case,  in  which  I removed 
a pyo-salpinx  on  one  side,  and  on  the  other  side  found  the 
tube  and  ovary  so  embedded  in  adhesions  that  I could  not 
identify  them,  the  patient  had  a child  within  a year  after 
the  operation. 

The  operation. — The  instruments  and  preparations  re- 
quired are  the  same  as  for  ovariotomy,  except  that  a trocar 
is  not  needed.  The  patient  should  be  in  the  raised  pelvis 
Dosition.  Details  which  are  common  to  this  and  other 

L 

abdominal  sections  I shall  give  in  describing  ovariotomy. 

Open  the  belly  as  in  ovariotomy,  making  the  first  incision 
only  about  two  and  a half  or  three  inches  long.  This  done, 
pass  two  fingers  down  into  the  pelvis,  and  feel  for  the  fundus 
uteri.  This  identified,  trace  outwards  with  the  fingers  the 
uterine  appendages,  and  break  down  with  the  fingers  the 
adhesions  fixing  them.  When  you  have  freed  them,  pull  them 
up  to  and  out  through  the  wound ; transfix  and  tie  the  broad 
ligament  in  the  same  way  as  the  pedicle  of  an  ovarian  tumour ; 
and  then  cut  away  the  diseased  appendages  as  near  to  the 
ligature  as  is  compatible  with  security  against  slipping  of  the 
ligature.  This  is  eminently  an  operation  that  should  only  be 
undertaken  by  specialists.  Skill  in  recognising  the  parts  by 
touch,  in  breaking  down  adhesions,  and  liberating  the  inflamed 
parts,  can  only  be  acquired  by  practice  on  living  patients  the 
subjects  of  disease. 

Its  dangers. — The  dangers  of  the  operation  are:  (1)  Septic 
poisoning.  This  is  preventive  (a)  by  antiseptic  precautions, 
(b)  by  care  not  to  damage  the  peritoneum  unnecessarily, 
and  not  to  leave  behind  in  it  dead  organic  fluid  in  which 
micro-organisms  may  find  a soil  suitable  for  their  growth. 
(2)  Hcemorrhage. — This  may  be  (a)  from  the  pedicle;  ( b ) 
from  torn  adhesions,  (a)  Serious  bleeding  from  the  pedicle  is 
not  common.  The  pedicle  contains  no  vessels  so  large  as  those 
in  that  of  an  ovarian  cyst ; but  it  is  sometimes  friable,  so  that 
a thin  ligature  tightly  pulled  may  cut  through  it  instead 
of  compressing  it.  (b)  1 hemorrhage  from  torn  adhesions  is 
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sometimes  great.  It  may  directly  kill  the  patient,  or  be 
indirectly  fatal,  by  filling  the  peritoneum  with  a quantity  of 
dead  blood  too  great  for  it  to  absorb,  so  that  micro-organisms 
multiply  in  it  and  cause  peritonitis.  The  magnitude  of  this 
danger  depends  upon  the  condition  of  the  parts ; and  in  this 
no  two  cases  are  alike.  If  there  be  only  slight  thickening  of 
the  parts,  and  a few  old  adhesive  bands,  the  bleeding  is  next 
to  nothing.  With  haemato-salpinx,  which  implies  great  vas- 
cularity of  the  tube,  bleeding  is  likely  to  be  great.  Much 
skill  and  resource  are  required  to  stop  it.  It  is  to  be 
stopped,  first,  by  looking  for  the  bleeding-point,  which  in 
the  raised  pelvis  position  can  be  seen,  and  securing  it  if 
possible  with  pressure  forceps  and  ligatures.  But,  some- 
times, especially  when  the  haemorrhage  is  from  surfaces  which 
were  adherent  before  the  operation,  the  bleeding  is  from 
innumerable  small  points,  and  the  tissue  which  bleeds  is 
so  firm  that  these  points  cannot  be  picked  up.  Such 
general  oozing  may  be  checked  either  by  applying  styptics, 
such  as  perchloride  or  sulphate  of  iron,  or  by  pressure: 
stuffing  the  pelvis  as  tightly  as  possible  with  iodoform  gauze. 
I think  the  latter  the  more  effective  (3)  Injuries  to 
viscera. — The  adhesion  between  diseased  uterine  append- 
ages and  bowel  may  be  tougher  than  the  wall  of  the 
bowel,  which  will  then  be  torn.  If  a drainage-tube  be  put 
in,  so  that  fscces  can  come  up  through  the  wound,  the 
patient  may  do  well  and  the  rent  heal ; for  faces,  though  irri- 
tating to  the  peritoneum,  are  not  septic.  The  tear  is  generally 
low  down,  and  the  bowel  fixed  by  adhesions,  and  if  so  to  sew 
it  up  is  impracticable.  (4)  Intestinal  obstruction. — After  an 
operation  of  this  kind,  fresh  adhesions  are  always  formed,  and 
by  them  a kink  in  the  bowel  may  get  fixed  and  intestinal 
obstruction  follow.  No  method  of  operating  can  prevent 
this.  The  only  treatment  is  to  reopen  the  abdomen  and 
liberate  the  bowel. 

What  should  be  removed  ? — Mr.  Lawson  Tait  has  urged 
that  as  both  tubes  are  equally  exposed  to  the  usual  causes  of 
salpingitis,  and  both  usually  diseased,  the  appendages  on  both 
sides  should  always  be  removed  ; for  if  on  one  side  they 
appear  to  be  healthy,  it  is  probable  that  in  time  they  will 
suffer,  and  inflammation  recur.  But  inflammation  sometimes 
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recurs  after  both  have  been  removed.  It  is  urged  also  that 
ovaries  as  well  as  tubes  should  be  always  removed,  because 
even  if  the  ovaries  look  healthy,  there  may  yet  be,  and  often 

is,  suppuration  in  them  as  well  as  in  the  tubes.  But  it  is 
possible  to  cut  open  the  ovary,  see  if  there  be  suppuration  in 

it,  and,  if  not,  sew  the  cut  surfaces  together.  It  seems  to  me 
sounder  surgery  to  remove  diseased  parts  only,  and  leave 
healthy  parts.  Some  have  carried  this  principle  further,  and 
leave  diseased  parts. 

Abdominal  section  with  conservation  of  diseased  parts. 

—Inflamed  uterine  appendages  have  been  treated  by  opening 
the  belly,  treating  the  morbid  condition  found  in  the  pelvis 
in  the  way  that  seems  most  likely  to  put  it  right,  and 
shutting  up  the  abdomen.  Thus,  if  the  tubes  are  adherent, 
the  adhesions  are  broken  down.  (But  fresh  adhesions  cannot 
be  prevented  from  forming.)  If  the  tube  is  closed,  it  is 
opened,  emptied,  and  then  scraped  and  cauterised,  or  part 
of  it  removed.  If  the  ovary  contains  small  cysts,  these  are 
cauterised. 

These  things  cannot  be  done  without  risk  to  life  and 
danger  of  ulterior  evils,  almost  as  great  as  those  which 
attend  removal  of  the  appendages.  A tube  converted  into  a 
bag  of  pus  with  fibrous  walls  a third  of  an  inch  in  thickness 
could  not  safely  be  treated  in  this  way,  nor  could  a suppurated 
ovarian  cyst.  Such  treatment  is  only  suitable  for  cases  of 
slight  disease.  I find  that  these  get  well  under  expectant 
treatment.  I know  of  no  evidence  that  this  conservative 
treatment  cures  slight  disease  any  better  than  treatment 
which  is  free  from  the  disadvantages  of  abdominal  section. 

2.  Vaginal  treatment. — This  mode  of  treatment  leaves 
no  scar  in  the  abdominal  wall ; and  entails  no  risk  of  ventral 
hernia,  or  a sinus  in  the  abdomen.  There  is  less  danger 
of  general  peritonitis,  intestinal  paralysis,  and  obstruction, 
because,  in  properly  chosen  cases,  the  general  peritoneal 
cavity  is  not  opened.  In  some  cases  it  cures  ; and  in 
properly  chosen  cases,  if  it  does  not  cure,  the  patient  is  no 
worse  for  the  attempt  to  cure  in  this  way.  The  drawbacks 
to  it  are  that  in  some  cases  it  fails  ; that  you  cannot  tell 
what  structures  you  are  dealing  with  so  well  as  when  the 
parts  are  exposed  by  an  abdominal  incision ; and  that  if 
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the  cases  are  not  well  chosen,  there  is  risk  of  haemorrhage 
and  of  septic  infection.  There  are  three  methods  of  vaginal 
treatment. 

(a)  Vaginal  incision. — The  cases  for  this  method  are 
chronic  cases  in  which  there  is  a painful  lump,  the  size 
of  a Tangerine  orange,  or  larger,  fixed  in  Douglas’s  pouch. 
It  should  not  be  done  in  recently  formed  lumps,  because 
(i)  most  such  lumps  as  are  recent  will  go  away  with- 
out it ; and  (ii)  a recent  lump  may  not  be  firmly  adherent, 
and  if  so,  the  general  peritoneal  cavity  may  be  opened,  and 
drainage  may  be  difficult.  When  the  mass  is  already 
firmly  adherent  in  Douglas’s  pouch,  an  incision  into  it  will 
not  make  the  condition  worse.  A vaginal  incision  should 
not  be  made  when  the  lump  is  high  up  and  at  the  side, 
for  in  such  cases  large  vessels  in  the  broad  ligament  will 
be  cut  into  if  the  lump  is  attacked  from  the  vagina. 

Therefore,  when  you  have  to  deal  with  such  a painful  lump, 
which  after  sufficient  expectant  treatment  has  not  lessened 
in  size,  cut  into  it  by  the  vagina.  If  in  doubt  as  to  diagnosis, 
tap  it  first  with  an  exploring  needle.  Anaesthetise  the  patient. 
Put  her  in  the  lithotomy  position.  Wash  out  the  vagina 
with  sublimate  solution  1-2000.  Hands  and  instruments  being 
surgically  clean,  cut  through  the  posterior  vaginal  fornix 
with  scissors,  guiding  them  with  the  left  forefinger  in  the 
vagina.  Cut  for  about  an  inch  and  a half  from  side  to 
side.  This  done,  try  to  force  your  way  on  into  the  lump 
with  the  forefinger,  cutting  with  scissors  when  you  meet 
with  tissue  so  dense  that  your  fingers  cannot  break  it  open. 
If  the  lump  contains  pus,  you  will  in  this  way  get  into  the 
pus  cavity.  When  this  is  reached,  put  in  two  fingers  if 
possible,  and  tear  as  large  an  opening  as  you  can.  If 
any  septa  exist  in  the  cavity,  break  them  down  in  the 
same  way,  so  as  to  lay  every  part  of  it  open  into  the  vagina. 
Keep  your  other  hand  on  the  abdomen,  pressed  down  in 
the  lump  while  you  do  this,  so  that  you  may  know  whether 
your  fingers  have  reached  the  boundary  of  the  lump  or  not. 
Having  laid  open  the  cavity,  stuff  it  with  iodoform  gauze, 
so  as  to  make  it  heal  from  the  bottom,  and  at  the  same 
time  keep  it  sweet.  If  the  lump  is  a pyo-salpinx,  or  if  it  is 
a dermoid  cyst,  or  an  abscess  in  the  peritoneum  around 
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inflamed  appendages,  it  will  be  cured  in  this  way.  If  the 
lump  should  be  an  ovarian  cyst,  not  a dermoid,  an  abdominal 
operation  will  afterwards  be  required;  but  the  vaginal  incision 
will  not  have  made  this  more  difficult  or  more  dangerous. 

Sometimes  you  will  be  able  to  lay  open  one  cavity,  but 
And  this  bounded  by  a wall  which  does  not  seem  the  outer 
boundary  of  the  lump,  but  which  is  so  firm  that  you  cannot 
break  it  down.  After  two  or  three  weeks,  the  cavity  will 
have  contracted,  but  a lump  may  still  remain,  although 
not  so  large  as  at  first.  In  such  a case,  if  you  repeat  the 
attempt  a few  weeks  later,  you  will  often  find  the  wall  of 
the  remaining  pus  cavity  so  much  nearer  and  so  softened 
that  you  can  open  it  by  the  vagina,  and  cure  the  patient. 

If  the  patient  can  be  cured  in  this  way,  she  escapes  the 
disadvantages  of  abdominal  section. 

(6)  Removal  of  the  uterus  by  the  vagina.— Parisian 
surgeons  have  advocated  and  practised  removal  of  the  uterus 
to  cure  suppuration  around  it.  They  urge  that  the  uterus 
is  the  source  of  evil,  and  the  radical  treatment  is  to  treat 
disease  at  its  source : if  suppurated  Fallopian  tubes  are 
removed  by  abdominal  section,  a stump  is  left,  in  which  are 
germs,  and  to  which,  by  the  same  route  as  before,  fresh 
micro-organisms  may  get.  By  removing  the  uterus,  a large 
gap  is  left  between  the  suppurating  cavities  into  which  they 
can  freely  discharge,  and  which  will  not  close  up  in  a 
flurry.  I find  it  possible  to  open  collections  of  pus  in  the 
pelvis,  and  drain  them  by  the  vagina,  without  removing 
the  uterus.  Therefore  I advise  not  this  operation.  Remov- 
ing the  uterus  is  more  dangerous  than  incising  a pus  cavity ; 
there  is  risk  of  haemorrhage  and  of  possibly  incurable  injury 
to  ureter,  bladder,  or  bowel. 

(c)  Removal  of  inflamed  appendages  by  anterior  col- 
potomy. — If  the  inflamed  lumps  are  small,  they  may  be 
removed  by  the  operation  devised  by  Martin,  of  Berlin,  and 
called  “ anterior  colpotomy  ” ; that  is,  by  opening  the  vesico- 
uterine pouch  of  peritoneum,  as  in  vaginal  fixation  of  a retro- 
flexed  uterus  (see  p.  160),  and  then  with  the  finger  breaking 
down  the  adhesions  fixing  the  appendages,  pulling  these 
forwards  through  the  vaginal  incision,  and  removing  them. 
By  this  method  the  disadvantages  of  an  abdominal  scar  are 
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avoided;  the  other  objections  to  the  operation  are  the  same. 
It  is  only  suitable  to  cases  in  which  the  appendages  are  so 
little  enlarged  that  the  finger  can  be  hooked  over  them.  Not 
many  such  cases  need  an  operation. 

Removal  of  the  uterus  and  its  appendages  by  the 
vagina. — Landau  went  further,  and  urged,  in  cases  in  which 
there  is  bilateral  suppuration  of  the  uterine  appendages, 
removal  of  the  uterus,  tubes,  and  ovaries  by  the  vagina.  If 
this  is  safely  and  completely  done,  it  must  cure  such  disease 
more  thoroughly  than  any  other  application  of  surgery.  The 
mortality  in  Germany  and  America  has  been  small : no  greater 
than  that  of  removal  of  inflamed  appendages  by  abdominal 
section.  The  danger  of  disagreeable  after-consequences  is 
less,  and  of  failure  to  cure  far  less.* 

When  chronic  salpingo-oophoritis  causes  such  suffering 
as  to  affect  the  general  health,  and  is  not  cured  by  medical 
treatment,  the  best  course  when  practicable  is  the  removal 
by  the  vagina  of  the  uterus  and  its  appendages.  Cases  that 
require  this  are  not  common.  If  the  tubes  and  ovaries 
are  removed,  the  uterus  is  a useless  organ,  there  is  no 
benefit  in  keeping  it,  and  inflammation  may  recur  in  the 
stump  of  the  tubes. 

The  operation. — I shall  describe  vaginal  hysterectomy  in 
detail  in  speaking  of  cancer,  the  condition  for  which  it  is 
most  often  required.  In  these  cases  the  first  steps  of  the 
operation  (freeing  the  cervix,  opening  Douglas’s  pouch  and 
the  vesico-uterine  pouch)  are  the  same  as  in  hysterectomy 
for  cancer.  The  next  thing  is,  with  two  fingers  passed  up 
behind  the  uterus,  to  break  down  adhesions  and  liberate  the 
uterine  appendages.  Those  who  have  largely  practised  this 
operation  say  that  it  is  not  more  difficult  to  do  this  by  the 
vagina  than  by  the  abdomen,  and  the  same  dangers  attend  it 
in  either  case.  When  this  has  been  done,  the  uterine  arteries 
are  secured.  The  cervix  uteri  is  then  freed  laterally;  the 
uterus  is  pulled  down ; its  anterior  wall  is  bisected,  and  the 
uterus  is  pulled  outside  the  vulva.  Then  with  two  fingers 
passed  up  between  the  appendages  and  the  pelvic  wall,  the 

* Fauchet  ( Gaz . Ilebd.  de  Mcd.et  Chir .,  Feb.  18th,  1S97),  from  an  analysis 
of  257  cases,  gives  64-5  per  cent,  of  cures  after  abdominal  removal  of  appendages; 
94  per  cent,  after  vaginal  removal  of  uterus  and  appendages. 
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appendages  can  be  pressed  towards  the  middle  line  and  the 
broad  ligament  tied  externally  to  them.  The  uterine  vessels 
may  be  secured  with  pressure  forceps,  in  the  manner  shown  in 
Fig.  83,  but  ligatures  are  better.  Then  the  rest  of  the  uterus 
and  its  appendages  can  be  cut  away.  The  after  treatment  is 
the  same  as  that  of  hysterectomy  for  cancer. 

The  cases  in  which  this  method  is  not  suitable  are  those 
in  which  the  inflamed 
appendages  form  a 
swelling  which  is  so 
large  that  its  farthest 
part  cannot  be  easily 
reached  by  the  lin- 
gers in  the  vagina. 

Such  a swelling  can- 
not be  easily  manipu- 
lated from  the  vagina, 
but  an  abdominal 
incision  enables  it  to 
be  treated  with  the 
aid  of  sight.  In  such 
cases  I think  the 
practice  of  some 
American  operators  of 

removing  by  abdomi-  Fig.  S3. — Application  of  pressure  forceps  in  removal 
. P , of  uterus  and  its  appendages  bv  the  vagina. 

nal  section  the  uterus 

vrith  its  appendages  is  that  which  gives  the  greatest  cer- 
tainty of  permanent  cure.  The  methods  and  risks  of 
abdominal  hysterectomy  I shall  speak  of  in  a subsequent 
chapter. 

There  are  certain  possible  ulterior  consequences  of 
tubal  inflammation  which  it  will  be  convenient  to  describe 
here. 

Proliferating  salpingitis. — In  tubes  that  have  been  long 
inflamed,  new  growth  sometimes  occurs  in  the  mucous  mem- 
brane. The  name  prefixed  to  this  paragraph  is  at  present  the 
best  to  denote  such  cases,  because  it  implies  no  theory.  Our 
knowledge  of  such  growths  in  the  tubes  is  still  so  recent  that 
the  opinions  even  of  those  who  have  given  most  attention  to 
the  subject  cannot  be  said  to  be  yet  established.  Growths  in 
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the  tube  have  been  seen  in  the  circumstances  and  with  the 
characters  which  I shall  now  describe. 

What  is  the  nature  of  the  growths  ? — The  mucous  mem- 
brane of  the  normal  Fallopian  tube  is  folded.  Mr.  Bland 
Sutton  regards  the  recesses  of  these  folds  as  glands.  A mucous 
gland  is  nothing  but  an  involution  of  epithelium.  In  the  body 
there  is  seen  every  intermediate  formation  between  a shallow 
depression  which  no  one  Avould  call  a gland,  and  a deep- 
branched  recess  which  every  one  Avould  admit  to  be  a gland  ; 
it  is  not  possible  to  define  Avhat  depth  of  epithelial  evolution 
ought  to  be  called  a gland. 

Hence,  whether  the  mucous  membrane  of  the  tubes  is 
glandular  or  not  is  a question  of  Avords  rather  than  of  facts. 
In  chronically  inflamed  tubes  these  folds  have  been  seen 
much  exaggerated,  the  processes  separating  the  recesses 
longer  and  more  branched  than  normal,  but  covered  Avith 
well-formed  columnar  epithelium ; so  that  except  for  the 
increase  in  size  of  the  folds,  and  perhaps  a little  infiltration 
with  leucocytes,  the  mucous  membrane  is  healthy.  The 
name  proper  to  such  a condition  depends  upon  the  vieAv 
taken  of  the  normal  structure  of  the  tube.  If  the  tube  is 
a large  gland,  then  these  reduplications  of  gland  tissue  are 
rightly  called  adenomatous  growths.  But  if  the  tube  is  not 
a gland,  then  the  correct  name  for  the  groAvths  which  fill 
it  is  papilloma,  a name  adopted  by  Mr.  Horan. 

Follicular  salpingitis. — When  this  papillary  or  adeno- 
matous growth  has  reached  a high  development,  adjacent 
papillae  often  adhere,  and  thus  closed  spaces  or  follicles  are 
developed.  This  has  been  called  “ follicular  salpingitis.” 
This  name  is  purely  descriptive;  it  applies  to  some  of  the 
cases  included  in  the  foregoing  group,  but  not  to  all  of 
them.  The  cases  in  which  such  follicular  spaces  are  pro- 
duced have  no  clinical  peculiarity  that  I knoAv  of.  The  con- 
dition cannot  be  identified  until  the  tubes  have  been  taken 
out  of  the  body.  There  is  no  harm  in  the  name  as  descriptive 
of  an  occasional  effect  of  overgroAvth  of  the  mucous  membrane 
of  the  tubes. 

Papilloma  of  the  tube  with  ascites.— There  are  rare 
cases,  first  described  by  Mr.  Alban  Doran,  in  which  papillary 
groAvths  in  the  Fallopian  tube,  without  either  clinical  or 
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histological  malignant  characters,  cause  ascites.  Either  the 
diseased  tube  pours  out  more  fluid  into  the  peritoneal  cavity 
than  the  peritoneum  can  absorb,  or  else  it  secretes  some 
irritating  matter  which  provokes  the  peritoneum  to  pour  out 
fluid.  The  clinical  features  of  such  cases  are  that  there  is 
ascites,  recurring  after  paracentesis,  without  discoverable  cause 
other  than  the  diseased  tube,  which  is  cured  by  the  removal 
of  the  diseased  tube.  In  many  such  cases  there  is  a history 
of  past  pelvic  inflammation.  Knowing  that  when  the  tubes 
are  inflamed  growth  sometimes  takes  place  within  them,  it 
is  reasonable  to  regard  with  Mr.  Doran  these  tubal  papillo- 
mata causing  ascites  as  late  developments  of  papillomatous 
growths  which  began  during  salpingitis.  We  know  nothing 
as  to  why  some  cases  of  salpingitis  produce  this  effect,  while 
most  do  not. 

In  these  cases  the  swelling  of  the  belly  from  ascites  is  the 
prominent  symptom.  By  vaginal  examination  a lump  is  felt 
by  the  side  of  the  uterus.  Malignant  disease  may  perhaps  be 
suspected,  but  the  absence  of  great  wasting  and  of  oedema  of 
legs  will  be  against  this  suspicion.  The  lump  may  be  thought 
to  be  a fibroid,  or  a small  ovarian  tumour,  or  chronic  salpingo- 
obphoritis.  Papilloma  of  the  tube  causing  ascites  is  so  rare 
that  we  have  not  yet  obtained  criteria  by  which  to  recognise 
its  presence  before  the  belly  has  been  opened. 

Correct  diagnosis  and  proper  treatment  will  follow  if  the 
good  clinical  rule  be  acted  on — never  to  put  a trocar  into  an 
abdominal  collection  of  fluid  of  uncertain  origin  and  nature. 
If  it  is  necessary  to  let  out  such  fluid,  always  do  it  by  an 
incision,  after  making  which  you  can  put  in  your  finger  and 
explore.  You  will  then  find  the  diseased  tube.  I can  give  no 
signs  by  which  to  identify  this  rare  condition  by  the  touch. 
All  that  you  can  thus  ascertain  is  that  it  is  enlarged  by 
disease  of  some  sort ; and  as  the  fact  that  the  tube  is  pouring 
out  secretion  into  the  peritoneum  implies  that  at  least  its 
fimbriated  end  is  free  from  adhesions,  you  will  have  little 
difficulty  in  bringing  it  up  to  the  wound,  which  you  should 
enlarge  sufficiently  for  the  purpose  of  inspection.  This  done, 
the  nature  of  the  disease  will  be  evident,  and  the  diseased  tube 
should  be  removed. 

In  one  of  Mr.  Doran’s  cases  the  fimbriated  end  of  the  tube 
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was  closed  and  the  uterine  end  open,  and  there  was  free  watery 
vaginal  discharge.  In  such  a case  the  complaint  would  be  ol 
discharge,  and  not  of  ascites.  By  bimanual  examination  the 
diagnosis  of  tubal  disease  would  doubtless  be  made.  If  you 
could  make  sure  that  the  discharge  comes  from  the  uterus, 
and  not  from  the  vagina,  it  would  be  a proper  inference  that 
the  tubal  disease  was  accountable  for  the  discharge.  The 
disease  is  so  rare  that  the  only  instruction  I am  able  to 
give  as  to  its  diagnosis  is  theoretical,  not  based  even  on 
secondhand  experience. 

Papilloma  of  the  Fallopian  tube  is  not  the  only  tumour 
which  can  cause  ascites  otherwise  than  by  its  bulk.  With 
iibroma  and  with  sarcoma  of  the  ovary  there  is  often  ascites, 
although  the  tumour  is  so  small  that  the  dropsy  cannot  be 
accounted  for  by  the  mechanical  pressure  of  the  tumour,  seeing 
that  with  fibroids  of  the  uterus,  ovarian  tumours,  and 
pregnancy,  encroaching  much  mpre  on  the  space  within  the 
belly,  there  is  no  ascites.  Hence  when  there  is  ascites  with 
a small  pelvic  tumour,  papilloma  of  the  tube  is  not  the  only 
possible  explanation. 
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PARAMETRITIS. 

What  is  parametritis  ? — Parametritis  means  inflammation 
of  the  cellular  tissue  of  the  pelvis,  having  its  origin  in  the 
genital  passage.  Before  the  coinage  of  the  word  'parametritis 
by  Virchow,  the  disease  was  known  as  “pelvic  cellulitis.” 
The  latter  term  literally  denotes  a condition  which  may  come 
from  causes  unconnected  with  the  genital  organs  ; such,  for 
instance,  as  disease  of  bone  or  bowel.  Inflammation  from 
such  causes,  although  pelvic  cellulitis,  is  not  parametritis.* 

Distribution  of  the  pelvic  cellular  tissue.— You  cannot 
understand  parametritis  without  accurate  knowledge  of  the 
situation  ot'  the  cellular  tissue  in  the  pelvis.  The  cellular 
tissue  forms  a sort  of  matrix  in  which  the  pelvic  organs  are 
embedded.  It  fills  the  lower  part  of  the  pelvic  cavity,  except 
where  the  three  canals — urethra,  vagina,  and  rectum — per- 
forate it.  Above  it  is  covered  in  by  the  peritoneum.  At  the 
sides  it  is  continuous  with  the  subserous  connective  tissue. 
Through  the  inguinal  and  femoral  canals  it  is  continuous  with 
the  cellular  tissue  of  the  thighs,  and  through  each  sciatic 
notch  with  that  of  the  buttock. 

The  muscles  of  the  pelvic  floor. — The  cellular  tissue 
contains  the  muscles  of  the  pelvic  floor  as  well  as  the  aforesaid 
canals.  The  central  point  of  the  muscular  system  of  the  pelvic 
floor  is  the  sphincter  ani  and  perineum.  From  this  part 
muscular  tissue  spreads  out  on  each  side  like  a fan  to  the 
periphery  of  the  pelvis.  (Fig.  84.)  The  muscles  of  the  pelvic 
floor  consist  of  (a)  some  comparatively  unimportant  prolon- 
gations of  the  uterine  muscular  fibre ; (6)  the  levator  ani ; 
(c)  some  small  perineal  muscles.  The  levator  ani  is  the  chief 
one,  and  it  forms  a plane  running  from  near  the  middle  line 
upwards  and  outwards  on  each  side,  so  that  below  it,  between 
it  and  the  pelvic  wall,  is  a space,  the  iscliio-rectal  fossa,  filled 
with  cellular  tissue. 

* For  information,  as  to  the  diseases  of  the  retro-peritoneal  connective  tissue 
generally,  see  Brit.  Med.  Journal , Oct.  17,  189fi. 
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Distinction  between  the  pelvic  and  vulvar  connective 
tissue. — The  muscles  are  enclosed  in  layers  of  fascia,  which 
are  closely  blended  with  the  pelvic  canals.  That  which  covers 
the  levator  ani  is  called  the  deep  pelvic  fascia;  and  this 
muscle  with  its  fascia  forms  a fibro-muscular  diaphragm, 
which  separates  what  it  is  convenient  to  call  the  pelvic,  from 


uteri 


Levator  ani 


Perineal  muscles 


Fig.  84. — Muscular  Structure  of  Pelvic  Floor.  ( After  Freund.) 

the  vulvar  connective  tissue.  Hence  it  is  that  parametritis 
never,  except  where  there  has  been  injury  to  this  fascia, 
spreads  into  the  labia  or  into  the  ischio-rectal  fossa.  Nor 
does  bleeding  into  the  pelvic  cellular  tissue  thus  extend. 

The  pelvic  cellular  tissue. — Cellular  tissue  surrounds  the 
uterus.  Seen  by  itself,  this  cellular  tissue  would  look  like  a 
hollow  cylinder  enclosing  the  utetus.  Around  the  uterus  it 
is  close  in  texture,  white  and  glistening  in  section.  Behind 
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and  in  front  of  it  the  cellular  tissue  is  comparatively  scanty 
because  the  rectum  and  bladder  are  so  close.  Here  the 
cellular  tissue  is  gradually  lost  above,  in  the  close  attachment 
of  the  peritoneum  to  the  uterus.  There  is  more  in  front 


Fig.  85. — Section  from  before  backwards,  showing  cellular  tissue  in  broad  ligaments. 

{After  Freund .) 


than  behind.  On  each  side  the  cellular  tissue  in  the  broad 
ligament  forms  a triangular  mass,  having  its  base  below, 
diminishing  in  thickness  from  before  backwards  as  it  ex- 
tends upwards,  swelling  out  a little  where  the  round  ligament 
and  the  ligament  of  the  ovary  pass  through  it,  and  then 
ending  like  a gable  below  the  Fallopian  tube.  (Fig.  85.) 
A horizontal  section  through  the  pelvis  at  about  the  level 
of  the  internal  os  shows  a star-shaped  thickening  of  the 
cellular  tube.  It  is  dense  all  round  the  uterus  ; and  from 
this  circle  two  limbs  run  back,  one  on  each  side  of  the 
rectum,  embracing  and  supporting  it ; one  on  each  side  of  the 
base  of  the  bladder ; and  a broad  one  runs  out  on  each  side 
supporting  the  vessels,  nerves,  and  lymphatics  which  go  to  the 
uterus.  (Fig.  86.)  The  pelvic  cellular  tissue  thus  forms  a 
continuous  mesh  of  fibrous  tissue  extending  from  the  endo- 
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metrium  to  the  periosteum  of  the  pelvic  wall.  The  spread 
of  parametritis  depends  upon  the  continuity  of  the  cellular 
tissue. 

Difference  between  the  pregnant  and  the  non-pregnant 

state.* — During  pregnancy  the  cellular  tissue  in  and  near  the 
broad  ligaments  is  increased.  At  the  sides  the  peritoneum  is 
lifted  up,  so  that  at  the  end  of  pregnancy  it  leaves  the  uterus 


Vesicouterine 

peritoneum 


Cellular  tissue 


Poucli  of 
Douglas 


Fig.  8G. — Horizontal  section  of  pelvis  at  level  of  internal  os,  showing  arrangement 
of  cellular  tissue.  ( After  Freund.) 


about  an  inch  and  a half  above  the  pelvic  brim.  Hence  at 
this  time  the  base  of  the  broad  ligament  might  be  described 
as  being  at  the  brim  of  the  pelvis,  stretching  from  the 
ilio-pectineal  eminence  to  immediately  in  front  of  the  sacro- 
iliac joint.  There  is  a large  triangular  area  at  the  sides 
of  the  uterus  uncovered  by  peritoneum.  The  bottom  of  the 
vesico-uterine  pouch,  instead  of  dipping  below  the  pelvic 
brim,  is  about  on  a level  with  it.  Hence  behind  Poupart’s 
ligament  there  is  much  loose  cellular  tissue  which  is  not 
there  in  the  unimpregnated  state,  and  which  is  continuous 
with  the  cellular  tissue  at  the  sides  of  the  uterus.  (Fig.  87.) 
Upon  this  alteration  in  the  anatomy  of  the  cellular  tissue 
during  pregnancy  depends  a difference  between  the  course 
of  parametritis  occurring  after  delivery  and  parametritis 


See  Barbour,  “The  Anatomy  of  Labour.”  Edinburgh,  1889. 
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occurring  in  a patient  not  recently  pregnant.  In  parametritis 
after  delivery  the  inflammation  usually  spreads  into  the  loose 
cellular  tissue  above  the  pelvic  brim,  and  forms  a swelling  in 
the  groin  above  Poupart’s  ligament.  Parametritis  in  this 
situation  is  very  rare  in  women  not  recently  delivered. 

The  causes  of  parametritis. — Our  knowledge  of  the 
causation  of  parametritis  is  based  on  inference  and  analogy, 


v Lumbar  vertebrawyff;? 
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Fig.  87. — Section  above  brim  of  pelvis,  showing  cellular  tissue  above  Poupart’s 
ligament,  continuous  with  that  by  the  side  of  uterus.  ( After  Barbour.) 


not  on  exact  observation.  The  commonly  accepted  theory  is 
this.  If  a wound,  say  of  the  finger,  is  poisoned  with  very 
virulent  septic  matter,  quickly  fatal  septicaemia  or  pyaemia  is 
the  result.  But  if  the  poison  be  less  virulent,  the  result  is 
lymphangitis  of  the  arm  and  inflammation  of  the  glands  in 
the  axilla.  Cellulitis  is  so  rarely  seen  except  after  a wound, 
that  a surgeon  meeting  a case  without  a visible  wound  would 
generally  conclude  that  there  must  have  been  some  small 
puncture  which  had  been  overlooked.  It  is  supposed  that 
similar  inoculations  take  place  in  the  puerperal  woman.  If 
the  poison  be  very  virulent,  the  patient  rapidly  dies.  If  less 
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virulent,  inflammation  limited  to  the  pelvic  cellular  tissue 
may  be  the  result.  This  theory  seems  in  harmony  with  expe- 
rience. But  I know  of  no  direct  evidence  in  its  support.  If 
correct,  parametritis  ought  to  be  prevented  by  antiseptics,  and 
to  be  common  where  antiseptics  are  not  used.  But  I know  of 
no  facts  on  which  to  base  an  estimate  of  the  percentage  of 
deliveries  followed  by  parametritis  in  the  general  population, 
or  in  lying-in  hospitals,  in  pre-antiseptic  times.  The  latter 
information  cannot  be  got  because  women  delivered  in  lying- 
in  hospitals  are  generally  discharged  at  the  end  of  a fortnight; 
but  parametritis  may  begin  later  than  this,  or  at  least  not  be 
discovered  till  later.  Till  we  know  how  frequent  the  disease 
was  without  antiseptics,  we  cannot  tell  whether  antiseptics 
have  diminished  its  frequency  or  not.  Another  difficulty  is 
that  cellulitis  following  a wound  begins  soon : if  it  comes 
on  late,  after  the  wound  has  begun  to  heal,  the  surgeon  as- 
sumes that  there  has  been  some  interference  with  the  wound. 
But  the  date  at  which  parametritis  comes  on  after  delivery  is 
variable : sometimes  the  patient  says  she  was  taken  ill  the 
next  day,  sometimes  not  till  several  weeks  afterwards. 

Various  injuries — tears  of  the  cervix,  of  the  vagina,  etc. — 
have  had  the  responsibility  for  parametritis  thrown  particularly 
upon  them  ; the  evidence  being  that  the  propounder  of  the 
theory  had  observed  this  or  that  injury  in  some  cases  of  para- 
metritis under  his  own  observation.  But  no  one  has  shown 
that  there  is  any  particular  injury  which  makes  women  who 
have  sustained  it  more  likely  to  have  parametritis  than  those 
who  have  not  had  the  injury.  Nor  is  there  any  peculiarity  in 
labour,  or  in  childbed,  or  in  their  management,  or  (cases 
dependent  on  tubercle  or  cancer  being  excepted)  in  the  health 
of  the  patient,  which  has  been  shown  to  be  associated  with 
any  greater  frequency  of  parametritis.  It  is  rare  except  after 
labour  or  abortion. 

Most  cases  of  parametritis  in  non-puerperal  patients  come 
from  injury  to  the  cervix  ; such  as  deep  incision  for  the  cure 
of  dysmenorrhoea  ( which  often  used  to  be  done  years  ago),  or 
tears  of  the  cervix  by  rapid  dilatation.  In  pre-antiseptic  days 
it  was  often  set  up  by  tents.  These  facts  make  me  think  that 
injury  to  the  cervix  is  probably  the  common  cause  of  puerperal 
parametritis  ; but  I know  of  no  direct  evidence  to  this  effect. 
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Our  knowledge  of  the  causation  of  parametritis  is  incom- 
plete so  long  as  we  are  ignorant  of  its  bacteriology  But 
at  present  we  know  nothing  about  this  • for  as  most  cases  get 
well,  material  for  this  study  is  difficult  to  obtain. 

Cancer,  either  of  uterus,  ovary,  or  bowel,  may  grow  into 
and  inflame  the  cellular  tissue.  This  parametritis  is  only 
an  incident  in  the  course  of  a much  graver  disease.  Abscess 
in  the  cellular  tissue  may  be  caused  by  the  tubercle  bacillus. 
This  is  rare.  We  know  not  how  or  why  the  bacillus  gets 
there* * * § 

When  bleeding  takes  place  into  the  cellular  tissue,  some 
inflammation  is  excited  around  the  effused  blood.  But  this 
parametritis  is  less  important  than  the  bleeding  which  causes  it. 

There  is  no  doubt  that  the  causes  I have  mentioned 
produce  parametritis.  But  in  some  rare  cases  no  such  cause 
can  be  found:  there  has  been  neither  pregnancy  nor  operative 
treatment,  nor  is  there  any  evidence  of  cancer  or  tubercle,  and 
the  patient  has  every  sign  of  virginity.  In  such  cases  the 
patients  often  blame  “catching  cold,”  and  some  doctors  accept 
this  explanation.  Pathological  research  is  in  all  departments 
of  medicine  making  us  assign  diseases  once  thought  due  to 
cold,  to  causes  of  a different  kind.  Parametritis  from  catching- 
cold  is,  to  me,  parametritis  the  cause  of  which  has  not  been 
found  out. 

Parametritis  with  perimetritis. — In  the  common  cases  of 
parametritis  there  is  no  peri  metritis,  f But  very  acute  para- 
metritis usually  involves  the  peritoneum.^  In  inflammation 
of  the  tubes  and  ovaries,  parametritis  is  often  present.  This 
may  either  be  (a)  from  parametritis  spreading  into  the  ovary 
by  way  of  the  hilurn,  or  ( b ) from  the  cellular  tissue  becoming- 
inflamed  by  extension  from  the  tube. 

Morbid  anatomy. — The  first  change  appreciable  by  exami- 
nation is  effusion  of  lymph  into  the  broad  ligament.  A rare 
specimen  showing-  this  change  has  been  described  by  Dr. 
Lewers.§  The  peritoneal  folds  were  separated,  so  that  the 

* See  cases  by  Handfield- Jones,  Clinical  Journal , vol.  i.  p.  138. 

f See  a paper  by  Noble,  American  Gynaecological  and  Obstetrical  Journal r 

.Tan.,  1895. 

J As  in  the  case  by  Griffith,  quoted  subsequently. 

§ *•  Obst.  Trans.,”  vol.  xxx.  p.  7. 
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ligament  formed  a convex  swelling.  When  cnt  across,  the 
cut  surface  looked  like  a coarse  sponge  ; there  were  in  it  holes 
of  various  sizes  separated  by  solid  tissue,  and  containing 
blood-stained  serum.  (In  this  case  there  was  also  a small 
abscess  in  the  ovary  and  a little  lymph  on  the  surface  of 
the  peritoneum.) 

As  the  case  goes  on,  the  effusion  into  the  cellular  tissue 
undergoes  one  of  three  changes.  (1)  Absorption.  (2)  Organi- 
sation into  fibrous  tissue.  (3)  Suppuration.  These  termina- 
tions of  the  inflammation  require  separate  consideration. 

1.  Absorption. — Fever,  pain,  and  swelling  last  a few  days, 
and  then  the  symptoms  subside  and  the  swelling  gradually 
shrinks,  and  at  last  cannot  be  felt.  This  is  the  common 
ending  of  the  slighter  cases  of  puerperal  parametritis.  The 
swelling  goes  away  so  completely  that  not  a trace  of  it  can 
be  felt. 

2.  Organisation  into  fibrous  tissue. — The  morbid  appear- 
ances in  a case  of  this  kind  are  thus  described  by  West  :* 
“ The  folds  of  the  broad  ligament,  from  the  upper  part  of  the 
vagina  to  the  lower  surface  of  the  ligamentum  ovarii,  enclosed 
a mass  of  dense  cellular  tissue,  of  almost  cartilaginous  hard- 
ness, crying  under  the  knife : dense  white  bands  intersecting 
each  other  in  all  directions,  and  having  a firm  yellow  fat 
between  them.  This  mass  was  closely  adherent  along  the 
whole  side  of  the  uterus,  though  the  uterine  tissue  was  in  no 
respect  implicated  in  it.”  The  uterus  and  top  of  the  vagina 
become  fixed  by  beams  of  fibrous  tissue  as  hard  as  wood, 
which  last  for  years,  although  with  lapse  of  time  they  get 
smaller,  softer,  and  permit  more  movement.  The  cellular  tissue 
which  goes  back  on  each  side  of  the  rectum,  forms,  when  thus 
indurated,  a half- ring,  just  within  reach  of  the  finger,  sur- 
rounding the  rectum  in  front,  going  back  to  the  sacrum  on 
each  side  of  it,  and  feeling  as  if  one  with  the  bone.  This 
fixed  semicircle  of  induration  narrows  the  rectum,  but  not  to 
an  extent  enough  to  cause  obstruction  unless  the  bowels  are 
very  costive.  This  half-ring  is  characteristic  of  effusion  into 
the  cellular  tissue,  and  is  not  produced  by  effusion  into 
Douglas’s  pouch.  Such  organisation  into  fibrous  tissue  is 
hardly  ever  the  ending  of  puerperal  inguinal  parametritis. 

* “ Diseases  of  Women,”  edited  by  Duncan,  p.  430. 


PARAMETRITIS. 


263 


3.  Suppuration. — A case  of  the  most  acute  kind  has  been 
described  by  Dr.  Griffith.*  The  broad  ligament  was  distended 
with  pus  and  sloughing  cellular  tissue,  extending  from  the 
Fallopian  tube  above  to  the  levator  ani  below;  and  from  the 
side  of  the  uterus  to  the  side  of  the  pelvis.  There  was  suppu- 
ration in  the  ovary,  and  the  abscess  in  the  ovary  communicated 
with  that  in  the  broad  ligament.  There  was  also  peritonitis. 
In  less  acute  cases  than  this  the  abscess  cavity  contains  pus, 
but  no  slough,  and  is  bounded  by  a dense,  fibrous  wall, 
outside  which  there  is  slight  oedema. 

Usual  kinds  of  parametritis. — There  is  one  form  of 
parametritis  after  delivery  commoner  than  all  the  rest  put 
together.  In  parametritis  independent  of  pregnancy,  there 
is  also  one  form  commoner  than  any  other.  I shall  describe 
these  common  forms  first,  then  the  rarer  varieties. 

THE  COMMON  FORM  OF  PUERPERAL  PARAMETRITIS : ILIAC,  OR 
INGUINAL  PARAMETRITIS. f 

Symptoms. — This  disease  comes  on  from  a day  to  several 
weeks  after  delivery,  in  most  cases  within  a week.  It  begins 
in  about  one-fourth  of  cases  with  a rigor,  followed  by  febrile 
symptoms,  and  pain  in  the  lower  belly  on  the  side  affected. 
A common  history  is  that  the  patient  got  up  at  the  usual 
time,  but  that  after  being  up  a day  or  two  she  had  to  go  to 
bed  again.  Vomiting  and  gastro-intestinal  disturbance  are 
rather  less  frequent  than  in  peritonitis.  Pain  is  almost  always 
present.  The  difference  in  the  symptoms  of  parametritis  and 
perimetritis  during  the  first  two  days  is  not  marked  or 
constant  enough  to  be  of  use  in  diagnosis. 

Physical  signs. — At  first  there  are  no  physical  signs.  In 
a day  or  two,  on  examination  by  the  vagina,  you  feel  fulness  on 
one  side  of  the  uterus ; and  in  the  next  few  days  this  fulness 
gets  larger  and  firmer  (Fig.  88).  As  the  swelling  increases,  it 
spreads  outwards  and  forwards  into  the  place  where  the  lifting 
up  of  the  peritoneum  during  pregnancy  has  made  the  cellular 
tissue  looser  than  in  the  non-pregnant  condition.  (Fig.  87.) 
Hence  comes  swelling  to  be  felt  by  abdominal  examination. 

* “ Obst.  Trans.,"  vol.  xxx.,  p.  5. 

t See  a Clinical  Lecture  by  the  author,  “ British  Medical  Journal,”  May  2G, 
1900,  p.  1273. 
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Fig.  88. — Diagram  to  illustrate  the  beginning  of  the  common  kind  of  puerperal 
parametritis  : an  inflammatory  lump  by  the  side  of  the  uterus.  ( After  Fritsch.) 


Fig.  89. — Diagram  to  illustrate  the  mode  of  extension  of  the  common  kind  of 
puerperal  parametritis  : from  the  side  of  the  uterus  outwards  to  the  pelvic 
wall,  and  then  upwards  and  forwards  behind  Poupart’s  ligament.  The  beginning 
of  extension  between  uterus  and  bladder,  and  back  by  the  side  of  the  rectum, 
is  also  shown.  (After  Fritsch. ) 
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At  the  height  of  the  disease  you  find  a patient  with  fever,  pelvic 
pain,  and  a tender  swelling  on  one  side,  above  Poupart’s  liga- 
ment (Fig.  89).  This  swelling,  when  at  its  height,  has  definite 
characters.  It  is  fixed  immediately  under  the  belly  wall.  Its 
upper  border  is  sharp.  Its  highest  point  is  on  a level  with 
the  iliac  crest.  Traced  outwards,  it  sinks  down  a little  before 
the  anterior  superior  iliac  spine  is  reached.  Followed  inwards. 


Fig.  90. — Diagram  to  sliow  the  situation  of  the  common  kind  of  puerperal  para- 
metritis : above  the  pelvic  brim,  between  the  peritoneum  and  transversalis 
fascia.  Lumps  of  inflammation  in  front  of  and  behind  the  uterus  are  also 
shown.  N.B. — The  bulk  of  the  swelling  is  not  median,  although  here,  for  the 
sake  of  clearness,  it  is  represented  so.  ( After  Fritsch.) 

it  slopes  downwards  an  inch  or  two  before  the  middle  line 
is  reached,  till  it  seems  to  blend  with  the  pelvic  wall  about  a 
third  of  or  half  an  inch  beyond  the  middle  line.  The  swelling 
hardly  ever  exceeds  these  limits  or  deviates  from  this  shape. 
In  a slight  case  it  may  not  get  so  large  as  this ; and  if  the 
case  ends  in  absorption,  it  becomes  smaller  as  the  disease  is 
subsiding.  The  swelling  is  produced  by  effusion  of  lymph 
into  the  cellular  tissue  between  the  transversalis  fascia  and 
the  peritoneum  (Fig.  90).  The  reason  of  its  definite  shape 
and  size  is,  that  its  upper  boundary  is  an  anatomical  one 
—viz.  the  line  of  firm  attachment  of  the  peritoneum  to 
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the  anterior  abdominal  wall.  The  inflamed  cellular  tissue 
covers  the  psoas  and  iliacus  muscles  where  they  pass  over 
the  pelvic  brim  towards  their  insertion  into  the  femur.  The 
inflammation  sometimes  involves  these  muscles,  or  burrows  be- 
tween them  and  the  pelvic  brim.  When  this  is  so,  the  thigh  is 
fixed  in  a position  of  flexion.  This  occurs  in  about  one 
case  in  ten.  In  such  cases  the  illness  is  severe  and  its  course 
long. 

Inflammation  sometimes  continues  in  the  broad  ligament 
after  it  has  spread  into  the  groin ; and  then  you  feel  on 
bimanual  examination  a lump  by  the  side  of  the  uterus,  fixing 
it  and  feeling  as  if  one  with  it,  and  one  also  with  the  lump 
in  the  groin.  In  other  cases,  by  the  time  the  inflammation 
has  reached  the  inguinal  region,  absorption  of  the  intra- 
pelvic  exudation  has  begun,  and  then  on  examination  by 
the  vagina,  you  feel  little  or  nothing  abnormal,  the  inguinal 
swelling  being  the  chief  or  the  only  physical  sign. 

Terminations  of  inguinal  parametritis. — -There  are  two 
ways  in  which  this  inflammation  commonly  ends:  (1)  ab- 
sorption, also  called  “resolution;”  and  (2)  suppuration. 
Matthews  Duncan  says  that  if  suppuration  is  to  begin  at 
all,  it  begins  in  a few  days ; and  I think  he  is  right. 

(1)  Absorption. — In  cases  ending  in  absorption,  after  a 
few  days  the  pain  gets  better,  the  fever  subsides,  and  the 
swelling  becomes  smaller.  In  most  cases  the  swelling  has 
within  two  or  three  weeks  completely  gone,  not  a trace  of 
it  being  palpable.  The  whole  illness  is  then  over  within  a 
month,  from  its  beginning.  Sometimes  the  inflammation  is 
slower  in  disappearing,  and  the  exudation  becomes  organised 
into  fibrous  tissue,  which  pulls  the  uterus  to  the  side  of  the 
pelvis ; but  in  these  cases  the  abdominal  swelling  ceases  to  be 
felt.  In  time  the  fibrous  tissue  thus  fixing  the  uterus  becomes 
looser  and  softer.  I think  that  in  these  cases  of  very  chronic 
cellulitis  the  tubes  and  ovaries  are  usually  also  involved. 

(2)  Suppuration. — Most  statistics*  based  on  hospital  cases 
show  that  suppuration  takes  place  in  about  half  the  cases. 
Matthews  Duncant  thinks  this  too  low  an  estimate — he  does 

* See  “ West,”  ed.  by  Duncan,  p.  428,  and  Griffith,  “ St.  Barth.  Hosp.  Rep.,” 
rol.  xvi. 

t Op.  cit.,  p.  128. 
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not  say  why.  1 think  it  too  high,  for  I have  seen  parametritis 
in  hospital  out-patients  end  by  absorption  while  the  patients 
were  keeping  about.-  The  later  in  the  lying-in  the  disease 
comes  on  the  more  likely  is  suppuration  to  take  place. 

If  suppuration  takes  place,  pain  and  fever  continue.  The 
inguinal  swelling  becomes  larger  and,  at  first,  harder.  Then 
the  skin  over  it  becomes  cedematous,  red,  and  at  length  fluc- 
tuating. The  usual  place  for  pointing  is  a little  above  The 
internal  abdominal  ring ; that  is,  near  to  where  the  round 
ligament  leaves  the  abdomen.  The  next  stage  is  that  the 
abscess  bursts  or  is  opened.  Until  this  has  happened,  pain, 
hectic  fever,  and  wasting  continue.  When  the  pus  has  had 
exit,  the  temperature  falls,  pain  ceases,  nutrition  improves, 
and  rapid  recovery  takes  place.  In  most  cases  the  illness  is 
over  within  three  months  of  its  commencement. 

Diagnosis. — This  depends  upon  the  situation  of  the  swell- 
ing. The  seat  of  pelvic  inflammation  cannot  be  stated  until 
the  lymph  is  so  organised  that  it  forms  a swelling  which  can 
be  defined.  The  inguinal  swelling  of  parametritis  is  identified 
by  its  characteristic  position  and  shape. 

It  is  not  possible  in  the  earty  days  of  the  inflammation  to 
say  whether  it  will  end  in  absorption  or  in  suppuration.  The 
longer  the  temperature  keeps  up  and  the  swelling  persists,  the 
more  likely  is  it  that  suppuration  will  occur. 

Treatment. — There  is  no  specific  that  will  cut  short  pelvic 
cellulitis.  All  that  can  be  done  is  to  place  the  patient  under 
favourable  conditions,  to  relieve  symptoms,  and  as  soon  as 
practicable  to  let  out  pus.  (1)  So  long  as  there  is  fever  keep 
the  patient  in  bed.  (2)  Support  the  patient’s  strength.  As  in 
all  febrile  diseases,  appetite  is  bad,  there  is  thirst,  and  digestion 
is  weak.  In  an  uncomplicated  case,  the  alimentary  canal  is 
healthy,  except  for  the  deficiency  of  the  digestive  juices 
brought  about  by  the  fever,  which  impairs  digestion  and 
makes  the  bowels  costive.  Therefore  let  appetite  be  tempted 
by  as  much  variety  of  easily  digested  and  nutritious  food  of 
all  kinds  as  the  skill  of  the  cook  can  devise.  Give  stimulants, 
preferably  light  wine,  if  the  patient  is  enabled  to  take  more 
food  thereby ; and  if  pulse  is  feeble  and  extremities  cold,  give 
alcohol  liberally.  Give  quinine  if  the  patient’s  stomach  will 
bear  it.  (3)  Protect  tender  parts  from  pressure  by  adjustment 
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of  bedclothes,  cradles,  pillows,  etc.  If  pain  is  complained 
of,  use  sedative  liniments  of  a kind  that  can  be  painted  on 
the  part,  such  as  a 4 or  6 per  cent,  oleate  of  morphia,  but 
not  such  as  need  to  be  rubbed  in.  If  a greater  anodyne 
effect  is  required,  give  opium  by  the  mouth.  But  in  this 
disease  the  patient’s  suffering  is  more  general  malaise  due 
to  the  fever  than  local  pain.  Iodine  is  credited  with  a power 
of  producing  absorption.  It  will  do  no  harm,  and  may  please 
the  patient,  if  the  abdomen  is  painted,  either  with  tincture  of 
iodine,  or  equal  parts  of  the  tincture  and  the  liniment.  I 
have  not  in  this  disease  seen  much  benefit  from  counter- 
irritation. Some  recommend  painting  the  vagina : I think  the 
necessary  manipulations  do  more  harm  than  good.  (4)  Let  out 
pus.  If  suppurated  parametritis  is  left  to  nature,  it  will  gene- 
rally burst.  By  opening  it  you  save  the  patient  a few  days’ 
pain,  even  if  you  do  not  shorten  the  illness ; but  I think  you 
do  shorten  the  illness.  As  soon  as  you  can  feel  fluctuation, 
open  the  abscess  by  a free  incision  where  it  is  pointing.  Then 
either  put  in  an  indiarubber  drainage-tube,  or  lightly  plug  the 
abscess  cavity  with  a strip  of  iodoform  gauze,  to  ensure  that 
the  cavity  may  fill  up  from  the  bottom.  When  this  has  been 
done,  rapid  improvement  in  all  symptoms  generally  at  once 
begins.  I know  of  few  diseases  in  which  the  good  effect  of 
surgical  intervention  is  so  striking  to  the  public. 

NON-PUERPERAL  PARAMETRITIS. 

Most  cases  of  parametritis  are  puerperal ; the  inflamma- 
tion tends  to  spread  above  the  true  pelvis,  and  such  cases  are 
generally  acute  in  their  course  ending  either  in  resolution  or 
in  suppuration. 

Non-puerperal  parametritis  is  less  common  than  the 
puerperal  form.  Its  usual  cause  is  injury  to  the  cervix.  In 
pre-Listerian  days  it  was  common  after  incision  of  the  cervix. 
It  may  occur  from  laceration  of  the  cervix  with  Hegar’s 
dilators,  or  with  the  fingers ; or  from  the  use  of  tents  without 
antiseptic  precautions.  I have  known  a patient  complain 
that  excessive  sexual  intercourse  had  produced  the  illness  ; 
but  I know  not  whether  to  regard  this  as  cause  or  coincidence. 
I have  seen  it  in  virgins,  in  whom  I could  not  find  out 
the  cause. 
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Peculiarities  of  non-puerperal  parametritis.— The  disease 
m these  patients  differs  from  that  in  puerperal  women  in 
that  it  seldom  tends  to  rise  into  the  false  pelvis ; and  in  that 
it  more  often  leads  to  organisation  of  lymph  into  fibrous 
tissue,  and  less  often  ends  in  suppuration. 

Symptoms  and  signs.— The  disease  begins  as  in  the 
puerperal  form,  with  fever,  sometimes  a rigor,  and  pelvic  pain. 
Diagnosis  is  not  possible  until  the  exudation  has  become  firm 
enough  to  be  felt.  It  is  then  made  from  the  seat  of  the 
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Fig.  91. — Horizontal  section  through  pelvic  cavity,  showing  cellular  tissue  surround- 
ing rectum,  and  peritoneum  in  front  of  it.  ( After  Freund. ) 


exudation.  It  is  at  first  felt,  as  in  the  puerperal  form,  at  the 
side  of  the  uterus,  low  down,  the  induration  beginning  where 
the  vagina  is  inserted  into  the  cervix.  When  the  inflamma- 
tion extends,  it  spreads  down  and  back,  instead  of  up  into  the 
false  pelvis  as  in  the  puerperal  form.  When  there  is  much 
exudation  the  mass  it  forms  feels  as  if  it  sloped  off  from  the 
cervix  uteri  outwards  and  towards  the  pelvic  outlet.  (Tig.  84.) 
The  upper  third  of  the  vagina  becomes  fixed  by  it.  If  the 
disease  is  bilateral,  this  fixation  of  the  vagina  is  striking; 
the  upper  third  of  the  vagina  feels  hard,  stiff,  and  smooth ; 
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and  it  usually  participates  in  the  inflammation,  so  that  it  is 
injected,  and  secretes  pus.  The  exudation  extends  back  on 
each  side  of  the  rectum,  so  that  when  you  examine  by  the 
bowel  you  feel  a concave  half-ring  surrounding  the  rectum 
and  tixed  to  the  bone  on  each  side  of  it.  Fibrous  tissue  in 
this  situation  is  not,  and  cannot  be,  produced  by  perimetritis ; 
for  Douglas’s  pouch  is  in  front  of  the  rectum,  between  it  and 
the  vagina,  and  does  not  reach  back  to  the  sacrum  on  each 
side  of  the  bowel.  (Fig.  91.)  This  half-ring  surrounding  the 
front  of  the  rectum  is  characteristic  of  exudation  into  the 
cellular  tissue. 

Course  and  terminations. — The  usual  course  of  non- 
puerperal  parametritis  is  that  the  febrile  symptoms  run  an 
irregular  course,  but  usually  subside  within  a few  weeks. 

1.  The  exudation  may  be  completely  absorbed,  leaving 
behind  no  trace  of  its  presence ; in  which  case  the  patient 
gets  well,  and  remains  well. 

2.  The  exudation  may  become  organised  into  fibrous 
tissue.  The  uterus  remains  fixed  for  months,  or  it  may  be 
years : with  time  the  fibrous  tissue  becomes  looser ; but  the 
extent  to  which  this  change  alters  the  physical  signs  depends 
upon  the  amount  of  fibrous  tissue  that  has  been  formed. 
Solid  knots  of  fibrous  tissue  may  persist  for  years.  When 
.lapse  of  time  has  blurred  the  patient’s  recollection  of  her 
illness,  such  lumps  may  possibly  be  taken  for  new  growths 
or  for  diseased  tubes.  Such  organisation  into  fibrous  lumps 
is,  in  my  experience,  commoner  after  non-puerperal  para- 
metritis than  after  puerperal,  in  proportion  to  the  frequency 
of  the  two  forms  of  disease ; but  it  may  occur  after  either. 
Freund  says  he  has  in  'post-mortem  examinations  several 
times  seen  one  ureter,  and  once  both  ureters,  compressed 
by  a large  lump  of  parametric  exudation.  The  half-ring 
which  surrounds  the  rectum  narrows  its  calibre,  but  not  to 
a degree  which  can  produce  obstruction  so  long  as  the 
bowel  is  daily  emptied.  It  may  do  so  if  constipation  leads 
to  the  feces  being  large  and  hard.  When  fever  has  sub- 
sided, the  patient  ceases  to  have  severe  pain,  and  is  able 
to  get  about  ; but  if  lumps  of  fibrous  tissue  remain  in  the 
pelvis,  dull  chronic  pelvic  pain  may  be  felt  for  years. 
Freund,  with  reason,  thinks  that  pressure  on  nerves  and 
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veins  may  be  the  explanation  of  pelvic  pain  and  local 
congestion. 

3.  Non-puerperal  parametritis  may  end  in  suppuration; 
and  in  this  case  the  usual  place  for  pointing  is  by  the  side 
of  the  sacrum,  over  the  sacro-sciatic  notch.  (Figs.  92  and 
93.)  But  it  may  burst  into  the  vagina,  rectum,  or  bladder. 


Fig.  92. — Showing  cellular  tissue  extending  back  to  sciatic  notch.  [After  Freund.) 


Freund,  whose  opinion,  from  the  attention  he  has  given  to  the 
subject,  is  entitled  to  great  respect,  thinks  that  this  termina- 
tion is  commoner  than  is  supposed ; that  small  parametric 
abscesses  often  burst  into  the  vagina,  but  the  opening  being 
minute,  they  are  overlooked ; and  that  when  they  burst  into 
the  rectum,  the  opening  is  above  the  semilunar  folds,  and 
therefore  cannot  be  seen ; and  if  the  pus  be  mixed  with  the 
faeces,  it  may  pass  unnoticed. 

4.  Lastly,  an  abscess  may  form,  but  not  burst ; its  contents 
may  become  inspissated,  and  remain  quiescent  for  years, 
after  which  some  accidental  cause  may  rekindle  inflamma- 
tion, forming  what  Sir  James  Paget  has  termed  a “residual 
abscess.” 
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THE  RARE  KINDS  OF  PUERPERAL  PARAMETRITIS. 


I have  described  parametritis  of  the  common  kinds.  I 
shall  now  less  fully  describe  some  of  the  rarer  forms.  They 
are  so  rare  that  my  experience  of  them  is  not  large  enough 
to  enable  me  to  paint  a very  detailed  picture  of  them.  1 
will  first  mention  cases  exceptional  in  their  acuteness. 
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Fig.  93. — Section  through  pelvis,  near  outlet,  showing  continuity  of  cellular  tissue 
within  pelvis,  through  sacro-sciatic  notch,  with  that  outside  it.  ( After  Barbour.) 


Rapidly  spreading  inflammation  of  cellular  tissue. — 

Sometimes  the  inflammation  begins  soon  after  delivery, 
spreads  quickly  to  the  peritoneum,  and  the  patient  dies 
within  two  or  three  days.  This  disease  is  what  used  to  be 
called  “ phlegmonous  erysipelas,”  or  “ erysipelas  of  the  cellular 
tissue,”  and  the  spread  of  which  along  the  limbs  could  often, 
in  pre-Listerian  times,  be  watched  in  hospitals.  (We  now 
know,  thanks  to  Fehleisen,  that  this  disease  is  not  the  same 
as  cutaneous  erysipelas,  and  therefore  ive  no  longer  call  it 


PARAMETRITIS. 


273 


erysipelas.)  Virchow  recognised  the  identity  of  acute  puerperal 
inflammation  of  cellular  tissue  with  this  disease,  and  there- 
fore called  it  “ erysipelas  malignum  internum His  account 
of  its  pathology  is  based  on  the  dissection  of  the  dead.  The 
disease  is  seldom  diagnosed  as  inflammation  of  the  cellular 
tissue  during  life,  because  the  patient  dies  before  the  exuda- 
tion in  the  cellular  tissue  is  sufficiently  organised  to  be 
defined  by  the  touch.  It  is  one  of  those  included  under  the 
term  “ puerperal  fever,”  the  inflammation  of  cellular  tissue 
being  merely  a short  stage  in  a process  of  general  infection. 

I have  seen  inflammation  less  acute  than  this,  and  yet 
more  severe  than  the  ordinary  type : the  disease  beginning 
four  or  five  days  after  delivery,  and  ending  fatally  within  two 
or  three  weeks,  with  rapidly  increasing  inflammatory  swelling, 
attended  with  diffused  oedema  of  the  skin  over  and  around 
it,  and  great  prostration.  In  some  cases  of  exceptional 
severity,  sloughing  may  take  place,  and  such  sloughing  may 
open  a large  vessel,  from  which  the  patient  may  bleed  to 
death.  In  a case  of  the  kind  mentioned  by  Galabin,  the  acute 
inflammation  was  due  to  the  contagion  of  phlegmonous 
erysipelas.  To  this  form  Dr.  Matthews  Duncan  gave  the 
name  of  “ hcemorrhagic  'parametritis * 

Delay  in  pointing. — There  are  also  cases  exceptional 
in  their  long  duration.  A parametric  abscess  usually  soon 
“points” — that  is,  the  swelling  each  day  bulges  more  and 
more,  the  skin  becomes  reddened  and  thinned  at  its  most 
prominent  part.  But  in  some  cases  fever  and  wasting  go  on 
for  many  weeks  without  any  appreciable  change  in  the 
physical  characters  of  the  swelling.  I know  not  how  long 
such  cases  may  go  on  if'  let  alone;  for  in  the  cases  of  the 
kind  that  have  been  under  my  care,  the  persisting  emaciation 
and  fever  have  led  me  to  interfere  surgically,  notwithstanding 
that  fluctuation  was  doubtful  and  no  sign  of  pointing  present. 
I have  had  to  cut  through  an  inch  of  dense  fibrous  tissue  before 
getting  to  the  pus  It  seems  as  if  the  pus  were  kept  down  by 
some  dense  structure  which  the  leucocytes  find  difficulty  in 
absorbing ; hut  I am  unable  to  specify  any  peculiarity  in  the 
situation  of  the  pus  which  can  account  for  the  slowness 

* See  “Obst.  Trans., ’’  vol.  xxix. 
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in  its  coming  to  the  surface.  Nor  know  I anything  in  the 
circumstances  of  origin  of  these  cases  which  can  enable 
you  to  predict  a protracted  course. 

When  inguinal  parametritis  goes  on  for  weeks  without 
pointing,  it  ought  to  be  opened.  If  the  temperature  keeps  up 
(without  physical  signs  elsewhere  to  account  for  it)  and  the 
lump  does  not  get  smaller,  pus  is  present.  Let  out  the  pus 
by  an  incision  like  that  made  in  ligaturing  an  iliac  artery, 
i.e.  above  and  parallel  to  Poupart’s  ligament.  You  will  get 
at  the  pus  without  opening  the  peritoneum. 

Pointing  without  bursting. — I - have  seen  an  abscess 
which  pointed  above  Poupart’s  ligament,  but  did  not  burst ; 
the  place  where  the  skin  was  red,  thinned,  and  prominent 
ceased  to  be  tense,  and  then  sank  in,  so  that  a shallow 
depression  was  formed.  This  abscess,  when  opened,  con- 
tained thin,  serous  fluid  with  yellow,  cheesy  flakes  in  it.  It 
finally  healed.  I know  not  upon  what  this  unusual  course 
depended. 

Delayed  healing. — A parametric  abscess  of  the  common 
kind,  when  the  pus  is  let  out,  closes  up  in  a few  Aveeks. 
But  sometimes  these  abscesses  are  long  in  healing.  The  in- 
flammatory exudation  at  the  periphery  of  the  inflamed  part 
may  have  become  organised  into  fibrous  tissue,  so  that  the 
abscess  may  have  a tough,  fibrous  Avail  half  an  inch,  or  even 
an  inch,  in  thickness.  An  abscess  Avith  such  walls  may 
discharge  for  months.*  When  muscle  enters  largely  into 
the  formation  of  the  abscess  Avail,  the  alternate  contractions 
and  relaxations  of  the  muscle  may  interfere  Avith  the  closure 
of  the  abscess.  1 have  had  under  care  a case  in  which  an 
abscess  cavity  did  not  close  until  my  colleague,  Mr.  OpenshaAv 
(at  that  time  resident  accoucheur  in  the  London  Hospital), 
fixed  the  pelvis  and  thigh  by  a plaster  of  Paris  bandage.  In 
such  cases,  if  the  opening  for  the  escape  of  the  pus  be  not 
kept  patent,  it  will  close,  the  pus  Avill  accumulate,  then  the 
abscess  will  burst,  and  Avill  close  again,  and  so  on.  This  is 
“ Avhat  has  been  called  progressive  suppuration — renewed  and 
reneAved  suppuration,  with  little  or  no  fever.”  + Matthews 
Duncan  mentions  a case  in  Avhich  this  Avent  on  for  tAVO  years. 

* See  HandfielJ-Jones,  Clinical  Journal,  vol.  i.,  p.  139. 

t Duncan,  *•  Clinical  Lectures.”  4th  edition,  p.  258. 
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Unusual  situations  of  pointing. — It  is  difficult  to  state 
exactly  the  relative  frequency  with  which  different  situations 
are  the  seats  of  pointing  of  parametric  abscesses.  The  older 
writers  were  not  aware  how  difficult  it  is  to  be  sure  of  the 
seat  of  suppuration,  and  many  cases  described  in  old  books 
as  cellulitis,  without  any  suspicion  that  there  might  be  error, 
would  now  be  thought  either  intra-peritoneal  abscesses  or 
suppurated  c}rsts.  There  are  cases  of  pelvic  suppuration  in 
which,  at  the  present  time,  it  is  not  possible  to  be  sure  whether 
the  suppuration  is  intra-peritoneal  or  extra-peritoneal,  or  a 
suppurated  cyst.  The  diagnosis  is  sometimes  so  difficult  that 
the  existence  of  cellulitis  has  been  denied ; and  surgeons 
influenced  by  this  teaching  have  opened  the  abdomen,  and 
found  that  all  the  disease  was  outside  the  peritoneum,  in  the 
cellular  tissue.*  In  most  cases  the  diagnosis  is  certain  enough 
to  make  such  an  operation  unnecessary;  but  the  frequent 
possibility  of  error  makes(  me  refrain  from  attempting  to 
estimate  the  relative  frequency  of  the  rarer  modes  of  extension 
of  the  suppuration. 

Puerperal  suppuration  starting  in  the  broad  ligament 
usually  makes  its  way  above  the  pelvic  brim  and  to  the  front. 
It  may  extend  up  by  the  back  of  the  pelvis  to  the  kidney, 
producing  a perinephritic  abscess.  It  hardly  ever  extends 
up  the  side  of  the  pelvic  brim,  so  as  to  form  an  abscess 
over  the  iliac  fossa,  but  I have  known  it  do  so.  An  abscess 
in  this  situation  is  rare,  and  almost  always  takes  its  origin 
from  bowel  or  bone,  not  from  the  broad  ligament. 

The  common  seat  of  pointing  for  an  abscess  lying  over 
the  front  of  the  false  pelvis  is  above  the  middle  of  Poupart’s 
ligament.  But  such  an  abscess,  even  though  unilateral  at  the 
beginning,  may  point  in  the  middle  line  of  the  abdomen,  f 
Sometimes  the  pus  escapes  from  the  pelvis  by  way  of  the 
femoral  ring,  underneath  Poupart’s  ligament,  and  points 
on  the  inside  of  the  thigh.  I have  known  it  burrow 
underneath  Poupart’s  ligament,  and  point  in  the  thigh 
outside  the  femoral  vessels.  I have  seen  it  point  in  two 
places  at  once — above  Poupart’s  ligament  and  below  it.  I 
have  known  the  pus  collection  situated  in  the  middle  line, 

* See  Noble,  American  Gynecological  and  Obstetrical  Journal,  January,  1895. 

f See  McClintock,  “ Diseases  of  Women,” -p.  11. 
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in  front  of  the  uterus,  feeling  as  if  one  with  it,  and  burst 
at  the  umbilicus  * * * § The  physical  signs  in  such  cases  give  the 
impression  that  the  abscess  is  in  the  uterine  wall.  But 
abscess  in  the  uterine  wall,  verified  by  dissection,  is  exces- 
sively rare,  and  abscess  in  the  cellular  tissue  common.  These 
patients  got  well,  and  therefore  the  seat  of  the  abscess  cavity 
was  not  defined  by  dissection.  My  conjecture  is  that  the 
abscess  began  in  the  commoner  site,  and  reached  the 
umbilicus  by  way  of  the  vesico-uterine  cellular  tissue  and 
the  urachus. 

The  foregoing-  are  terminations  of  abscesses  above  the  true 
pelvis.  Sometimes  a puerperal  abscess  in  the  broad  ligament, 
instead  of  spreading  up  above  the  pelvic  brim,  leaves  the 
pelvis  by  the  sacro-sciatic  notch,  and  points  in  the  buttock  by 
the  side  of  the  sacrum.  I have  known  it  follow  the  tendon  of 
the  obturator  internus  muscle  to  the  trochanter  and  point  in 
the  thigh  near  this  bony  point.t  It  may  burst  into  the 
rectum,  but  most  abscesses  so  bursting  are,  I think,  perimetric, 
not  parametric.  It  may,  but  very  seldom  does,  extend  down 
by  the  side  of  the  rectum  to  the  ischio-rectal  fossa,  and  burst 
by  the  side  of  the  anus.t  It  may  burst  into  the  vagina.  The 
only  cases  in  ivhich  I have  seen  this  occur  were  non-puerperal. 
Parametric  abscess  may  burst  into  the  bladder.  Matthews 
Duncan  relates  a good  example  of  this.  § I have  known  pus 
suddenly  discharged  from  the  uterus  in  such  quantity  as  to 
lead  to  the  belief  that  an  abscess  had  burst  into  the  uterine 
cavity,  but  whether  parametric  or  not  I could  not  say.  An 
intra-pelvic  abscess  may  perforate  the  obturator  foramen. 
I have  only  seen  one  instance  of  this.  Matthews  Duncan 
says  it  may  burst  into  the  hip  joint,  an  event  obviously 
entailing  serious  consequences.  But  he  does  not  say  whether, 
in  the  case  he  refers  to,  it  was  proved  by  dissection  that 
the  suppuration  was  due  to  no  other  cause  than  the  exten- 
sion of  a parametric  abscess.  All  these  places  of  bursting 
are  exceptional : the  puerperal  parametric  abscesses  which 

* See  Obstetrical  Journal , vol.  V.  p.  352. 

t Duncan,  “ Perimetritis  and  Parametritis,”  p.  159,  quotes  from  Thomas  a 
similar  case. 

J See  McClintock,  op.  cit. , p.  13. 

§ “ Clinical  Lectures,”  4th  edition,  p.  245. 
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burst  above  T’oupart’s  ligament  outnumber  all  the  rest  put 
together. 

Bending  and  fixity  of  the  thigh. — In  most  cases  the 
thigh  is  a little  Hexed,  and  extension  of  it  is  painful.  This  is 
because  the  superficial  parts  of  the  psoas  and  iliacus  muscles 
are  involved  in  the  inflammation  of  the  cellular  tissue  which 
lies  over  them.  But  in  some  cases  the  thigh  is  bent  up 
at  a right  angle,  or  near  it,  and  fixed.  This  happens  in 
about  one  case  in  ten.  In  cases  of  this  kind  I have  found 
that  a pocket  of  the  pus-containing  cavity  extended  under- 
neath the  psoas  muscle,  between  it  and  the  bone.  When 
the  matter  is  let  out  the  thigh  ceases  to  be  fixed,  and  it 
regains  its  proper  position  and  mobility  as  the  cavity  closes. 

Association  with  albuminuria.  — Matthews  Duncan* 
showed  that  in  parametritis  albuminuria  often  occurs.  This 
is  sometimes  due  to  bursting  of  an  abscess  into  the  bladder 
or  to  coincidence  with  cystitis  or  one  of  Bright’s  diseases. 
But  apart  from  these  cases,  there  are  others  in  which 
there  is  during  parametritis  much  albumin  in  the  urine — 
half  its  bulk  or  more,  without  either  casts  or  pus.  As 
the  parametritis  gets  well,  so  does  the  albuminuria.  This 
albuminuria  is  rather  more  frequent  in  cases  that  suppurate 
than  in  those  that  do  not.  Dr.  Duncan  associated  it  with 
the  embryonic  proximity  of  the  kidney  and  generative  organs, 
the  frequent  aching  of  the  kidney  during  menstruation, 
and  the  occasional  extension  of  parametric  suppuration  up 
to  the  kidney. 

Remote  parametritis. — It  is  common  to  find  suppura- 
tion in  the  inguinal  region,  while  in  the  broad  ligament  near 
the  uterus  the  inflammation  has  ended  in  resolution.  There 
may  be  suppuration  farther  from  the  uterus  than  this,  the 
inflammation  being  continuous  with  that  near  the  uterus 
which  has  not  suppurated.  This  Matthews  Duncan  termed 
“ remote  parametritis  with  continuity.”  But  there  are  other 
cases  in  which  there  is  an  abscess  which  apparently  has  no 
connection  with  the  uterus,  there  being  nothing  abnormal 
felt  by  the  vagina.  Nevertheless,  from  the  development  of 
a large  abscess  without  any  discoverable  cause,  except  the 
possible  accident  of  labour,  it  is  inferred  that  the  suppurative 

* “ Medico-Chir.  Trans.,”  vol.  lxvii.  1884. 
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inflammation  began  near  the  uterus,  and  that  the  changes 
caused  at  the  place  of  its  origin  have  subsided.  This,  is 
“ remote  parametritis.”  Matthews  Duncan  relates  a case 
of  abscess  in  the  thigh  of  this  kind.  I have  seen  a large 
puerperal  abscess  in  the  buttock  without  pyaemia,  disease  of 
bone,  injury,  or  trace  of  intra-pelvic  disease. 

Puerperal  parametritis  not  rising  into  the  false  pelvis. 
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Fig.  94.— Section  through  pelvis  of  puerperal  woman  in  sagittal  plane,  showing 
cellular  tissue  between  uterus  and  bladder.  ( After  Barbour.) 


- — In  some  cases  of  puerperal  parametritis  the  inflammation 
does  not  rise  above  the  pelvic  brim,  but  extends  in  the  same 
manner  as  in  the  non-puerperal  form,  downwards  to  the 
pelvic  outlet  and  backwards  around  the  rectum.  These 
cases  resemble  non-puerperal  parametritis  in  their  course  and 
effects.  The  unusual  course  of  the  inflammation  doubtless 
depends  upon  some  peculiarity  in  the  time  or  manner  of 
its  causation,  but  I know  not  what. 

Anterior  parametritis. — Sometimes  parametritis  begins 
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in  the  vesico-uterine  cellular  tissue.  (Fig.  94.)  This  is  not 
common.  It  may  suppurate  and  burst  into  the  vagina  or  into 
the  bladder,  or  extend  into  the  inguinal  region.  (Fig.  95.) 
The  cases  I have  seen  have  been  mostly  non-puerperal ; but  I 


have  not  seen  enough  to  make  me  sure  that  this  is  the  rule. 
One  of  my  patients  was  a virgin  ; another  was  sterile,  and 
attributed  the  inflammation  to  excessive  sexual  intercourse, 
but  whether  this  was  cause  or  coincidence  I knoAv  not. 

Pubo-vesical  cellulitis. — I have  twice  seen  inflammation  of 
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the  cellular  tissue  between  the  bladder  and  pubic  symphysis. 
One  case  ended  in  recovery  by  absorption  of  the  exudation 
while  the  patient  was  attending  as  an  out-patient.  The  other 
suppurated  ; the  patient  was  admitted  into  hospital,  and  the 
abscess  opened.  I explored  the  cavity  with  the  finger,  but 
could  find  no  sign  of  bone  disease,  nor  anything  to  account  for 
the  inflammation.  The  cavity  quickly  closed.  The  illness  in 
each  case  was  over  in  less  than  a month. 

Non-puerperal  inguinal  parametritis. — Sometimes,  but 
very  seldom,  in  parametritis  independent  of  pregnancy,  the 
inflammation  extends  upwards  into  the  groin.  I have  seen 
this  in  virgins.  In  these  cases,  although  the  swelling  in  the 
groin  was  like  that  of  puerperal  parametritis,  yet  the  course 
of  the  illness  was  like  that  of  non-puerperal  parametritis,  in 
being  chronic,  slowly  suppurating,  so  that  when  opened  nearly 
an  inch  of  dense  fibrous  tissue  had  to  be  cut  through  before 
the  pus  was  reached. 

Parametritis  during  pregnancy.  — Matthews  Duncan 
says  he  has  seen  a case  in  which  parametritis  began  and 
ended  during  pregnancy.*  This  is  very  rare  ; I have  never 
seen  it. 

Inguinal  cellulitis  from  malignant  disease  resembling 
parametritis. — Cancer  of  the  caecum  or  the  sigmoid  flexure 
may  lead  to  inflammation  of  the  cellular  tissue  in  the  groin, 
and  this  may  form  a swelling  precisely  resembling,  at  one 
period  of  its  course,  that  of  inguinal  parametritis.  The  con- 
dition which  forms  the  bulk  of  the  swelling  is,  in  fact,  the 
same  in  both  cases ; the  difference  between  the  two  is  in  the 
cause  of  the  inflammation  and  its  course.  Puerperal  para- 
metritis follows  delivery,  and  gets  well.  The  inflammation 
dependent  on  cancer  comes  on  without  any  preceding  affec- 
tion of  the  genital  organs,  either  physiological  or  patholo- 
gical ; and  as  the  cancer  grows,  the  lump  in  the  groin  goes  on 
getting  bigger.  Matthews  Duncan  mentions  a case  in  which 
cellulitis  was  associated  with  cancer  of  the  caecum.f  I have 
seen  one  dependent  on  cancer  of  the  sigmoid  flexure.  In  my 
case  there  was  an  abscess  which  was  opened.  But  when  the 
pus  was  let  out,  the  cavity  did  not  close,  the  swelling  around 

* “ Clinical  Lectures,’’  4th  edition,  p.  240. 

f Ibid.,  p.  261. 
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went  on  increasing,  and  presently  faeces  began  to  come  through 
the  wound.  These  features  would  make  the  diagnosis  of  such 
cases  easy  were  it  not  that  inguinal  cellulitis  from  this  cause 
is  so  rare. 

Chronic  parametritis  with  sloughing. — Parametritis  with 
sloughing  is  usually  an  acute  disease  which  ends  fatally  before 
the  discharge  of  sloughs  can  begin.  But  Matthews  Duncan* 
has  described  one  case  of  chronic  parametritis  ending  in 
discharge  of  sloughs,  the  illness  extending  over  at  least  four 
years,  and  ending  in  recovery.  This  case  is  unique. 

Chronic  atrophic  parametritis.  — We  have  to  thank 
Professor  W.  A.  Freund,  of  Breslau,  for  a full  description  of 
the  morbid  changes  to  which  he  has  applied  the  term.f 
Matthews  Duncan  % has  used  it  to  denote  also  morbid 
changes  expressly  excluded  by  Freund  from  his  description 
of  the  disease. 

Three  forms  of  disease  have  been  denoted  by  this  term. 
(1)  When  acute  inflammation  of  the  cellular  tissue  within 
the  pelvis  has  ended  in  the  organisation  of  the  effused 
lymph  into  fibrous  tissue,  although  in  time  this  tissue  usually 
gets  looser  and  more  yielding,  yet  it  may  remain  months 
or  years  without  great  alteration.  This  is  what  Duncan 
called  atrophic  parametritis.  Duncan’s  words  are  : “ When 
relaxation  and  softening  of  the  parametric  induration  does 
not  take  place,  or  takes  place  imperfectly,  you  have  a case 
of  what  is  called  ‘parametritis  atrophicans.’”  This  is  a 
not  uncommon  sequel  and  effect  of  parametritis,  especially 
of  the  non-puerperal  form. 

But  it  is  not  what  Freund  means  by  the  term.  The 
process  described  by  Freund  is  chronic  from  the  begin- 
ning, and  has,  he  says,  no  acute  stage.  He  distinguishes 
two  forms — the  circumscribed  and  the  diffuse.  (2)  The 
circumscribed  form  is  secondary  to  disease  of  the  bladder, 
the  rectum,  or  the  uterus.  Long-standing  cystitis  leads 
to  thickening  of  the  cellular  tissue  about  the  base  of  the 
bladder.  In  chronic  dysentery,  or  ulceration  of  the  rectum, 
there  is  thickening  of  the  cellular  tissue  around  the  rectum. 

* “ Perimetritis  and  Parametritis,”  p.  239. 

f “ Gryniikologische  Klinik.”  Strasburg,  1SS5. 

J “ Clinical  Lectures,”  p.  254. 


282  DISEASES  OF  WOMEN. 

(Freund  thinks  that  from  laceration  of  the  cervix  uteri 
there  results  induration  of  the  cellular  tissue  around  the 
uterus.  But  as  laceration  of  the  cervix  occurs  in  nearly 
all  mothers  of  large  families,  if  this  were  so,  atrophic  para- 
metritis ought  to  be  much  commoner  than  it  is.)  The 
disease  consists  of  induration  and  overgrowth  of  the  loose 
connective  tissue  about  these  different  parts,  so  as  to  stiffen 
them,  processes  of  indurated  tissue  stretching  out  from  the 
part  which  was  the  origin  of  the  disease.  This  fibrous  tissue 
is  believed  to  contract,  and  pull  the  movable  organs  in 
the  pelvis  towards  it.  The  peritoneum  on  the  affected 
tissue  is  thickened,  opaque,  and  less  movable  on  the  parts 
below  than  it  should  be.  (I  have  said  “is  believed  to  con- 
tract,” because  it  is  difficult  to  say  how  much  displace- 
ment of  parts  is  due  to  contraction  of  cellular  tissue,  and 
how  much  to  thickening  or  adhesions  of  peritoneum.)  If  the 
cellular  tissue  around  the  rectum  be  affected,  haemorrhoids 
are  produced  by  the  pressure  on  the  veins.  Some*  have 
thought  that  the  displacements  of  the  uterus  produced 
either  by  adhesions  of  the  peritoneum  or  contraction  of 
cellular  tissue  are  very  important.  I have  spoken  in 
Chapter  XI.  of  the  possible  results  of  fixation  of  the 
uterus.  Such  change  in  the  place  of  the  uterus  as  is  pro- 
duced by  contraction  of  cellular  tissue  is  unimportant, 
produces  no  effect  on  the  uterine  functions,  and  does  not 
modify  the  clinical  history  of  the  case. 

(3)  In  the  diffuse  form,  all  the  cellular  tissue  in  the 
pelvis  is  stiffened  by  overgrowth  of  fibrous  tissue.  In  Freund’s 
opinion,  this  may  either  come  from  extension  of  the  cir- 
cumscribed form,  or  may  begin  in  the  cellular  tissue  near 
the  uterus,  and  extend  all  round  it.  In  either  case,  when 
the  disease  is  advanced,  the  fibrous  tissue  compresses  the 
vessels,  and  so  leads  to  narrowing,  dilatation,  and  thromboses 
of  veins.  It  may  fix  and  kink  the  ureter,  and  pull  it  nearer 
to  the  cervix.  It  may  lead  to  catarrh  of  bladder  and  rectum  ; 
to  changes  in  the  uterus  like  those  of  chronic  metritis ; 
to  thickening  and  contortion  of  the  Fallopian  tubes.  It 
makes  the  vagina  short  and  smooth.  The  induration  may 
extend  up  to  the  meso-colon  and  meso-caecum,  and  fix  these 

* c.g.  Schultze  and  Macan. 
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parts  abnormally  close  to  the  pelvic  wall.  There  is  peri- 
neuritis of  Frankenhauser’s  ganglion,  with  atrophy  of  nerve 
fibres  and  cells. 

I doubt  not  the  correctness  of  Freund’s  description  of 
these  changes  in  the  cellular  tissue,  and  therefore  I have 
quoted  it.  But  I accept  not  with  equal  confidence  his 
opinion  that  the  diffuse  form  of  atrophic  parametritis  is  the 
primary  disease  which  by  its  gradual  extension  produces 
the  morbid  changes  in  other  parts — tubes,  uterus,  rectum, 
etc. — which  Freund  has  found  by  dissection  often  to  exist 
along  with  it.  I think  that  Duncan  was  right  in  regarding 
the  condition  described  by  Freund  as  a late  result  of  acute 
parametritis ; and  that  the  changes  in  the  other  pelvic  organs 
are  also  results  of  old  pelvic  inflammation,  and  not  results  of 
gradual  development  of  fibrous  tissue  outside  them. 

Clinical  history  of  atrophic  parametritis. — Its  chief 
causes  in  young  subjects,  according  to  Freund,  are  dy- 
sentery during  childhood'  and  immoderate  coition  when  the 
sexual  organs  are  undeveloped.  Both  these  causes  are 
happily  rare  in  England.  The  diffuse  form  he  has  never 
seen  before  puberty,  seldom  before  thirty ; generally  between 
thirty-five  and  the  menopause  — an  age  distribution  in 
harmony  with  the  view  that  it  is  a result  of  long  past 
acute  parametritis.  Freund  thinks  its  two  great  causes  are 
sexual  excitement,  excessive  or  unnatural,  and  debilitating 
influences.  I quote  these  statements  because  the  former  has 
been  copied  into  other  books  ; but  no  evidence  has  been 
produced  in  its  support. 

No  clinical  features  can  be  described  as  characteristic  of 
atrophic  parametritis,  for  its  symptoms  and  course  depend 
upon  the  condition  of  the  organs  which  the  cellular  tissue 
surrounds.  The  patients  suffer  from  persistent  pelvic  pain, 
but  the  seat  and  behaviour  of  this  pain  depend  on  the 
conditions  associated  Avith  the  parametric  induration.  They 
often  suffer  from  neurasthenia  and  its  “ Protean  symptoms,” 
including  hysteria,  because  chronic  pain  and  the  monotonous 
life  which  incapacity  for  exertion  enforces,  depress  nervous 
energy. 

Treatment. — The  condition  of  the  cellular  tissue  in 
atrophic  parametritis  is  irremediable.  Time  only  will 
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improve  it.  The  treatment  consists  in  remedying  if  possible 
such  morbid  conditions  of  the  uterus,  ovaries,  Fallopian 
tubes,  bladder,  or  bowel,  as  are  present,  and  in  restoring  the 
patient’s  nervous  tone  by  sleep,  food,  rest,  and  change.  On 
the  theory  that  the  pulling  of  the  uterus  this  way  or  that 
by  adhesions  causes  symptoms,  it  has  been  proposed  to 
break  down  adhesions  forcibly,  or  to  gradually  stretch  them 
by  pelvic  massage.  The  forme*  proceeding,  if  carried  out 
(for  in  some  reported  cases  I think  the  breaking  of  adhesions 
was  imaginary),  is  dangerous  to  the  patient,  for  it  may  lead 
to  fatal  haemorrhage  or  peritonitis.*  Prolonged  manipulation 
of  the  genital  organs  of  women  (which  massage  involves) 
cannot  be  good  for  the  doctor’s  reputation  or  the  nervous 
system  of  the  patient.  Both  proceedings  are  useless,  for  the 
position  of  an  adherent  uterus  has  in  ninety-nine  cases  out  of 
one  hundred  no  effect  upon  its  functions. 


See  “ Obst.  Trans.,”  vol.  xx.  p.  102, 
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CHAPTER  XIX. 

GREAT  INTERNAL  HAEMORRHAGE. 

Internal  haemorrhage  may  be  great  or  slight ; it  may  be 
into  the  peritoneum  or  into  the  cellular  tissue.  Haemorrhage 
into  the  peritoneum  may  be  so  great  as  to  kill  the  patient ; 
haemorrhage  into  the  cellular  tissue  is  never  so  great  as  this. 
Head  blood  containing  micro-organisms  may  escape  into  the 
peritoneum,  and  set  up  peritonitis ; but  this  is  not  bleeding ; 
it  is  a late  result  of  former  bleeding.  In  this  chapter  I ask 
attention  to  the  first  group,  viz.  cases  of  great  haemorrhage 
in  ivhich  the  patient  is  in  danger  of  dying  quickly  from 
loss  of  blood. 

In  the  diagnosis  of  these  cases,  the  first  thing  is  to  know 
that  there  is  internal  bleeding ; then  to  be  sure  that  this 
bleeding  is  into  the  abdomen ; then,  if  you  can,  to  find  out 
its  cause. 

The  symptoms  of  great  internal  bleeding.  -The  patient 
is  very  pale.  Her  lips  are  nearly  white.  Her  pulse  is  small 
and  quick.  Her  extremities  are  cold.  She  is  powerless ; if 
she  tries  to  stand,  she,  faints.  Sometimes  she  is  restless, 
throwing  her  limbs  about.  This  is  a bad  symptom,  indicating 
approaching  death.  There  is  breathlessness,  but  no  difficulty 
of  breathing ; no  loss  of  consciousness ; on  the  contrary,  the 
intellect  is  clear.  She  may  complain  of  pain,  but  the  pain,  if 
present,  is  not  severe. 

The  diagnosis  of  intra-abdominal  bleeding.  — The  ex- 
treme pallor  and  the  smallness  of  the  pulse,  together  with 
the  sudden  onset  of  these  symptoms,  show  that  blood  has 
been  lost.  It  is  not  difficult  to  find  out  whether  there  has 
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been  external  haemorrhage  or  not.  If  no  blood  has  been 
lost  outside,  the  bleeding  must  have  been  inside.  The 
absence  of  difficulty  of  breathing  shows  that  the  prostration 
is  not  due  to  a condition  within  the  chest.  The  clearness 
of  the  intelligence  and  the  absence  of  paralysis  show  that 
there  is  no  brain  disease.  If,  then,  there  has  been  no 
bleeding  outside,  and  there  is  no  sign  of  disease  in  the 
head  or  chest,  the  source  of  the  trouble  must  be  in  the 
belly.  The  belly  is  soft  and  not  markedly  tender ; there 
may  be  dulness  in  the  flanks ; pain  is  slight ; there  is  little 
or  no  vomiting ; and  there  is  no  fever ; and  thus  you  know 
the  disease  is  not  peritonitis.  If  the  blood  has  had  time  to 
clot,  you  may  feel  a swelling  in  Douglas’s  pouch.  But  till 
the  blood  has  clotted,  there  are  no  definite  physical  signs. 

The  causes  of  bleeding  in  the  abdomen. — We  may 
divide  these  into  two  classes : (a)  those  which  occur  in 
both  sexes ; (b)  those  peculiar  to  the  female ; and  make  a 
broad  general  statement  about  these  two  classes,  (a)  The 
first  class  are,  as  a rule,  preceded  by  symptoms  from  which 
the  cause  may  be  inferred.  There  may  be  apparent  excep- 
tions to  this  rule,  as  in  cases  in  which  information  about 
the  previous  history  cannot  be  got,  or  is  inaccurately  given ; 
but  these  exceptions  are  rare.  ( b ) Some  of  the  causes 

peculiar  to  females  produce  symptoms  before  they  cause 
bleeding : but  some  cause  none,  so  that  great  internal 
haemorrhage  may  be  the  first  revelation  that  there  is  any- 
thing wrong. 

THE  CAUSES  OF  GREAT  INTRA-ABDOMINAL  BLEEDING  WHICH 
ARE  COMMON  TO  BOTH  SEXES. 

Ulcer  of  the  stomach  or  duodenum  may  cause  collapse, 
either  by  perforation,  so  that  the  contents  of  the  viscus  escape 
into  the  peritoneum,  or  by  haemorrhage,  either  into  the  cavity 
of  the  viscus,  or  after  perforation,  into  the  peritoneum.  Such 
ulceration  is  accompanied  with  pain  after  food,  vomiting,  and 
hsematemesis.  These  symptoms  may  be  slight  and  recent ; 
they  are  sometimes,  though  rarely,  absent. 

Ulceration  in  enteric  fever  may  cause  sudden  collapse, 
either  by  'perforation  or  by  haemorrhage  either  into  the  bowel 
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or  the  peritoneum.  In  this  case,  the  sudden  illness  will  have 
been  preceded  by  febrile  symptoms.  Perforation  of  bowel 
does  not  occur  early  in  the  course  of  enteric  fever ; so  that 
even  in  the  “ambulant”  form  of  typhoid,  although  the  patient 
may  not  have  been  aware  of  the  gravity  of  the  illness,  yet 
there  will  be  a history  of  some  symptoms. 

Cirrhosis  of  the  liver  may  cause  great  bleeding  into 
stomach  or  bowel.  But  this  is  not  common  in  young  women, 
and  it  has  symptoms. 

It  is  possible  that  tubercular  or  dysenteric  ulceration  of 

die  bowel  may  lead  to  haemorrhage  so  great  as  to  cause  sudden 
collapse.  But  these  diseases  never  cause  such  haemorrhage  in 
their  early  stages  ; there  will  be  in  such  cases  always  a history 
of  prolonged  illness. 

Rupture  of  an  aneurysm  may  cause  sudden  bleeding  into 
the  abdomen.  This  may  perhaps  occur  in  a patient  who  has 
previously  thought  herself  well ; but  abdominal  aneurysm  is, 
in  women,  exceedingly  rare* 

THE  CAUSES  OF  INTRA-ABDOMINAL  HAEMORRHAGE  PECULIAR 
TO  THE  FEMALE. 

Great  haemorrhage  into  the  peritoneal  cavity  may  take 
place  in  a woman  who,  until  the  bleeding  began,  thought 
herself  perfectly  well.  The  bleeding  may  be  from  one  of 
four  causes: — 

1.  Rupture  of  a pregnant  Fallopian  tube. 

2.  Rupture  of  a varicose  vein. 

3.  Rupture  of  an  ovary. 

4.  Rupture  of  the  gravid  uterus. 

The  first  of  these  causes  is  commoner  than  all  the  rest  put 
together.  The  second  is  so  rapidly  fatal  that  it  has  never 
been  successfully  treated.  The  third  and  fourth  are  so  rare 
that  their  existence  has  been  denied. 

The  causes  of  intra-abdominal  haemorrhage  which  are 
common  to  the  two  sexes  so  rarely  cause  such  haemorrhage 
without  previous  symptoms,  that  it  may  be  laid  down  as  a 
rule,  that  great  intra-peritoneal  haemorrhage  occurring  in  a 
previously  healthy  woman  whose  age  is  that  within  which 
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pregnancy  is  possible,  is  much  more  likely  to  be  due  to  a 
ruptured  tubal  pregnancy  than  to  anything  else. 

Events  which  may  follow  rupture  of  tubal  pregnancy. — 

Tubal  pregnancy  generally  bursts  before  the  end  of  the  second 


Fig.  96.— Tubal  gestation  and  rupture.  ( From  a Specimen  in  the  museum  of  St. 
Thomas’s  Hospital.)  ( After  R.  Barnes.) 


month.  (Fig.  96.)  The  rupture  may  be  between  the  layers  of  the 
meso-salpinx,  and  then  the  hsemorrhage  will  be  into  the  cellular 
tissue,  and  outside  the  peritoneum.  This  does  not  concern  us 
here.  The  rupture  may  take  place  where  the  tube  is  covered 
by  peritoneum.  Then  the  bleeding  will  be  into  the  peritoneal 
cavity.  The  amount  of  blood  poured  out  bears  no  relation  to 
the  size  of  the  rent  in  the  tube.  I think  it  may  be  more 
when  the  rent  is  small,  because  then  the  chorion  is  less  in- 
jured, the  life  of  the  embryo  is  less  likely  to  be  destroyed,  and 
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the  circulation  through  the  part  to  which  the  chorion  was 
attached  is  less  likely  to  be  quickly  stopped.  If  the  chorionic 
villi  are  extensively  torn  across,  the  embryo  is  deprived  of 
nutriment  and  dies ; the  circulation  through  the  chorion  stops, 
that  through  the  part  to  which  the  chorion  was  attached 
becomes  less  active,  the  blood  around  the  rent  clots,  and  no 
more  bleeding  occurs.  I have  now  seen  many  cases  in  Avhich 
an  operation  has  been  done,  and  the  diagnosis  of  extra- 
uterine  gestation  has  proved  correct.  I have  seen  others  in 
which  the  same  diagnosis  has  been  made  on  similar  grounds, 
and  the  patient  has  got  well  without  operation.  From  such 
experience  I believe  that  many  cases  of  tubal  gestation  end 
in  rupture  with  slight  haemorrhage,  destruction  of  chorionic 
villi,  death  of  the  foetus,  absorption  of  the  foetus  and  effused 
blood,  and  recovery. 

But  slight  separation  of  chorionic  villi'  may  cause  slight 
haemorrhage  (finding  its  > way  into  the  peritoneum  either 
through  a small  rent  in  the  tube,  or  through  the  open  end  of 
the  tube),  which  is  stopped  by  clotting  of  the  blood,  while  the 
life  of  the  embryo  continues.  If  this  happen,  causes  similar 
to  those  which  produced  the  first  haemorrhage  are  likely 
to  cause  further  bleeding.  If  the  next  haemorrhage  be 
small,  and  the  embryo  is  not  killed,  there  will  be  a third 
haemorrhage,  and  so  on  until  one  of  two  things  may  happen : 
either  a haemorrhage  that  kills  the  mother,  or  the  foetus  dies. 
When  the  foetus  has  perished,  the  blood  already  effused  is 
absorbed  and  the  patient  recovers.  The  proof  that  while 
ectopic  pregnancy  is  going  on  there  may  be  repeated  small 
haemorrhages  into  the  peritoneum,  is  furnished  by  the  records 
of  operations  in  which  clots  of  different  degrees  of  decolorisa- 
tion  were  found  lying  about  the  tube. 

Although  a tubal  pregnancy  sometimes  bursts  without 
any  preceding  symptoms  to  indicate  its  presence,  yet  there 
are  sometimes  symptoms  before  the  great  bleeding. 

The  symptoms  of  early  extra-uterine  pregnancy. — 
In  the  beginning  there  are  no  symptoms  beyond  those  of 
natural  pregnancy,  viz.  amenorrhcea,  morning  sickness,  and 
slight  fulness  of  the  breasts.  This  is  why  tubal  pregnancy 
has  been  so  rarely  discovered  before  rupture.  It  can  only 
be  found  out  if  some  accidental  reason  leads  to  a vaginal 

T 


290 


DISEASES  OF  WOMEN. 


examination.  Then  the  uterus  is  found  slightly  enlarged, 
and  on  one  side  of  it  there  is  a movable  swelling’  larger 
than  the  normal  uterine  appendages.  If,  with  such  physical 
signs,  a patient  thinks  she  is  pregnant,  it. is  probable  that 
the  swelling  is  a tubal  pregnancy.  But  attention  is  usually 
not  called  to  the  case  until  slight  haemorrhage  has  taken 
place. 

Symptoms  of  tubal  pregnancy  in  which  slight  haemor- 
rhage has  occurred. — In  most  cases  of  tubal  pregnancy  in 
which  the  diagnosis  is  made,  it  has  been  made  from  the 
symptoms  caused  by  a slight  haemorrhage.  In  nearly  every 
case  in  which  the  belly  has  been  opened  because  extra- 
uterine  pregnancy  was  suspected,  the  tumour  felt  has  been 
found  to  consist  mainly  of  clotted  blood ; and  with  great 
haemorrhage  clots  of  different  dates  have  been  found. 

The  symptoms  that  usually  lead  to  the  diagnosis  of 
early  extra-uterine  pregnancy  are  the  following : — 

1.  The  patient’s  sensations. — The  patient  thinks  she  is 
pregnant.  She  has  missed  a menstruation,  perhaps  two  ; she 
feels  sick  in  the  morning ; she  has  fulness  of  the  breasts ; 
in  short,  the  same  subjective  sensations  as  in  former  preg- 
nancies. If  you  suspect  extra-uterine  pregnancy,  the  fact  that 
the  patient  also  thinks  herself  pregnant  should  strengthen 
your  suspicion.  But  if  the  patient  does  not  think  that  she 
is  pregnant,  that  has  no  weight  in  the  negative  scale,  for 
patients  with  uterine  pregnancy  are  often  uncertain  about 
its  existence. 

2.  Severe  paroxysmal  pains  in  the  lower  belly— These 
attacks  of  pain  sometimes  come  on  without  any  known 
cause  ; sometimes  are  provoked  by  some  local  cause,  such  as 
coitus  or  defecation.  The  pain  is  often  severe ; vomiting, 
pallor,  perspiration,  smallness  of  the  pulse,  tenderness  of 
the  lower  belly,  have  been  perceived  with  the  attacks.  The 
attacks  of  pain  last  from  a few  hours  to  a day  or  more. 
When  the  pain  passes  off'  the  patient  is  well.  They  seldom 
begin  before  the  end  of  the  first  month,  and  have  been 
observed  to  recur  from  time  to  time  as  late  as  the  fifth 
month.  Later  than  this  such  pains  seldom  occur. 

There  has  been  much  theorising  as  to  the  cause  of  these 
pains.  They  have  been  said  to  be  due  to  contractions  of 
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the  tube — a pure  theory,  without  evidence  ; to  peritonitis — a 
view  negatived  by  the  large  proportion  of  cases  in  which 
such  attacks  of  pain  occur,  and  the  small  proportion  in  which 
either  post-mortem  or  at  operation  evidence  of  peritonitis 
has  been  found ; to  distension  of  the  tube  by  the  growing 
ovum — against  which  must  be  considered  that  growth  is 
gradual,  while  the  pain  is  paroxysmal,  and  that  specimens 
show  the  amnion  is  neither  tense  nor  filling  the  tube. 
These  are  theories  constructed  before  operative  experience 
had  taught  us  the  conditions  really  present.  These  pains 
are  due  to  haemorrhage.  The  repeated  attacks  of  pain  are 
caused  by  repeated  haemorrhages.  In  every  case  in  which 
there  has  been  such  paroxysmal  pain,  and  operation  has 
been  done,  it  has  been  found  that  haemorrhage  had  occurred. 
In  the  few  cured  by  operation  before  haemorrhage  there  has 
been  no  pain. 

3.  Irregular  haemorrhages  from  the  vagina. — These  are 
so  frequent  that  Petit,  who  wrote  in  1770,  said  that  in 
gestation  outside  the  uterine  cavity  menstruation  continued. 
These  haemorrhages  are  seldom  great  in  amount.  The 
chief  importance  of  this  symptom  is  that  it  may  be  taken 
for  menstruation,  and  thus  the  patient  and  her  doctor  may 
overlook  the  missed  menstruation.  I shall  speak  of  the 
cause  of  this  haemorrhage  in  the  next  paragraph. 

4.  The  discharge  of  decidua. — In  extra-uterine  preg- 
nancy, a decidua  vera  (but  no  decidua  reflexa)  is  formed 
in  the  uterus ; and  is  at  some  time  or  other  discharged. 
It  may  be  broken  up,  and  pass  away  in  a pulp,  along  with 
blood.  It  may  be  expelled  as  a sac,  forming  a cast  of 
the  uterine  cavity ; in  two  pieces,  one  of  which  lined  the 
anterior,  the  other  the  posterior  uterine  wall ; or  in  several 
smaller  bits.  When  it  comes  away  in  a mass,  its  expulsion 
is  accompanied  with  pains  and  haemorrhage  like  those  of 
abortion ; and  if  the  patient  notices  the  membrane,  she 
may  think  she  has  miscarried.  As  in  abortion  haemor- 
rhage from  separation  of  the  chorion  often  takes  place 
long  before  the  expulsion  of  the  uterine  contents ; so,  in 
extra-uterine  pregnancy,  the  separation  of  the  decidua  often 
causes  bleeding  before  this  membrane  comes  away.  This 
is  the  explanation  of  the  irregular  haemorrhages  referred  to 
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in  the  preceding  paragraph.  The  date  at  which  the  decidua 
is  expelled  varies,  but  it  is  more  often  early  than  late. 

The  discharge  from  the  uterus  of  a decidua  strengthens 
the  diagnosis  of  extra-uterine  gestation.  If  the  decidua 
be  that  of  pregnancy,  there  is  certainly  a foetus ; and  if 
the  decidua  is  discharged,  the  foetus  cannot  be  in  utero. 
It  is  therefore  important  to  have  a clear  idea  of  its  characters. 
The  decidua  of  extra-uterine  pregnancy  is  like  that  of  mem- 
branous dysmenorrhcea,  except  that  it  is  larger  and  thicker. 
Its  internal  surface  is  smooth,  and  dotted  with  the  mouths 
of  the  uterine  glands.  Its  outer  surface  is  rough,  shaggy, 
and  villous,  the  villi  being  the  ends  of  the  uterine  glands. 

The  decidua  of  extra-uterine  pregnancy  differs  from  that 
of  uterine  pregnancy  in  showing  no  trace  of  a decidua  reflexa, 
or  of  an  amnion. 

It  was  at  one  time  thought  that  the  discharge  of  such  a 
membrane  made  the  diagnosis  of  ectopic  pregnancy  certain ; 
but  cases  published  by  Griffith,*  Dakin,  f and  Eden  l show 
that  this  is  not  the  case. 

5.  Presence  of  a pelvic  swelling  and  of  uterine  contrac- 
tion.— It  may  be  that  a doctor  had  examined  the  patient 
before  the  great  bleeding  took  place.  If  it  then  was  found 
that  the  patient — who  thought  she  was  pregnant,  had  had 
paroxysmal  pains  and  irregular  haemorrhages,  and  had  passed 
a decidua — had  a slightly  enlarged  uterus,  and  on  one  side  of 
that  uterus  a swelling,  the  examiner  should  have  concluded 
that  ectopic  pregnancy  was  present.  If,  knowing  that  these 
signs  and  symptoms  were  present,  you  find  that  the  patient 
has  great  intra-abdominal  haemorrhage,  you  may  safely 
assert  that  rupture  of  an  ectopic  pregnancy  is  the  condition 
present.  If  the  patient  had  not  been  examined  before  the 
occurrence  of  haemorrhage,  but  the  haemorrhage  has  been 
preceded  by  the  symptoms  described,  it  is  almost  equally 
probable. 

A ruptured  tubal  gestation  cannot  be  treated  till  the 
abdomen  has  been  opened.  I shall  describe  the  treatment 
after  I have  discussed  the  rarer  sources  of  intra-peritoneal 
bleeding  in  women. 

1.  Intra-peritoneal  bleeding  from  rupture  of  a varicose 

* “ Obst.  Trans.,”  vol.  xxzvi.  f Ibid,.,  voL  xxxviii.  J Ibid.,  vol.  xxxix. 
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vein. — Bursting  of  veins  in  the  pelvis  happens  usually  with 
patients  either  pregnant  or  recently  delivered.  This  bleeding 
is  generally  into  the  cellular  tissue,  and  attracts  attention 
rather  by  the  tumour  the  effused  blood  forms  than  by  the 
general  signs  of  loss  of  blood. 

Rupture  of  a varicose  vein,  so  that  intra-peritoneal 
haemorrhage  follows,  is  much  more  rare,  but  occasionally 
occurs.  This  may  take  place  in  women  who  are  not  pregnant, 
and  who  think  themselves  in  perfect  health.  The  bleeding  is 
great,  and  rapidly  fatal.  In  the  work  of  Bernutz  and  Goupil 
two  cases  are  quoted;  but  one  of  these  (the  second)  I 
think  may  have  been  extra-uterine  pregnancy.  Madame  La 
Chapelle  * says  she  has  once  seen  ovarian  varices  burst 
during  labour,  and  cause  rapidly  fatal  internal  haemorrhage. 
R.  Barnes  j-  quotes  a case  at  third  hand.  Scanzoni  l says 
he  has  once  seen  it. 

We  know  nothing  of,  the  causes  which  determine  rup- 
ture of  varicose  veins  of  the  broad  ligament.  In  the  in- 
dubitable case  related  by  Bernutz  there  was  in  the  vein  a 
circular  ulceration  about  a line  in  diameter.  We  know  not 
the  causes  of  such  ulceration. 

The  only  treatment  that  could  possibly  be  of  use  is  to 
open  the  belly,  pull  up  the  broad  ligaments,  and  find  the 
bleeding  point ; transfix  the  ligament  below  and  tie  it  on 
each  side  of  the  bleeding  point.  This  has  never  yet 
been  done.  The  recorded  cases  have  been  too  quickly 
fatal  (one  quoted  by  Bernutz  died  in  half  an  hour)  for  treat- 
ment. 

2.  Intra-peritoneal  bleeding  from  rupture  of  an  ovary. 

— Intra-peritoneal  haimorrhage,  so  great  as  to  endanger  life, 
sometimes,  but  seldom,  comes  from  the  ovary.  The  pathology 
of  the  conditions  which  cause  bleeding  from  the  ovary  is 
obscure.  For  the  sake  of  clearness  I will  mention  briefly  all 
the  conditions  of  the  ovary  that  cause  bleeding ; so  that  those 
which  cause  great  bleeding  may  be  seen  in  their  relation 
to  those  which  cause  only  slight  bleeding. 

* “ Pratique  des  Accouchements.”  vol.  iii.  p 86. 
t “ Diseases  of  Women,”  1st  edition,  p.  605. 
t Diseases  ot  Females,”  translated  by  Gardner,  p.  106. 
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(a)  Follicular  haemorrhage. — Whenever  a Graafian  follicle 
bursts  there  is  a little  bleeding.  This  bleeding  into  Graafian 
follicles  is  sometimes  called  “ ovarian  apoplexy."  It  is  prob- 
ably greater  when  more  blood  goes  to  the  genital  organs,  as  in 
pregnancy,  during  sexual  excitement,  and  when  tumours  are 
present.  We  have  no  exact  knowledge  as  to  what  amount  of 
follicular  haemorrhage  occurs  in  health.  Different  investigators 
have  tried  to  define  it ; and  the  largest  quantity  that  anyone 
has  thought  normal  is  a drachm.  A Graafian  vesicle  bigger 
than  a cherry  is  seldom  seen  in  a healthy  ovary.  Cases  have 
been  met  with  showing  degrees  of  transition  between  slight 
haemorrhage  such  as  this  in  an  otherwise  healthy  ovary, 
and  fatal  intra-peritoneal  bleeding  from  diseased  ovaries. 

(b)  Multiple  follicular  haemorrhages. — The  simplest 
deviation  from  the  normal  is  when  there  is  bleeding  into 
many  follicles  in  both  ovaries.  These  multiple  follicular 
haemorrhages  do  not  form  multiple  corpora  lutea.  The 
corpus  luteum  is  a stage  in  the  life-history  of  a follicle, 
not  a result  of  haemorrhage.  These  haemorrhages  are  most 
frequently  caused  by  one  of  those  febrile  infective  diseases 
in  which  there  is  a tendency  to  haemorrhage : enteric,  small- 
pox, measles,  acute  pneumonia,  cerebro-spinal  meningitis. 
Other  causes  assigned  are  poisoning  with  antimony  or  phos- 
phorus ; also  extensive  burns  of  the  skin  and  sunstroke.  The 
uterine  haemorrhage  associated  with  these  conditions  has  been 
called  “ uterine  epistaxis.” 

This  kind  of  haemorrhage,  although  pathological  and 
related  to  the  kinds  to  be  subsequently  described,  yet  either 
causes  no  symptoms  at  all,  or,  if  there  be  any,  the  graver 
symptoms  of  the  disease  causing  the  ovarian  haemorrhage 
lead  to  the  symptoms  connected  with  the  ovaries  being 
overlooked.  Such  haemorrhage  has  never  been  recognised 
during  life  and  therefore  never  treated. 

(c)  Ovarian  blood  cysts. — Bleeding  may  take  place  into  a 
follicle  and  the  follicle  may  not  burst.  The  only  reason  we 
know  of  why  it  does  not  burst,  is  that  its  wall  is  unusually 
tough  ; but  we  know  not  why  it  is  so  tough.  The  bleeding 
into  the  follicle  may  be  unusual  in  amount.  Other  follicles, 
instead  of  bursting  on  the  surface  of  the  ovary,  may  burst 
into  this  cavity.  From  the  combination  of  these  conditions,  a 
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blood  cyst  of  the  ovary  arises.  The  ovary  has  been  found  as 
large  as  a billiard  ball,  an  orange,  a foetal  head*  and  even 
a man’s  head.f  Such  distension  of  the  ovary  causes 
pain.  Enlargement  of  the  ovary  of  this  kind  is  so  rare  that 
we  know  not  how  clinically  to  distinguish  a blood  cyst 
of  the  ovary  from  (a)  an  ordinary  cystic  tumour  of  the  ovary 
or  (b)  a distended  Fallopian  tube.  The  clinical  course  of  such 
cysts  may  be  one  of  three:  (1)  the  blood  may  be  absorbed; 
(2)  the  ovary  may  burst ; (3)  the  cyst  may  go  on  getting 
bigger  by  successive  bleedings  into  it  and  then  burst. 

(d)  Bursting  of  ovarian  blood  cysts. — When  fresh  haemor- 
rhage takes  place  into  a blood  cyst,  the  cyst  may  burst,  and 
bleeding  take  plaice  into  the  peritoneum.  If  the  bleeding 
be  not  great,  the  blood  clots  and  forms  a lump.  The  patient 
complains  of  pain,  and  the  morbid  condition  detected  is 
the  lump  formed  by  the  ovary  and  the  clotted  blood  round  it. 

But  haemorrhage  fropi  the  rupture  of  such  a blood  cyst 
may  be  so  great  as  quickly  to  kill  the  patient.  Scanzoni^; 
relates  the  case  of  a girl  aged  eighteen,  who  died  “ with  all 
the  signs  of  an  internal  haemorrhage.”  Seven  pounds  of 
blood  were  found  in  the  peritoneal  cavity ; this  had  come 
from  a pocket  the  size  of  a hen’s  egg  in  an  enlarged  ovary, 
in  which  there  was  a rent  nearly  an  inch  long. 

These  cases  are  so  rare  that  we  know  nothing  about 
the  causes  which  lead  to  rupture.  There  are  no  signs  or 
symptoms  from  which  in  a case  of  great  intra-peritoneal 
hemorrhage  we  can  say  that  the  bleeding  comes  from 
rupture  of  an  ovarian  blood  cyst. 

(e)  Rupture  of  an  ovarian  cyst. — A cystic  ovary  may  rupture. 
If  the  cyst  wall  is  not  vascular  and  the  cyst  contents  are  not 
irritating,  no  harm  will  follow.  But  if  the  cyst  wall  be  very 
vascular  fatal  hemorrhage  may  take  place.  Matthews  Duncan  § 
relates  an  instance  of  this.  Kickards  ||  has  published  a case  of 
fatal  intra-peritoneal  bleeding  from  rupture  of  a cancerous 
tumour  involving  ovary  and  uterus.  Bleeding  may  take 
place  into  the  cyst,  distending  it,  and  if  the  cyst  gives  way  the 
bleeding  may  go  on  after  the  cyst  has  burst,  and  the  patient 

* Doran,  “ Obst.  Trans.,”  vol.  xxxii.  f Boeckel,  quoted  by  Rollin,  op.  cit. 

% “ Diseases  of  Females,”  trans.  by  Gardner,  p.  406. 

§ “ Clinical  Lectures,”  4th  edition,  p.  395.  [|  lancet , Dec.  28,  1876. 
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may  die  from  haemorrhage.  If  the  cyst  contents  are  irritating 
or  infective,  fatal  peritonitis  may  follow. 

In  a case  of  rupture  of  an  ovarian  cyst,  the  patient  may, 
before  the  bleeding  took  place,  have  been  told  that  she  had  a 
tumour,  or  notified  that  her  belly  was  getting  bi-g.  But  as  at 
the  present  day  a patient  who  is  found  to  have  an  ovarian 
tumour  is  advised  to  have  it  removed  without  delay, 
this  is  not  likely  to  be  the  case.  Hemorrhage  into  a cyst 
is  attended  with  pain  from  tension.  If  there  is  a previous 
history  pointing  to  the  presence  of  a cyst,  it  may  be  possible 
to  diagnose  its  rupture;  but,  as  a rule,  the  symptoms  will 
be  those  caused  by  internal  haemorrhage,  without  anything 
to  show  the  cause  of  the  bleeding. 

(/)  Interstitial  haemorrhage  into  the  ovary  and  rupture. 

— These  cases  are  very 
rare.  The  blood  so 
swells  up  and  discolours 
the  ovary  that  it  looks 
like  a mass  of  black 
clot,  and  can  only  be 
identified  as  the  ovary 
by  its  anatomical  rela- 
tions. I have  placed 
such  an  ovary  in  the 
Museum  of  the  Royal 
College  of  Surgeons  * 
(Fig.  97).  In  a case 
quoted  by  Bernutz  and 
Goupil  t the  ovary  is 
described  as  “ exactly 
like  the  spleen  of  a 
person  who  had  died 
from  scurvy  ” ; it  had 
ruptured ; three  pints  of 
blood  were  found  in  the 
peritoneum,  and  the 
patient  died  without  recovering  from  the  collapse  which  the 
bleeding  caused.  LaugierJ  describes  the  case  of  a cow,  in 

‘‘No.  4548  C.  f “ Diseases  of  Women,”  N. S.S.  Trans.,  vol.  i.  p.  185. 

I Quoted  by  Rollin,  “ Obs.”  xiii. 


Fig.  97. — Interstitial  haemorrhage  into  ovary. 
(Ro.ual  College  of  Surgeons’  Museum,  4548.) 
(Reduced. ) 
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which  the  ovary  was  the  size  of  a man’s  head,  transformed 
into  a reddish  pap,  like  splenic  pulp : the  animal  died  from 
internal  haemorrhage,  twelve  litres  of  blood  being  found  in 
the  peritoneal  cavity. 

These  cases  of  haemorrhage  from  a ruptured  ovary  are 
so  rare  that  we  know  nothing  about  their  pathology.  It 


Fig.  98. — Diagram  illustrating  rupture  ot  interstitial  pregnancy.  ( Lawson  Tait.) 

a,  uterine  cavity;  n,  Fallopian  tube;  c,  part  of  uterine  wall  bounding  gestation  sac; 

D,  place  of  rupture. 

has  been  thought  that  they  may  arise  from  disease  of  the 
blood  or  blood-vessels,  such  as  purpura  or  scurvy ; but  in  the 
cases  recorded  there  is  no  statement  that  any  such  disease 
was  present.  They  may  be  due  to  rotation  of  a slightly 
enlarged  ovary,  so  as  to  twist  the  broad  ligament  and  hinder 
the  return  of  blood  from  it.  In  my  case  the  ovary  was  above 
the  uterus,  and  the  broad  ligament  was  twisted  ; hut  in  the 
other  cases  no  such  thing  was  noticed.  Mr.  Bland  Sutton* 
is  sceptical  about  the  existence  of  such  cases.  He  thinks 
the  recorded  cases  were  really  tubal  gestation;  what  was 
supposed  to  be  the  ovary  being  the  Fallopian  tube.  1 
do  not  think  that  we  should  set  aside  evidence  because  the 

* “ Surgical  Diseases  of  the  Ovaries,”  p.  19. 
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cases  recorded  are  rare  and  hard  to  explain.  I accept  the 
fact  that  fatal  haemorrhage  from  a ruptured  ovary  into  the 
peritoneal  cavity  may  take  place. 

There  is  only  one  treatment  which  can  save  life  in  these 
cases.  It  is  to  open  the  belly,  remove  the  effused  blood,  bring 


Fig.  99. — Case  of  interstitial  pregnancy.  ( Bland  Sutton.') 

out  the  diseased  ovary,  tie  its  pedicle,  and  cut  it  away.  After 
this,  if  the  patient  be  very  prostrate,  revive  her  by  the  intra 
venous  injection  of  saline  fluid. 

3.  Rupture  of  the  gravid  uterus. — Rupture  of  the 
uterus  during  pregnancy,  before  labour,  is  rare.  Sometimes 
the  rupture  takes  place  because  the  pregnancy  is  inter- 
stitial ; that  is,  in  the  part  of  the  Fallopian  tube  which 
traverses  the  uterine  wall  (Figs.  98,  99,  100).  But  rupture  of 
the  uterus  in  apparently  normal  pregnancy  may  take  place. 
Robert  Barnes*  quotes  five  instances  of  this.  Three  of  these 
I cannot  find  in  the  volumes  to  which  Barnes  refers.  In  onet 

* “Obstetric  Operations.”  f Mitchell,  “ Obst.  Trans.,”  1870. 
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the  patient  was  in  labour,  and  version  had  been  performed. 
The  remaining  case  * seems  genuine.  It  is  said  that 
the  uterus  did  not  at  any  part  bear  the  least  appearance 
of  thinning  or  disease : the  rent  was  across  the  fundus  • 
the  pregnancy  had  advanced  to  the  fourth  month.  Another 
case  is  recorded  by  Jellinghaus.f  These  cases  establish  the 
possibility  of  spontaneous  rupture  of  the  uterus  during  preg- 
nancy. 

Pregnancy  in  a rudimentary  uterine  cornu. — Pregnancy 
may  take  place  in  the  imperfectly  developed  horn  of  a 


Fig.  100. — Case  of  interstitial  pregnancy.  ( Doran .) 


bicorned  uterus.  The  horn  may  consist  of  an  imperfectly 
developed  uterine  body,  the  cervix  being  represented  only  by 
a bundle  of  fibrous  tissue  (Fig.  101).  Such  a pregnancy  is  clinic- 
ally the  same  thing  as  a tubal  pregnancy:  it  usually  ends  in 
rupture  into  the  peritoneal  cavity  at  about  the  fourth  or  fifth 
month,  but  the  child  may  die  and  be  retained  within  the 
abdomen  for  an  indefinite  time.  It  can  only  be  distinguished 
from  tubal  pregnancy  by  looking  for  the  insertion  of  .the 
round  ligament.  In  this  condition  the  round  ligament  is 
inserted  outside  the  pregnancy ; in  tubal  pregnancy  inside  it. 

* McKinley,  Glasgow  Med.  Journal , vol.  ix.  p.  324, 

t “ Arch.  fiir  Gyn.,”  Bd.  liv'. 
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The  pregnancy  is  in  the  uterus,  but  not  in  the  normal  place ; 
it  is  not  extra-uterine,  but  it  is  ectopic.  I know  of  no  case  in 
which  cornual  pregnancy  has  been  correctly  diagnosed  during 
life  or  before  operation.  In  the  early  weeks  these  cases 
exactly  resemble  tubal  pregnancy.  Later  on  they  have  been 
taken  for  fibroids  or  ovarian  cysts.  A history  pointing  to 
pregnancy  might  in  such  a case  suggest  the  real  condition ; 
but  cornual  pregnancy  is  so  rare  that  the  mistake  of  over- 
looking it  is  pardonable.*- 


Fig.  101. — Pregnane}'  in  a rudimentary  uterine  cornu.  ( Luschka .) 

a,  developed  uterine  cornu  (right) ; b,  rudimentary  uterine  cornu  (left),  with  a rent,  through 

which  the  foetus  has  escaped  ; 1,  right  Fallopian  tube  ; 2,  left  Fallopian  tube  ; 3,  left  ovary  ; 

4,  right  ovary;  5,  corpus  luteum  ; 6,  round  ligament. 

Treatment  of  great  intra-peritoneal  bleeding.— From 
the  foregoing  account  of  the  causes  of  great  haemorrhage 
into  the  peritoneum  in  women,  it  will  be  seen  that  in  all 
of  them  the  treatment  is  to  open  the  belly,  find  the  cause 
of  the  haemorrhage,  and  deal  with  it  in  such  a manner  as  to 
make  the  patient  safe  from  further  haemorrhage. 

This  operation  must  be  done  at  once.  In  most  abdominal 
operations  the  prospect  of  recovery  is  so  much  greater  if 
the  operator  be  experienced  that  a medical  man  not  in 
the  habit  of  operating  ought  to  leave  the  operation  to  an 
expert.  But  with  great  bleeding  into  the  belly,  the  danger 

* “ Sec  Maniene,  “American  Journal  of  Gynecology  and  Obstetrics,”  vol.  xu. , 
Sept.,  1899,  p.  212. 
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from  delay  is  greater  than  that  from  want  of  experience  in 
the  operator;  for  in  most  such  cases  the  operation  is  easy, 
and  if  done  early,  and  with  clean  hands  and  instruments, 
will  be  successful. 

How  to  do  the  operation.— The  instruments  required 
are  the  same  as  for  ovariotomy,  except  the  trochar.  One 
assistant,  beside  the  anaesthetist,  is  needed.  Make  a three- 
inch  incision  in  the  linea  alba,  midway  between  pubes  and 
umbilicus.  Insert  two  fingers  and  feel  for  the  body  of 
the  uterus.  This  will  guide  you  to  the  broad  ligaments. 
Pass  the  fingers  outwards,  along  each  ligament.  If  you 
feel  any  abnormal  condition,  lift  the  part  up,  bring  it  out 
at  the  wound  and  look  at  it.  If  there  be  a tubal  gestation, 
or  a ruptured  ovary,  or  a hole  in  a vein,  transfix  the  ligament 
between  the  diseased  part  and  the  uterus  with  a double 
ligature.  See  that  the  two  ligatures  cross  one  another 
so  as  to  interlock.  Tie*  each  separately.  Cut  away  the 
diseased  part.  Now  wash  out  the  effused  blood  with  water 
at  a temperature  of  100°,  pouring  in  jugful  after  jugful  until 
it  comes  back  only  faintly  stained.  As  clots  present  at 
the  wound,  help  them  out  with  sponges. 

Some  think  it  better  to  sponge  the  peritoneum  dry  than 
to  wash  it  out  with  water.  In  the  case  of  bleeding  during 
operations,  in  which  blood  is  poured  out  into  a small  area, 
and  can  be  mopped  up  as  it  flows,  this  may  be  better ; but 
when  a lot  of  blood  is  free  among  the  bowels,  it  can  be  got 
out  more  quickly  and  with  less  damage  by  washing  than  by 
sponging.  I think  it  better  to  operate  without  delay  and 
wash  with  Avater,  than  to  wait  while  a quantity  of  sterilised 
or  antiseptic  solution  is  being  prepared.  The  chances  are 
millions  to  one  against  water  from  the  tap  containing 
pathogenic  organisms. 

In  rupture  of  the  uterus  during  pregnancy,  the  proper 
treatment  is  to  open  the  belly,  cleanse  the  peritoneum, 
and  either  sew  up  the  rent  in  the  uterus,  or,  if  the  rent 
be  confined  to  the  uterine  body,  amputate  the  body  of 
the  uterus.  This  has  been  successfully  done  by  Jellinghaus*  In 
the  rare  case  of  rupture  of  an  interstitial  pregnancy , if  you 
seAv  up  the  rent  in  the  sac  you  have  no  security  that  dis- 

* “ Arch,  fiir  Gyn  ,”  Bd.  li v. 
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charge  will  escape  into  the  uterine  cavity ; it  may,  instead, 
distend  the  sac  and  break  down  the  stitches.  Therefore 
in  this  case  amputation  of  the  body  of  the  uterus  is 
the  better  practice.  The  mode  which  seems,  in  the  hands 
of  experts,  to  promise  the  best  results,  is  first  to  tie  the 
broad  ligaments,  next  to  tie  the  uterine  arteries,  then  to  cut 
off  the  body  of  the  uterus,  suturing  (or  not)  the  peritoneum 
over  the  stump.  But  for  one  not  accustomed  to  abdominal 
surgery  this  is  a difficult  operation  and  it  must  be  done 
well.  Therefore  if,  without  practice  in  abdominal  surgery  and 
without  a proper  clamp,  you  suddenly  have  to  treat  a case  of 
this  rare  accident,  tree  f,  the  uterus  after  the  manner  recom- 
mended by  Mr.  Lawson  Tait  in  Porro’s  operation.  Bring 
the  body  of  the  uterus  up  through  the  wound  (which 
may  need  enlargement  for  this  purpose).  Put  a piece  of 
elastic  tubing  twice  round  the  cervix  and  tie  it  tightly 
in  a reef  knot.  Push  two  knitting  needles  through  the 
cervix  and  through  the  tubing.  Cut  the  body  of  the  uterus 
off  about  three  quarters  of  an  inch  above  the  ligature.  Sew 
up  the  abdominal  wound  in  the  ordinary  way,  but  pass 
the  lowest  stitch  not  only  through  the  parietal  peritoneum 
on  each  side,  but  through  that  of  the  stump,  at  a distance 
below  the  indiarubber  ligature  corresponding  to  the  thickness 
of  the  abdominal  wall.  Dress  the  stump  by  thickly  powder- 
ing it  with  a mixture  of  tannin  and  iodoform  in  equal  parts. 
The  one  will  tan  the  stump,  the  other  keep  it  aseptic.  The 
stump  will  separate  in  two  or  three  weeks,  or  you  may  cut 
it  off  after  the  tenth  day.  For  further  details  refer  to  the 
chapter  on  hysterectomy. 
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CHAPTER  XX. 

PELVIC  HEMATOCELE. 

When  bleeding  from  vessels  in  the  pelvis  is  not  so  great  as 
to  threaten  life  by  its  amount,  it  causes  pain,  and  the  blood 
when  it  has  clotted  forms  a lump.  Such  a lump  is  commonly 
called  a hcematocele. 

Hsematocele  more  than  a symptom. — It  is  sometimes 
said  that  pelvic  hsematocele  is  a symptom,  not  a disease. 
It  is  more  than  a symptom,  it  is  a morbid  change  which 
produces  symptoms  and  signs  of  its  own.  It  is  true  that  it 
is  not  a primary  morbid  change,  but  an  effect  secondary  to 
other  changes,  and  that  the  primary  changes  may  be  different 
in  different  cases.  But  a haemorrhage  within  the  pelvis  is 
none  the  less  a distinct  and  important  morbid  change. 

Nomenclature. — Lumps  made  of  clotted  blood  have  been 
called  by  different  names.  Let  us  be  clear  what  these  names 
mean.  Internal  bleeding  from  the  vessels  of  the  female 
genitals  may  be  in  one  of  three  places : (1)  into  the  peri- 
toneum ; (2)  into  the  cellular  tissue  under  the  peritoneum  but 
above  the  deep  pelvic  fascia ; (3)  into  the  cellular  tissue  below 
the  deep  pelvic  fascia.  When  swellings  made  of  clotted 
blood  above  the  deep  pelvic  fascia  were  first  recognised 
clinically,  they  were  called  “ hcematoceles.”  Those  who  first 
invented  this  term,  applied  it  to  bleeding  either  (1)  above,  or 
(2)  below  the  peritoneum.  The  clinical  differences  between 
these  two  kinds  of  hsematocele,  the  (1)  intra-peritoneal  and 
the  (2)  extra-peritoneal,  have  only  lately  been  pointed  out. 
Effusion  of  blood  below  the  deep  pelvic  fascia  extends  down 
into  the  vulva  and  has  long  been  known  as  pelvic  hcematoma. 
It  has  been  proposed  to  apply  the  term  “ hcematocele  ” to 
haemorrhage  into  the  peritoneum,  and  call  haemorrhage  into 
connective  tissue  “ hcematoma.”  But  I think  we  may  as  well 
describe  two  kinds  of  hsematocele  and  one  of  hsematoma,  as 
one  kind  of  hsematocele  and  two  of  hsematoma.  Therefore  I 
keep  to  the  old  nomenclature. 
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Intra-peritoneal  haematocele  means  a lump  formed  of 
clotted  blood  in  the  pelvic  part  of  the  peritoneal  cavity. 


Fig.  102. — Diagram  illustrating  process  of  tubal  abortion.  {Martin.) 

Causes  of  intra-peritoneal  haematocele : 1.  Tubal  preg- 
nancy.— The  most  common  cause  is  tubal  ‘pregnancy.  A 
tubal  gestation  seldom  first  manifests  its  presence  by  a great 
internal  haemorrhage.  Generally,  there  is  first  a small  bleed- 


vig.  103. — Tubal  mole,  external  aspect.  (Cullingworth.) 

ing,  which  is  stopped  by  clotting  of  the  blood.  This  clotted 
blood  forms  a lump  : an  intra-peritoneal  haematocele.  If  by 
the  bleeding  enough  damage  has  been  done  to  the  chorionic 
villi  to  kill  the  foetus,  there  will  be  no  more  bleeding.  The 
lump  of  clotted  blood  will  then  be  the  disease,  and  will  be 
gradually  absorbed.  If  the  pregnancy  has  not  been  stopped, 
there  will  be  another  bleeding,  and  then  another  and  another 
until  either  the  foetus  dies,  or  gets  out  of  the  Fallopian 
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tube ; unless  the  process  is  interrupted  by  the  death  of 
the  mother 

2.  Tubal  mole  and  tubal  abortion. — Rupture  of  the 
tube,  leading  to  recurrent  haemorrhage  into  the  peritoneum, 
is  caused  by  a living,  growing  tubal  pregnancy.  But 
the  ovum  may  die  while  it  is  still  in  the  tube,  before 
the  tube  has  burst.  It  is  certain  that  changes  may  take 
place  in  a tubal  ovum  like  those  which,  occurring  in  a 
uterine  ovum,  convert  it  into  what  is  called  a fleshy  or 


Fig.  104.— Tubal  mole  (Fig.  103)  on  section.  ( Cullingworlh .) 

carneous  mole.  It  is  believed  that  the  contractions  of  the 
tube  may  then  move  the  ovum  towards  the  abdominal 
end  of  the  tube,  opening  up  the  end  of  the  tube  just 
as  the  os  uteri  is  opened  in  an  ordinary  abortion,  and 
tending  to  expel  the  ovum  into  the  peritoneal  cavity,  just 
as  in  a uterine  abortion  the  ovum  is  expelled  into  the  vagina 
(Figs.  102,  103,  104,  105).  The  presence  of  the  dead  ovum 
irritates  the  tube  just  as  an  aborting  ovum  or  a retained 
piece  of  chorion  irritates  the  uterus,  and  makes  it  bleed. 
If  the  fimbriated  end  of  the  tube  be  open,  there  may  be  a 
steady  drip  of  blood  from  it  into  the  peritoneum.  This 
blood  will  clot  and  form  a lump.  The  clot  may  lie  loose 
in  the  peritoneum,  so  that  it  can  be  easily  scooped  up  or 
V 
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washed  away.  Or  there  may  be  inflammation  of  the 
peritoneum  around  it,  leading  to  adhesions  bounding 
a cavit}'-  in  which  the  clot  lies.  In  the  latter  case  the 
clot  may  become  surrounded  by  a wall  of  fibrine,  like 
what,  occurring  in  the  uterus,  is  called  a “fibrinous 
polypus.”  In  this  state  it  may  remain  unchanged  for 
many  months*  A tube  which  contains  a mole  may 
also  rupture.  Rupture  of  tube  goes  with  great  hemor- 
rhage : tubal  mole  with  slight,  f Before  abdominal 
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Fig.  105. — Tubal  mole  on  section.  ( Bland  Sutton.) 

section  was  frequently  done,  tubal  moles  were  unknown, 
while  ruptured  tubes,  obtained  post  mortem,  abounded  in 
museums.  The  inference  I draw  is  that  tubal  abortion 
often  ends  in  spontaneous  recovery. 

3.  Disease  of  the  ovary.  — Pelvic  hsematocele  may 

come  from  the  ovary.  In  the  previous  chapter  I have 

described  the  conditions  of  the  ovary  which  cause  haemor- 
rhage. There  is  physiological  bleeding,  not  enough  to  give 
trouble,  into  the  Graafian  follicle  with  ovulation.  It  has 
been  supposed}:  that  this  physiological  congestion  may,  by 
accidental  causes  acting  shortly  before  the  time  of  ovulation, 
be  so  increased,  that  the  bursting  of  a Graafian  follicle  will 

cause  bleeding’  enough  to  form  a hsematocele.  This  is 

theory:  there  is  no  evidence  that  a healthy  ovary  ever 
bleeds  enough  to  form  a hsematocele.  There  is  hsemorrhage 

* See  Taylor,  Med.  Press  and  Circular,  July  18,  1894. 

t See  Culling'worth,  Lancet,  1897. 

$ See  Bernutz  and  Goupil,  N.S.S.  Translation,  vol.  i.  p.  181 
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into  many  follicles  of  the  ovaries  occurring  as  a minor 
incident  in  the  course  of  the  acute  infective  diseases.  I know 
no  evidence  that  such  bleeding  ever  makes  its  way  into  the 
peritoneum.  There  is  haemorrhage  into  and  rupture  of 
ovarian  cysts ; and  there  is  interstitial  haemorrhage  into  the 
ovary  leading  to  its  rupture.  These  two  last-named  conditions 
we  know,  from  post-mortem  evidence,  may  cause  fatal  haemor- 
rhage. They  may  sometimes  be  the  source  of  bleeding  which 
stops  before  the  patient’s  life  is  in  danger.*  If  so,  the  blood 
clots,  forms  a lump,  and  finally  is  absorbed,  unless  the  disease 
of  the  ovary  should  lead  to  further  trouble. 

We  know  nothing  as  to  the  symptoms  which  these  con- 
ditions cause  when  they  do  not  cause  bleeding;  and  therefore 
in  haemorrhage  from  such  conditions,  we  cannot  diagnose  the 
cause  of  the  bleeding  without  opening  the  belly.  In  slight 
cases  there  is  no  reason  t'o  do  this. 

4.  Reflux  from  uterus,  or  bleeding  from  inflamed  or 
congested  tubes  (?) — “ Metrorrhagic  hcematocele  ” is  a term 
applied  by  Bernutz  and  Goupil  to  cases  in  which  they 
found  bleeding  into  the  peritoneum  along  with  bleeding 
from  the  uterus,  as,  for  instance,  from  abortion.  They 
supposed  that  some  of  the  blood  escaped  by  the  vagina,  and 
some  ran  along  the  Fallopian  tubes  into  the  peritoneum. 
Bernutz  and  Goupil  added  so  much  to  our  knowledge  that 
any  opinion  of  theirs  is  worth  careful  consideration.  But 
I think  it  doubtful  whether  regurgitation  of  blood  through 
the  tubes  ever  takes  place,  for  the  following  reasons:  (1) 
The  uterine  opening  of  the  tubes  only  admits  a bristle,  and 
it  is  unlikely  that  blood  should  flow  this  way  when  the 
cervical  canal  is  open.  (2)  Cases  have  been  observed  in 
which  a Fallopian  tube  was  abnormally  patent ; but  regur- 
gitation of  blood  through  these  open  tubes  had  not  taken 
place.  (3)  It  is  only  in  recent  years  that  Fallopian  tubes 
containing  blood  have  been  carefully  examined,  and  almost 
every  Fallopian  tube  containing  blood  and  having  its  ab- 
dominal end  unclosed  that  has  been  well  examined,  has  been 
found  gravid.  This  makes  it  probable  that  cases  described, 
without  thorough  examination,  as  abortions  with  metrorrhagic 
hsematocele,  were  tubal  pregnancies  in  which  the  uterine 

* See  W.  Duncan,  “ Obst.  Trans.,”  vol.  xxviii.,  1880,  p.  210. 
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decidua  was  being  discharged.  (4)  Haemorrhage  into  the 
Fallopian  tube  has  been  observed  when  the  uterine  end  of 
the  tube  was  closed,  and  therefore  the  blood  must  have 
come  from  the  tube  itself. 

I therefore  am  not  satisfied  that  there  is  such  a condition 
as  metrorrhagic  haematocele,  meaning  by  that,  haemorrhage 
from  the  uterus  escaping  by  the  Fallopian  tube  into  the 
peritoneum.  I think  that  cases  appearing  to  be  such  are 
either  tubal  gestation  or  cases  of  haemorrhage  from  the 
tube  itself,  of  unknown  causation.  An  inflamed  Fallopian 
tube  may  bleed ; but  haemorrhage  into  the  tube  is  less 
common  than  inflammation,  and  we  know  not  what  kinds 
of  inflammation  of  the  tube  are  apt  to  cause  bleeding.* 

5.  Acute  diseases. — In  some  blood  diseases  of  which  a 
tendency  to  haemorrhage  is  a symptom,  the  Fallopian  tubes 
may  bleed.  Bleeding  into  the  peritoneum  has  been  found 
in  fatal  cases  of  measles,  purpura,  scurvy,  acute  atrophy  of 
liver,  phosphorus  poisoning,  and  yellow  fever.  The  symptoms 
of  this  kind  of  intra-peritoneal  bleeding  are  less  striking  than 
the  other  symptoms  of  the  disease  to  which  the  haemorrhage 
is  due;  therefore  it  is  only  found  out  after  death.  The 
bleeding  is  seldom  enough  to  endanger  life.  If  it  kills, 
it  does  §o  by  causing  fatal  peritonitis.  If  the  patient 
survived  the  haemorrhage  and  the  disease  which  caused 
it,  the  clotted  blood  would  form  a tumour  to  which  the 
term  intra-peritoneal  haematocele  would  be  applicable. 

6.  Perimetritis.  — In  post-mortem  examinations  of 
patients,  the  subjects  of  chronic  perimetritis,  it  is  common  to 
find  blood  in  some  of  the  spaces  bounded  by  adhesions. 
This  blood  comes  from  rupture  of  the  thin- walled  new  vessels 
in  recent  adhesions.  This  intra-peritoneal  bleeding  is  an 
incident  in  the  course  of  perimetritis,  and  does  not  materially 
modify  its  symptoms  or  course.  Such  bleeding  is  never 
great,  for  the  vessels  opened  are  not  large,  and  the  bleeding 
is  limited  by  the  pressure  of  the  adhesions  bounding  the 
space  into  which  the  blood  is  poured  out.  The  symptoms 
of  pelvic  inflammation  are  more  marked  than  those  of 

* For  a series  of  carefully  examined  specimens  of  haemorrhage  into  the 
Fallopian  tube,  most  of  them  with  intra-peritoneal  haematocele,  see  Cullingworth, 
“ St.  Thomas’s  Hospital  Reports,”  vol.  xxi. 
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internal  bleeding.  An  intra-peritoneal  bleeding  of  this  kind 
is  not  found  out  till  the  swelling  is  opened,  either  during 
life  or  after  death. 

In  brief,  intra-peritoneal  hsematocele  is  generally  due  to 
tubal  pregnancy.  Apart  from  this,  it  is  either  an  accident 
of  some  other  disease  more  important  than  the  hsematocele, 
or  secondary  to  a rare  morbid  condition  which  cannot  be 
diagnosed. 

Symptoms  and  signs. — The  lumps  of  clot  in  the  pelvic 
peritoneum  which  we  call  hoematoceles  cause  pain.  The 
pain  comes  on  suddenly,  with  faintness  and  pallor,  and  some- 
times vomiting;  but  it  does  not  produce  enough  blanching 
to  strike  an  observer  who  did  not  know  what  the  patient 
looked  like  before  the  bleeding;  nor  is  the  faintness  commonly 
enough  to  make  the  patient  at  once  send  for  a doctor.  The 
patient  lies  down,  and  ekpects  the  pain  to  pass  off ; she  calls 
in  the  doctor  when  she  finds  the  pain  does  not  subside.  The 
pain  is  in  the  lower  belly,  and,  like  most  pelvic  pains  due  to 
bilateral  lesions,  is  worse  on  the  left  side. 

A doctor  who  examined  the  patient  immediately  after 
the  onset  of  symptoms  would  find  no  physical  signs.  A 
lump  is  felt  when  the  blood  has  had  time  to  clot ; not 
before.  The  blood  first  lies  about  the  Fallopian  tube  whence 
it  came,  and  then  trickles  down  into  Douglas’s  pouch.  Hence 
the  lump  of  clot  is  behind  the  uterus.  If  there  is  enough  of 
it  to  fill  the  posterior  half  of  the  pelvis,  the  bulk  of  the  clot  is 
in  the  middle.  If  less  than  this,  there  is  more  of  the  lump  on 
one  side  than  in  the  middle  line.  The  lump  is  tender. 
When  the  clot  is  big,  it  pushes  the  uterus  a little  forwards ; 
not  much,  because  the  uterus  affects  the  position  of  the 
clot  more  than  the  clot  that  of  the  uterus.  The  clot  in 
Douglas’s  pouch  restricts  the  mobility  of  the  uterus,  and 
presses  on  the  rectum,  and  this  causes  a good  deal  of  rectal 
tenesmus  and  pain  in  defecation  ; and  if  the  lump  is  big, 
some  catarrh  of  the  rectal  mucous  membrane  is  produced. 
The  lower  belly  is  often  tender.  The  clot  may  irritate  the 
bladder,  and  cause  frequency  of,  and  slight  pain  in,  mic- 
turition. If  there  should  be  adhesions  above  the  pelvis,  the 
bleeding  may  much  displace  the  uterus,  pushing  it  forwards 
against  the  pubes,  compressing  the  urethra,  and  causing 
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retention  of  urine.  Such  displacement  as  this  only  happens 
when  the  blood  is  effused  under  pressure;  it  is  rare  from 
intra-peritoneal  hematoceles. 

Diagnosis.— A hematocele  forms  a fixed  lump  behind  the 
uterus.  The  physical  signs  are  the  same  as  those  of  a lump 
formed  by  inflammation  of  the  peritoneum  around  the  ovary 
and  tube.  The  lump  made  of  blood  clot  is  distinguished 
from  an  inflammatory  lump  by  the  way  in  which  the  illness 
came  on.  This  you  have  to  learn  from  the  patient  or 
her  friends ; and  as  their  account  is  not  always  clear, 
you  often  have  to  be  content  with  a conjectural  diagnosis. 
Instead  of  shivering  and  febrile  symptoms,  and  pain 
afterwards  developing,  the  blood  tumour  comes  on  with 
sudden  pain,  faintness,  and  pallor.  If  the  bleeding  be  a 
result  of  tubal  gestation,  it  may  have  been  preceded  by 
amenorrhcea,  with  the  subjective  symptoms  of  pregnancy. 
The  conjectural  diagnosis  from  the  history  is  confirmed  by 
the  clinical  course  observed.  In  the  course  of  a few  days  or 
weeks  the  lump  gets  smaller,  firmer,  and  irregular  on  the 
surface,  instead  of  convex ; the  uterus  becomes  more  movable, 
and  at  last  the  lump  is  no  longer  felt. 

It  is  difficult — sometimes  impossible — to  distinguish  a 
small  effusion  of  blood  around  the  end  of  a Fallopian  tube 
from  an  effusion  into  the  tube  (haemato-salpinx).  In  the 
present  state  of  our  knowledge,  the  diagnosis  is  not  im- 
portant, as  the  same  principles  of  treatment  apply  in 
either  case. 

Prognosis. — The  prognosis  in  a case  of  intra-peritoneal 
lnEmatocele  is  uncertain.  It  depends  upon  the  cause  of  the 
bleeding.  If  this  comes  from  a growing  tubal  gestation, 
there  will  be  more  bleeding ; if  from  a tube  containing  a 
mole,  this  may  suppurate  ;*  if  from  an  inflamed  tube,  this 
may,  by  keeping  up  pelvic  inflammation,  make  the  patient 
a chronic  invalid ; if  from  a diseased  ovary,  this  may 
bleed  again,  or  become  inflamed.  An  intra-peritoneal 
hsematocele  should  therefore  make  you  carefully  watch  the 
case  lest  there  be  dangerous  disease  of  the  tube  or  ovary.  On 
the  other  hand,  many  cases  of  intra-peritoneal  hsematocele 
end  in  recovery  by  gradual  disappearance  of  the  lump 

* See  case  by  Itemfry,  “ Obst.  Trans.,”  vol.  xxxvi.  p.  2C1. 
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without  bad  symptoms.  Our  clinical  knowledge  of  the 
conditions  which  cause  intra-peritoneal  bleeding  is  still  so 
recent  that  (with  the  exception  of  some  cases  of  extra-uterine 
gestation)  we  cannot  yet  diagnose  them  with  accuracy,  nor  do 
we  know  the  relative  frequency  of  the  different  endings 
of  such  cases. 

Treatment  of  intra-peritoneal  hsematocele. — There  are 
two  methods  of  treatment : 1.  Expectant : leaving  the  case  to 
nature.  2.  Operative  : removing  the  blood  and  the  diseased 
ovary  or  tube  whence  it  came.  An  operation  on  the  peritoneum 
involves  so  much  suffering,  mental  and  physical,  and  so  many 
sacrifices  on  the  part  of  the  patient,  to  say  nothing  of  the 
immediate  and  remote  dangers,  that  it  is  far  better  for  the 
patient  to  get  well  without  it  if  possible.  Therefore,  so  long 
as  there  is  nothing  more  than  a small  lump  in  the  pelvis, 
presumed  to  consist  of  blood-clot,  let  recovery  go  on  without 
interference. 

Expectant  treatment. — This  consists  in  keeping  the 
patient  in  bed  and  on  liquid  diet  until  it  is  clear  that  the 
blood  is  being  absorbed,  and  that  therefore  further  haemorrhage 
is  not  to  be  feared.  Order  this  regimen  so  that  as  far  as 
possible  the  circulation  may  be  slowed,  pressure  in  the  blood- 
vessels diminished,  and  bowel  irritation  lessened.  There  is 
no  drug  that  will  hasten  the  absorption  of  blood.  If  the 
bowels  are  confined,  a laxative  will  be  good.  If  the  patient 
is  in  much  pain,  she  may  need  a dose  of  morphia.  If  the 
case  goes  on  well,  the  lump  that  you  feel  by  the  vagina  will 
get  harder  and  smaller,  its  convexity  will  become  changed 
into  irregular  concavities,  and  the  local  symptoms  will  cease. 
As  soon  as  it  is  clear  that  the  case  is  taking  this  course,  let 
the  patient  get  up  and  take  her  ordinary  diet. 

In  some  rare  cases  the  tumours  may  remain  for  weeks 
or  months  without  appreciable  alteration,  and  without 
causing  the  patient  trouble.  If  you  are  certain  that  the 
swelling  is  not  increasing  in  size,  and  the  patient  is  free  from 
symptoms,  there  is  no  need  for  prolonging  treatment. 

If  recovery  is  not  going  on  well,  pain  will  continue,  and 
other  symptoms  will  show  themselves.  These  may  be  of  two 
kinds : (a)  those  of  renewed  bleeding ; (b)  those  of  inflamma- 
tion. The  advent  of  either  shows  that  the  cause  of  the 
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bleeding  was  not  a condition  which  was  temporary  and  is  past, 
but  one  still  active.  If  so,  the  best  practice  is  to  anticipate 
further  trouble  and  remove  the  diseased  part.  It  is  true 
that  if  there  be  a growing  tubal  gestation,  the  fresh  hemor- 
rhage may  kill  the  embryo,  but  not  its  mother.  True  also, 
that  an  ovary  which  is  inflamed  or  infiltrated  with  blood 
may  become  shut  off'  by  adhesions,  and  so  rendered  harmless. 
But  we  cannot  be  certain  of  these  favourable  endings.  Pain 
may  make  the  patient  an  invalid  for  months.  The  risk  of  an 
operation  done  early  before  the  parts  have  been  altered,  so 
that  their  recognition  and  removal  are  difficult,  is  slight.  II 
there  is  within  the  belly  a condition  capable  of  causing  bleed- 
ing or  inflammation,  the  risk  of  ill  consequences  from  early 
operation  is  less  than  the  risk  of  leaving  the  disease.  If  left, 
an  operation  may  after  all  be  necessary,  and  the  parts  may 
then  be  in  a condition  unfavourable  to  the  satisfactory  per- 
formance of  the  operation. 

In  short,  operate  not  because  there  is  a small  clot  of 
blood  in  the  peritoneal  cavity.  But  if  there  is  reason  to 
think  that  the  condition  which  has  caused  bleeding  and 
may  cause  further  bleeding  or  inflammation  is  still  present, 
or  that  the  blood  is  not  being  quickly  absorbed,  open  the 
belly  without  delay. 

Surgical  treatment. — Suppose  that  either  (1)  attacks  of 
pain  with  pallor  and  enlargement  of  the  retro-uterine  swelling 
indicate  renewed  haemorrhage  ; or  (2)  that  continued  pain  lays 
the  patient  up,  or  (3)  with  fever  points  to  suppuration.  The 
right  course  is  to  let  out  the  blood  and  remove  the  disease 

o 

which  caused  the  haemorrhage.  There  are  two  ways  of  doing 
this : (i)  by  the  vagina ; (ii)  by  the  abdomen.  When  practic- 
able, the  vaginal  route  is  the  better.  It  leaves  no  scar  in  the 
belly  wall.  The  blood  is  often  enclosed  in  a space  shut  off  by 
adhesions  from  the  general  peritoneal  cavity.  If  it  greatly  dis- 
places the  uterus  it  is  certain  that  it  is  encysted.  If  so,  you 
can  deal  with  it  by  the  vagina  without  opening  the  general 
peritoneal  cavity.  The  use  of  the  vaginal  method  is  limited 
by  the  size  of  the  swelling.  If  this  is  so  large  that  you  cannot 
by  the  vagina  reach  to  the  top  of  it,  the  abdominal  route  is 
better,  for  by  it  you  can  see  what  you  are  doing,  and  deal  with 
any  condition  that  may  be  present. 
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In  the  cases  now  under  consideration  bleeding  has  stopped, 
and  it  is  not  imperative  that  the  operation  be  immediately 
performed.  If  the  abdominal  operation  be  required,  there 
is  time  to  get  a specialist,  and  as  you  cannot  tell  Avhat  con- 
dition may  be  met  with,  this  should  be  done.  I shall  con- 
sider the  abdominal  operative  treatment  of  extra-uterine 
pregnancy  in  a subsequent  chapter. 

The  vaginal  operation. — Put  the  patient  in  the  lithotomy 
position.  Define  the  relations  of  the  swelling  to  the  rectum 
and  vagina.  Cut  through  the  posterior  vaginal  wall  for  about 
an  inch  and  a half  from  side  to  side  at  its  most  bulging  part, 
and  thus  open  the  pouch  of  Douglas.  With  the  fingers  scoop 
out  all  the  clot.  Then  bimanually  feel  the  uterus,  and  trace 
outwards  the  Fallopian  tube  on  each  side.  If  the  case  be  one 
of  tubal  abortion  you  will  feel  that  on  one  side  the  tube  is 
thickened,  and  by  the  pressure  of  the  fingers  you  will  be  able 
to  detach  and  get  away  the  tubal  mole.  This  I have  done. 
Then  thoroughly  wash  the  cavity  with  a non-poisonous  fluid, 
and  lightly  pack  it  with  iodoform  gauze. 

It  may  be  said,  what  if  the  bleeding  comes  not  from  a 
tube  with  an  open  end  containing  a mole,  but  from  a small 
rupture  of  a pregnant  tube  ? You  cannot  tell  which  con- 
dition may  be  present ; but  in  a case  of  slight  bleeding,  it  is 
more  likely  to  be  from  a tubal  abortion  than  from  a ruptured 
tube.  Were  the  condition  a ruptured  tube,  it  is  possible  that 
manipulation  with  the  fingers  might  so  injure  the  ovum  as  to 
put  an  end  to  its  further  development,  and  thus  prevent 
further  bleeding.  Put  were  this  not  so,  and  another  attack  of 
haemorrhage  obliged  you  to  open  the  belly,  the  previous 
vaginal  incision  would  not,  if  the  part  had  been  kept  clean, 
materially  affect  the  risk. 

Extra-peritoneal  haematocele. — This  means  bleeding  into 
the  cellular  tissue  beneath  the  peritoneum,  but  above  the 
deep  pelvic  fascia.  Its  commonest  cause  is  the  rupture  of 
a pregnant  tube  where  it  is  not  covered  with  peritoneum, 
but  is  in  contact  with  the  cellular  tissue  (Fig.  106).  It  some- 
times happens  after  operations  on  the  broad  ligament,  if  a 
vessel  underneath  the  peritoneum  is  injured  without  a breach 
of  that  membrane.  Mr.  Lawson  Tait  thinks  it  common 
from  sudden  arrest  of  heemorrhage  from  the  uterus  ; but  I am 
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sure  it  is  not  common,  and  I doubt  whether  it  is  produced 
by  this  cause.  I know  of  no  other  causes  for  it.  I have 
published  a case  in  which  it  was  thought  due  to  the  haemor- 
rhagic diathesis;*  but  the  effusion  was  very  old,  and  may 
have  been  from  extra-uterine  gestation,  the  frequency  of  which 
was  not  known  at  that  time. 


Fig.  106. — Diagram  illustrating  modes  of  rupture  of  Fallopian  tube.  ( Lawson  1'ait.) 

The  left-hand  figure  shows  rupture  of  tube  on  its  peritoneal  aspect:  the  right-hand  figure 
rupture  of  the  tube  at  the  part  in  contact  with  the  cellular  tissue  of  the  broad  ligament, 
n,  wall  of  tube  ; a,  seat  of  rupture. 

Physical  signs. — Bleeding  in  this  situation  takes  place 
under  pressure.  The  blood  is  confined  above  by  the  perito- 
neum, below  by  the  pelvic  fascia.  It  is  poured  out  on  one  side. 
When  there  is  enough  to  force  its  way  across  to  the  other  side, 
it  makes  its  way  back  by  the  side  of  the  rectum  to  the  pelvic 
wall.  The  shape  of  the  blood  effusion  comes  from  its  limits. 
Mr.  Lawson  Tait  has  happily  compared  it  to  a jelly-fish, 
rounded  above,  concave  below.  The  effusion  seldom  rises 
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above  the  pelvic  brim,  but  it  ma}r  do  so,  and  then  it  forms 
a rounded,  well-defined  tumour,  over  which,  before  the  blood 
has  clotted,  fluctuation  may  be  felt.  Below,  the  mass  slopes 
off  downwards  and  outwards,  feeling  as  if  it  merged  into  the 
pelvic  wall.  By  the  rectum,  it  will  be  felt  as  a half-ring, 
surrounding  the  rectum,  and  fixed  to  the  pelvic  wall  on  each 
side  of  it.  If  the  effusion  be  great,  this  half-ring  will  con- 
siderably narrow  the  rectum,  flattening  its  lumen  from  before 
backwards.  This  half-ring  is  characteristic  of  effusion  into 
the  cellular  tissue.  It  is  not,  and  cannot  be,  produced  by 
effusion  into  the  peritoneum.  It  is  met  with  also  in  pelvic 
cellulitis,  when  this  extends  backwards,  but  when  it  is  the 
result  of  inflammation,  it  does  not  narrow  the  rectum  so 
much  as  when  it  is  the  result  of  haemorrhage. 

Clinical  difference  between  intra-  and  extra-peritoneal 
bleeding. — The  diagnosis  between  intra-  and  extra-peritoneal 
hsematocele  is  important,  because  the  clinical  differences  are 
great.  Each  is  more  often  the  result  of  extra-uterine  preg- 
nancy than  of  anything  else.  When  the  bleeding  is  into 
the  peritoneal  cavity,  uneventful  absorption  of  the  blood  may 
take  place,  but  this  is  far  from  certain.  It  is  probable  that 
further  trouble  will  follow,  and  if  so,  it  will  follow  quickly. 
Such  cases,  therefore,  always  require  careful  watching,  and 
often  prompt  operation. 

When  the  bleeding  is  under  the  peritoneum  there  is  no 
immediate  danger.  Death  will  not  be  caused  by  the 
haemorrhage.  Most  cases  end  in  subsidence  of  the  symptoms 
and  absorption  of  the  blood.  The  remote  risks  are  those 
incident  to  the  development  of  an  extra-uterine  foetus,  of 
secondary  rupture  into  the  peritoneum,  of  suppuration  of 
the  sac,  and  other  rarer  accidents  of  ectopic  pregnancy. 

Treatment  of  extra-peritoneal  hsematocele. — The  treat- 
ment of  this  kind  of  blood  effusion  is  always  expectant.  As 
there  is  no  immediate  danger,  there  is  no  need  for  iinme- 
diate  operation.  If  danger  should  arise  later,  there  will  be 
ample  warning. 

While  the  patient  is  suffering  from  the  shock  due  to 
the  loss  of  blood  and  to  the  pain  caused  by  the  pressure  of 
the  effused  blood,  keep  her  in  bed.  If  the  pain  be  so  severe 
as  to  prevent  sleep,  relieve  it  by  morphia.  If  the  patient 
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be  costive,  give  laxatives.  Watch  the  course  of  the  case  by 
examining  the  lump  at  intervals  of  about  ten  days  to  see 
whether  it  is  getting  bigger  or  smaller.  If  the  gestation  has 
been  arrested,  the  blood  will  be  gradually  absorbed.  As  soon  as 
you  find  the  lump  getting  smaller  and  more  uneven,  you  may 
with  confidence  let  the  patient  get  up,  and  tell  her  that  further 
treatment  is  unnecessary.  If  the  gestation  has  not  been 
arrested,  and  the  foetus  is  developing  underneath  the  pelvic 
peritoneum,  then,  although  the  symptoms  will  get  better,  the 
swelling  will  not  get  smaller,  but  larger,  and  the  case  ceases 
to  be  one  simply  of  heematocele. 
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HAEMORRHAGE. 

CHAPTER  XXL 

GENERAL  CONSIDERATIONS  AS  TO  UTERINE  HAEMORRHAGE. 

Great  and  slight  bleeding  from  the  uterus. — Cases  of 
haemorrhage  from  the  uterus  may  be  broadly  divided  into 
two  classes — the  great  and  the  slight.  By  “ great  ” haemor- 
rhage I mean  bleeding  which  makes  the  patient  anaemic. 
By  “ slight  ” I mean  haemorrhage  which  is  more  than  the 
patient’s  ordinary  menstruation,  but  which  is  not  so  great 
as  to  be  serious  by  reason  of  the  amount  of  blood  lost.  That 
which  causes  great  bleeding  may  at  first  cause  only  slight 
bleeding.  There  are  causes  which  may  explain  slight  bleed- 
ing, but  not  great  bleeding. 

General  causes  of  uterine  bleeding.— Bleeding  from  the 
uterus  comes  from  one  of  four  conditions  : — 

1.  More  blood  in  healthy  vessels. 

2.  Increase  in  size  and  number  of  the  vessels. 

3.  Disease  of  the  vessel  walls. 

4.  Disease  of  the  blood. 

Of  these  conditions,  the  first,  more  blood  sent  through 
healthy  vessels,  does  not  cause  great  bleeding.  With  the 
second,  increase  in  size  and  number  of  vessels,  as  in  preg- 
nancy and  with  new  growths,  bleeding  may  be  great. 
The  third,  disease  of  the  vessel  walls,  ma}^  cause  fatal 
bleeding.  The  fourth,  disease  of  the  blood,  such  as  scurvy, 
purpura,  &c.,  may  cause  considerable  haemorrhage;  but,  as 
the  same  blood  circulates  all  over  the  body,  the  uterus  has 
in  these  diseases  no  monopoly  of  the  bleeding ; and  therefore 
the  diagnosis  of  the  cause  of  the  haemorrhage  is  not  difficult. 

Causes  of  great  bleeding  from  uterus. — The  causes  of 
great  bleeding  from  the  uterus  (other  than  that  caused  by 
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injury)  fall  thus  into  three  groups: — (1)  New  growths;  (2, 
Morbid  conditions  arising  out  of  pregnancy ; (3)  Disease  oi 
the  blood  vessels.  New  growths  and  the  conditions  arising 
out  of  pregnancy,  alter  the  physical  characters  of  the  uterus 
and  can  thus  be  detected  by  the  senses.  Disease  of  the  blood 
vessels  may  cause  fatal  haemorrhage  without  any  change  in 
the  uterus  perceivable  by  the  unaided  senses. 

Menorrhagia  and  metrorrhagia.  — Systematic  writers 
distinguish  between  menorrhagia  and  metrorrhagia,  the 
former  meaning  excessive  menstrual  haemorrhage,  the  latter 
haemorrhage  not  limited  to  the  time  of  menstruation.  This 
is  a theoretical  distinction.  It  makes  no  practical  difference 
whether  the  haemorrhage  observes  monthly  periodicity  or 
not.  Great  bleeding  is  usually  not  limited  to  the  time  of 
menstruation. 

How  haemorrhage  is  important. — Haemorrhage  is  im- 
portant for  two  reasons : — (1)  Because  when  great  or  long- 
continued  it  makes  the  patient  anaemic  and  thus  deteriorates 
health  and  may  endanger  life.  (2)  Because  it  is  sometimes 
the  first  symptom  of  malignant  growth.  The  latter  statement 
will  immediately  suggest  an  important  practical  question. 
When  asked  to  treat  a patient  for  uterine  haemorrhage, 
not  enough  to  produce  anaemia,  ought  you  to  insist  on 
vaginal  examination  ? If  the  patient  has  had  children,  you 
should  insist  on  a vaginal  examination ; for  slight  haemor- 
rhage may  be  the  first  sign  of  cancer  of  the  cervix.  In  virgins 
cancer  of  the  cervix  is  so  rare  and  the  objections  to  vaginal 
examination  are  so  weighty,  that  in  such  patients  it  is  better 
to  run  the  very  slight  risk  of  overlooking  early  cancer  than  to 
examine  by  the  vagina. 

When  to  dilate. — Suppose,  now,  that  vaginal  examination 
has  been  made  and  that  neither  by  bimanual  touch  nor  with 
the  speculum  can  any  evidence  of  disease  be  found.  It  is 
not  possible  to  assert  that  there  is  no  growth  within  the 
uterus  without  dilating  the  cervix.  Is  this  necessary  ? It 
is  not,  unless  simple  treatment  fails  and  the  patient  is 
becoming  anaemic.  The  only  reason  for  haste  in  diagnosis 
is  the  possibility  of  cancer  of  the  uterine  body  and  this 
form  of  cancer  remains  long  before  it  so  spreads  that  its 
removal  is  impossible. 
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CHAPTER  XXII. 

HAEMORRHAGE  WITHOUT  EVIDENCE  OF  PREGNANCY  OR 
NEW  GROWTH. 

Slight  bleeding  without  physical  signs. — Suppose  that  you 
have  either  not  examined,  or  that  examination  has  revealed  no 
signs  of  local  disease.  If  the  uterus  is  healthy  and  yet  bleeds 
more  than  it  ought  to  do,  it  is  probably  because  more  blood 
goes  to  it.  What  causes  produce  such  afflux  of  blood  ? 

1.  Fatigue. — As  from  an  overlong  walk,  too  hard  work,  a 
too  protracted  active  game.  Such  occupations  accelerate  the 
circulation  and  perhaps, make  the  uterine  veins  too  full,  as 
they  make  varicose  veins  of  the  legs  swell. 

2.  Shock  : emotional  or  physical. — Just  as  emotion  may 
make  the  face  blush,  so  it  may  make  the  endometrium  blush. 
The  skin  of  the  face  does  not  naturally  bleed,  but  the  endo- 
metrium does.  Violent  exertion  or  an  emotional  shock, 
which  makes  the  face  red,  may  make  the  uterus  bleed. 

3.  Sexual  excitement,  which  provokes  flow  of  blood  to 
the  genital  organs. — Increased  and  prolonged  menstrual  loss, 
or  even  continuous  haemorrhage,  not  unfrequently  follows 
marriage.  Take  care  in  a case  of  haemorrhage  following 
marriage  to  distinguish  uterine  haemorrhage  from  bleeding 
from  tears  of  the  vaginal  orifice.  Inspection  of  the  vulva  will 
disclose  the  latter. 

4.  Plethora. — Some  text-books  give  “'plethora  ” as  a 
cause  of  uterine  haemorrhage.  Those  who  study  general 
pathology  say  that  there  is  no  such  thing  as  “plethora” 
(meaning  by  this  too  much  blood  ; and  I know  not  what  other 
meaning  it  has).  But  passing  this  point,  if  the  diagnosis  were 
correct  that  “ plethora  ” is  the  cause  of  haemorrhage,  it  is  clear 
that  such  bleeding  is  beneficial  and  should  not  be  treated.  I 
know  nothing  of  “ plethora.” 

5.  Passive  congestion. — Some  text-books  also  say  that 
“ passive  congestion,”  as  from  disease  of  the  heart,  lungs, 
or  liver,  obstructing  the  circulation,  may  cause  uterine 
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haemorrhage.  Gow*  has  shown  that  heart  disease  does  not 
do  this ; and  the  effect  of  the  other  conditions  upon  the 
uterus  is  probably  like  that  of  heart  disease. 

6.  Climate. — Residence  in  tropical  climates  is  said  by  those 
who  practise  there  to  make  menstruation  more  copious  and 
women  more  liable  to  haemorrhage.  I know  of  no  observa- 
tions as  to  whether  very  hot  weather  in  England  has  a 
similar  effect.  Westf  mentions  the  case  of  a lady  who, 
while  resident  in  a damp  part  of  Ireland,  menstruated  more 
profusely  than  at  any  other  time. 

Treatment  of  slight  though  unusual  bleeding,  without 
physical  signs. — (1)  In  the  treatment  of  the  haemorrhages 
caused  by  fatigue  or  shock,  the  chief  thing  is  rest.  Send  the 
patient  to  bed.  If  she  is  restless  and  sleepless,  as  she  is  likely 
to  be  if  over-fatigue  or  emotional  disturbance  has  been  the  cause, 
lessen  reflex  irritability  by  giving  bromides,  the  best  being 
the  sodium  bromide,  gr.  xv.  three  times  a day.  Continue  this 
treatment  until  the  effects  of  the  strain  or  shock  have  passed 
off,  which  will  be  in  a few  days.  Then  replace  it  by  such 
advice  as  will  enable  the  patient  to  avoid  the  recurrence  of  the 
cause  of  bleeding.  Forbid  alcohol,  because  it  dilates  the 
arteries.  If  erotic  excitement  be  the  cause,  it  will  be  discovered 
and  remedied  by  conversation  with  the  patient’s  husband. 
Whether  haemorrhage  from  this  cause  occurs  in  the  virgin 
I know  not  how  to  find  out.  I presume  it  may,  but  I think 
it  rare.  When  the  haemorrhage  is  due  to  one  of  the  causes 
mentioned  above,  ergot  is  unnecessary,  for  removal  of  the 
cause  removes  the  haemorrhage ; but  it  is  harmless,  so  it  may 
be  given.  If  the  patient  is  being  treated  without  local 
examination,  ergot  ought  to  be  given,  for  you  cannot  be  sure 
that  a condition  requiring  it  may  not  be  present. 

Slight  haemorrhage,  with  physical  signs. — (2)  There 
may  be  physical  signs.  One  common  cause  of  slight  haemor- 
rhage from  the  uterus  is  that  the  organ  is  retrojlexed,  the 
bleeding  being  produced  by  obstruction  to  the  return  of  blood 
from  the  body  of  the  uterus,  owing  to  the  bending  back  of 
the  broad  ligaments  so  that  the  veins  in  them  are  compressed 
against  the  utero-sacral  ligaments.  I have  described  these 

* “ Obst.  Trans.,”  vol.  xxxvi. 
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cases  in  Chapter  XI.  I estimate  that  in  about  one  case  of 
retroversion  in  ten  haemorrhage  is  produced  in  this  way. 
To  cure  haemorrhage  thus  caused,  the  uterus  must  be 
supported  by  a suitable  pessary. 

In  endometritis  and  salpingitis,  menstruation  is  often 
increased  in  frequency  and  amount.  Some  causes  which 
make  the  blood  flow  to  the  uterus  may  set  up  endometritis 
and  salpingitis  ; and  in  recent  cases  it  is  hard  to  draw  a line 
between  simple  metrorrhagia  and  so-called  endometritis ; but 
it  is  of  no  practical  importance  that  the  line  should  be 
drawn.  I shall  describe  the  conditions  which  have  been 
called  endometritis  in  subsequent  chapters.  With  early 
ectopic  pregnancy  there  is  usually  haemorrhage,  greater  in 
amount  than  that  of  ordinary  menstruation  and  often  dark 
in  colour.  Cullingworth  believes  that  the  dark  colour  of 
the  blood  is  a valuable  diagnostic  sign;  but  I have  not 
found  it  so 

After  labour,  haemorrhage  often  lasts  longer  than  it 
ought  to  do,  owing  to  deficient  uterine  contraction.  The 
retraction  and  contraction  of  the  uterus,  which  ought  to  go 
on  during  the  lying-in  period,  compresses  the  vessels.  If 
this  be  deficient,  the  uterine  muscle  receives  more  blood, 
absorption  goes  not  on  so  fast  as  it  ought  to  do  and  the 
uterus  remains  large.  This  is  called  subinvolution.  The 
usual  consequence  of  this  change  is  that  the  woman 
menstruates  more  profusely  than  she  did  before.  I have 
described  it  in  Chapter  IX. 

Spontaneous  dilatation. — There  is  such  a condition  as 
spontaneous  dilatation  of  the  uterus  with  haemorrhage.  The 
uterine  cavity  is  dilated  and  bleeds  when  it  contains  an 
ovum,  or  remnants  of  ovuline  structures,  or  a tumour ; also  in 
so-called  endometritis.  But  in  some  cases  there  is  neither 
tumour  nor  ovum  nor  endometritis.  Such  cases  are  very 
rare.  They  have  been  described  by  Matthews  Duncan 
and  I have  met  with  them.  We  know  nothing  of  their 
pathology.  The  uterine  cavity  may  be  so  expanded  as  to 
contain  a clot  as  big  as  a hen’s  egg ; and  the  tubes  seem  to 
share  in  the  dilatation,  for  attached  to  the  uterine  clots  have 
been  clots  extending  down  the  tubes.  Many  people  would 
think  these  were  cases  of  abortion  in  which  the  ovum  had 
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been  overlooked;  a view  negatived  by  the  care  which  Mat- 
thews Duncan  took  to  exclude  this. 

Great  bleeding  at  transition  periods  without  physical 
signs. — At  the  extremes  of  the  reproductive  period,  when 
menstruation  is  beginning  and  when  it  is  leaving  off,  it  is 
common  for  haemorrhage  to  be  irregular,  both  as  to  time 
and  quantity.  The  capillary  circulation  is  late  in  develop- 
ment and  early  in  degeneration,  as  evidenced  by  the  liability 
in  childhood  to  chilblains,  epistaxis,  and  eczema ; and  in  old 
age  to  arterio-capillary  fibrosis  and  senile  gangrene.  The 
uterus  develops  later  and  retrogrades  earlier  than  any 
other  part,  and  during  development  and  retrogression  its 
capillaries,  from  imperfect  development  or  from  degenera- 
tion, may  bleed.  In  some  cases  great  bleeding  occurs 
without  any  physical  signs  of  disease  of  the  uterus.  Young 
girls  sometimes  have  great  bleeding  from  the  uterus  with- 
out any  evidence  of  disease.  Such  bleeding  has  proved 
fatal,  and  careful  examination  of  the  uterus  after  death 
has  failed  to  find  any  morbid  change  to  account  for  the 
bleeding.  Thus  Matthews  Duncan*  says  he  has  seen  a 
young  woman,  who  ever  afterwards  menstruated  naturally, 
at  the  point  of  death  from  excessive  haemorrhage  during 
her  first  menstruation.  Westf  mentions  the  case  of  a young 
woman  who  died  from  uterine  haemorrhage  (having  been  pre- 
viously exhausted  by  sea-sickness),  and  at  the  autopsy  “a 
small  coagulum  was  found  in  the  uterus,  but  nowhere  was 
there  any  trace  of  disease.”  Barnes  % quotes  the  case  of  a 
girl  aged  fourteen  and  a quarter,  “ in  whom  the  first  men- 
struation set  in  violently  and  could  not  be  checked. 
Everything  was  found  healthy  except  the  uterine  mucous 
membrane,  which  was  softened  and  ecchymosed  and  in  some 
places  detached  from  the  muscular  coat.”  Haemorrhages 
without  discoverable  cause,  so-called  climacteric  haemor- 
rhages, also  occur  at  the  other  end  of  menstrual  life. 

So-called  atrophic  endometritis.  — In  some  cases  of 
haemorrhage  from  the  uterus  in  women  near  the  menopause, 
when,  after  dilatation  of  the  cervix,  the  uterine  cavity  is 
explored,  no  morbid  change  can  be  detected  by  the  finger 

* “ Clin.  Lectures,”  4th.  ed.  p.  143.  t “Diseases  of  Women,”  4th  ed.  p.  65. 
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and  if  the  curette  is  used,  either  no  solid  shreds  at  all 
are  detached,  or  only  few  and  small  pieces.  Microscopic 
examination  of  the  little  bits  removed  shows  a firm  stroma  of 
spindle-shaped  elements  ; few  glands  and  those  with  narrow 
lumen  and  small  epithelial  cells  ; closed  arteries  with  thick 
walls ; here  and  there  groups  of  broken-up  nuclei  taken  to 
indicate  places  where  glands  had  been.  In  some  uteri  ex- 
amined after  removal  from  the  body  during  life  or  after  death, 
the  endometrium  has  been  found  very  thin,  presenting  histo- 
logical changes  like  those  described  above,  with  the  addition 
'that  the  columnar  epithelium  may  be  found  changed  into 
squamous,  and  in  some  places  small  cysts,  formed  out  of 
blocked  and  dilated  glands,  exist. 

Is  this  endometritis  ? — German  writers  call  such  cases 
atrophic  endometritis.  They  think  it  is  a final  stage  of 
endometritis  which  leads  to  atrophy.  The  only  reason 
that  I can  find  for  this  belief  is  that  sometimes  in  the 
same  case  one  scraping  will  bring  away  pieces  showing 
signs  of  hyperplasia  and  catarrhal  inflammation,  another 
scraping  nothing,  or  only  pieces  showing  the  signs  of 
atrophy ; and  it  is  inferred  that  the  scraping  which  brought 
away  nothing,  or  a little  piece  showing  signs  of  atrophy, 
was  made  at  the  place  where  the  morbid  change  had  gone 
on  to  atrophy.  Now,  unless  we  know  exactly  at  what  period 
of  the  menstrual  cycle  the  examination  was  made,  the 
fact  of  atrophy  is  not  proved;  for  the  mucosa  is  always 
thin  at  a certain  time  in  the  month.  When  patients  are 
losing  blood  irregularly,  they  often  lose  reckoning  of  when 
menstruation  ought  to  come  on.  But  passing  by  this  point, 
I know  of  no  evidence  that  this  atrophic  condition  is  a 
result  of  inflammation.  It  is  true  that  evidence  is  very 
difficult  to  get.  But  that  is  no  reason  for  taking  a theory 
to  be  fact  without  evidence.  The  term  “ atrophic  endo- 
metritis ” expresses  a theory. 

In  these  cases  there  is  little  or  no  pain.  Leucorrhoea  is 
not  great ; there  is  not  the  pink  watery  discharge  of  adenoma, 
nor  the  purulent  discharge  of  endometritis.  The  patient’s 
trouble  is  that  she  loses  too  much  and  loses  too  often. 
The  bleeding  makes  the  patient  anaemic  for  a few  days, 
but  it  is  seldom  enough  to  cause  a high  degree  of  anaemia. 
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Probably  due  to  disease  of  blood  vessels.  — These 
cases  usually  occur  in  women  near  the  menopause.  This 
fact,  the  insignificance  of  the  appreciable  local  changes  and 
the  transitory  success  of  local  treatment,  makes  me  think 
that  the  cause  of  the  haemorrhage  is  probably  vascular  de- 
generation. Degeneration  of  small  blood-vessels  occurs  in 
old  age ; and  in  a woman  at  the  climacteric  the  uterus  has 
reached  old  age. 

Keinecke*  has  described  sclerosis  of  the  uterine  arteries  in 
climacteric  haemorrhage.  Nothing  else  is  known  about  the 
changes  in  the  vessels  which  cause  these  bleedings.  My 
statement  that  they  are  due  to  disease  of  capillaries  is  an 
inference,  based  on  the  fact  that  these  haemorrhages  occur 
only  when  the  uterus  is  undergoing  change  and  that  no 
other  cause  can  be  found. 

Is  haemorrhage  beneficial  ? — The  haemorrhages  that  are 
sometimes  attributed  to  plethora  are  allied  to  these  bleedings. 
A great  writer t thus  states  a view  long  generally  held: 
“It  seems  in  the  first  instance  to  be  determined  by  an  effort 
of  the  vascular  system  to  unburthen  itself  of  a superfluous 
accumulation  ....  It  appears  ....  in  many  cases  to 
be  beneficial  ....  It  is  an  expression  of  constitutional  or 
general  vascular  tension.”  The  view  here  expressed,  that 
haemorrhage  is  sometimes  beneficial,  is  in  harmony  with 
clinical  experience,  for  certain  disagreeable  symptoms  usually 
follow  for  a time  the  cessation  of  menstruation.  And  yet  ex- 
perimental pathology  teaches  us  ± that  there  can  be  no  such 
thing  as  plethora,  that  is,  too  much  fluid  in  the  blood-vessels ; 
that  when  too  much  fluid  is  put  into  the  vessels,  fluid  trans- 
udes from  them  until  the  tension  is  normal.  If  fluid  is 
drained  from  the  vessels,  transudation  into  them  from  the 
tissues  is  increased.  Possibly  blood-letting  does  good  by 
thinning  the  blood  and  so  permitting  fluid  to  pass  from  the 
tissues  into  the  blood. 

It  appears  to  me  that  such  haemorrhages  may  reasonably 
be  connected  with  changes  in  the  blood-vessels  too  minute 
to  be  ascertained  except  by  then-  effects.  Like  epistaxis. 


* “ Arch,  fur  Gyn.,”  Band  liii. 
t Barnes,  on  “ Diseases  of  Women,”  p.  86. 

J See  Cohnheim’s  “Pathology,”  N.S.S.  Trans.,  vol.  i. 
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uterine  haemorrhage  is  independent  of  any  wound  that  we 
can  discover.  Mr.  Jonathan  Hutchinson*  suggests  that  these 
apparently  causeless  haemorrhages  in  women  may  be  due 
to  gout,  for  that  gout  goes  with  a tendency  to  bleed.  The 
signs  which  indicate  the  gouty  diathesis  are  not  definite 
enough  to  enable  this  hypothesis  to  be  tested.  I can  there- 
fore express  no  opinion  upon  this  point. 

Treatment. — In  these  bleedings  at  puberty  and  at  the 
climacteric,  rest  and  the  avoidance  of  alcohol  are  indicated,  as 
in  all  haemorrhages.  There  is  no  harm  in  giving  ergot  for 
excessive  bleeding  in  young  girls,  but  it  is  useless.  I have 
found  cannabis  indica,  recommended  to  me  by  Dr.  Eustace 
Smith,  effective.  If  drugs  fail,  the  only  treatment  is  the  appli- 
cation of  styptics  to  the  uterine  cavity.  The  least  dangerous 
styptic,  and  therefore  the  one  that  I prefer,  is  the  tincture  of 
hainamelis.  In  the  case  of  a virgin,  inject  an  ounce  through 
a hollow  sound  into  the  uterine  cavity.  I have  not  had 
occasion  to  use  this  in  such  a case,  but  I have  used  it  for 
bleeding  from  a fibroid.  In  climacteric  haemorrhage  give 
ergot.  If  this  fail,  combine  with  it  digitalis,  a drug  intro- 
duced by  Dr.  Dickinson.  The  effect  of  digitalis  in  these 
cases  of  haemorrhage  seems  allied  to  its  effects  in  the  de- 
generative change  in  the  vascular  system  which  brings  about 
dilatation  of  the  heart.  If  drugs  fail,  the  cervical  canal 
should  be  dilated  and  the  uterine  cavity  explored ; for 
without  this  measure  you  cannot  be  sure  that  there  is  not 
a small  fibroid  or  adenomatous  growth,  or  even  commencing 
cancer.  If,  when  this  is  done,  you  feel  no  new  growth, 
scrape  the  interior  with  a blunt  curette  (for  the  cause  of 
the  bleeding  may  be  disease  of  the  endometrium)  and  then 
cauterise  it,  The  best  caustic  is  iodized  phenol.  This  will 
almost  always  be  followed  by  cessation  or  temporary  diminu- 
tion of  haemorrhage.  Should  it  recur,  as  the  absence  of  new 
growths  has  been  made  certain,  you  may  inject  tr.  hainamelis 
into  the  uterine  cavity ; or  remove  the  uterus. 

* “Archives  of  Surgery.’’ 
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CHAPTER  XXIII. 

HAEMORRHAGE  WITH  A ROUNDED  TUMOUR  IN  VAGINA. 

Take  now  a different  case.  The  patient  is  anaemic,  but  not 
wasted.  Abdominal  examination  reveals  nothing  abnormal 
On  vaginal  examination,  the  finger  encounters  a firm  globular 


Fig.  107. — Polypus  uteri.  (R.  Barnes.) 


lump  in  the  vagina,  without  any  dimple  in  it  that  can  be 
taken  for  the  os.  This  may  be  one  of  four  things — a fibroid 
polypus,  a fibroid  of  the  cervix,  a sarcomatous  growth,  or 
an  inverted  uterus.  The  first  of  these  is  commoner  than  all 
the  others  put  together. 

Differential  diagnosis.  — Define  the  cervix  uteri.  A 
polypus  has  a stalk  which  is  encircled  by  the  cervix  (Fig. 
107).  The  tumour  formed  by  an  inverted  uterus  is  also 
encircled  above  by  the  cervix  (Figs.  108,  109,  110).  In  a 
fibroid  or  a sarcoma  of  the  cervix,  there  is  no  ring  encircling 
the  tumour  above.  One  side  of  the  tumour  is  continuous 
with  the  vagina  and  on  the  other  is  the  os  uteri  flattened 
into  a slit. 
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Diagnosis  between  polypus  and  inversion. — Take  first 
the  tumour,  which  is  encircled  above  by  the  ring  of  the 
cervix.  If  it  be  of  about  the  size  of  the  body  of  the  uterus, 
it  may  be  either  an  inverted  uterus  or  a fibroid  polypus.  If 
it  be  much  smaller  or  larger  than  this,  it  cannot  be  an 
inverted  uterus.  If  the  tumour  is  tender,  be  on  your  guard 
against  overlooking  inversion,  for  a fibroid  polypus  is  not 
tender,  but  an  inverted  uterus  is.  An  inverted  uterus 
bleeds  when  handled,  but  a fibroid  polypus  does  not;  for 
the  bleeding  with  a fibroid  comes  from  the  body  of  the 
uterus,  not  from  the  polypus.  But  rely  not  upon  these 


Fig.  108. — Diagram  illustrating  successive  stages  in  the  production  of  inversion  of 
the  uterus.  (Crosse.) 

a,  inverted  fundus  ; 5,  natural  cavity ; c,  vagina  ; d d,  upper  margin  of  the  cup  formed 
by  the  inverted  fundus  uteri. 

characters  in  diagnosis,  for  gentle  handling  of  an  inverted 
uterus  may  not  produce  pain  or  bleeding,  and  with  a polypus 
a roughly  made  examination  may  produce  both.  The 
great  difference  between  an  inverted  uterus  and  a fibrous 
polyp  is  this : that  if  the  uterus  is  inverted,  you  cannot 
perceive  the  body  of  the  uterus  above  the  cervix,  while  if  the 
tumour  be  a polyp,  you  can.  The  presence  of  the  body  of  the 
uterus  above  the  cervix  is  found  out  in  two  ways — first,  by 
bimanual  examination,  you  can  get  the  uterus  between  the 
two  hands ; but  if  the  uterus  should  be  inclined  backwards, 
you  will  press  the  uterus  down  and  back,  and  the  tension  of 
the  vaginal  wall  produced  by  the  tumour  in  it  may  prevent 
you  from  feeling  the  uterus  through  the  posterior  wall.  If 
you  cannot  feel  the  uterus  by  bimanual  vaginal  examination, 
try  bimanual  rectal  examination.  The  finger  in  the  fectum 
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can  reach  higher  up  than  the  finger  in  the  vagina ; and  if  the 
body  of  the  uterus  be  present  above  the  cervix,  you  will 
scarcely  fail  to  perceive  it.  If  your  finger  in  the  rectum  and 
hand  on  the  abdomen  meet  above  the  cervix,  and  feel  the 
cervix  like  a ring,  into  which  the  rectal  finger  can  be  pressed 


Fig.  109. — Inversion  of  the  uterus.  (Crosse.) 

n,  vagina  ; 7),  c,  body  of  uterus  inverted ; d,  neck  of  peritoneal  pouch  formed  by  inverted 
uterus  ; e,  ovary  ; /,  Fallopian  tube  ; g,  round  ligament ; h,  peritoneum. 

from  above,  the  case  is  one  of  inversion  of  the  uterus.  But 
in  very  fat  women  or  nervous  women,  who  keep  the  abdominal 
muscles  contracted,  this  method  cannot  be  carried  out  unless 
the  abdominal  walls  are  relaxed  by  an  anaesthetic.  In 
such  a case  pass  the  sound.  In  an  inverted  uterus,  the  sound 
will  enter  the  sulcus  between  the  neck  and  the  inverted  body, 
passing  about  half  an  inch,  but  no  farther.  Move  it  round  the 
stalk  of  the  tumour  and  you  find  that  nowhere  will  it  go 
farther.  If  the  tumour  be  a polypus,  the  sound  will  pass  up 
by  the  side  of  the  pedicle  (for  the  pedicle  dilates  the  cervical 
canal)  for  2\  or  3 inches.  If  the  tumour  spring  from  the 
uterus  low  down,  the  sound  may  be  arrested  by  its  pedicle. 
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It  the  uterus  be  inclined  backwards,  the  instrument  may 
not  pass  upwards  and  forwards.  To  avoid  error  from  these 
conditions,  if  there  be  difficulty,  pass  the  sound  up  on  the 
other  side  of  the  pedicle  and  alter  the  direction  of  the  sound. 
If  the  sound  passes  up  two  inches  or  more,  the  case  cannot 
be  one  of  inversion  of  the  uterus. 

Treatment  of  chronic  inversion  of  the  uterus.  — The 


Fig.  110. — Inversion  of  uterus  on  section.  (Crosse.) 


a,  vagina  ; 6,  body  of  uterus  ; c,  line  of  inversion  ; d,  cervix  uteri ; e,  os  externum ; f,  peri- 
toneal cul-de-sac  of  inverted  uterus;  g,  Fallopian  tubes;  h,  ovary;  i,  broad  ligament; 
k,  round  ligament. 

treatment  is  its  replacement  by  Aveling’s  repositor  (Fig.  111). 
This  consists  of  two  parts — a waist-belt,  which  is  prevented 
from  slipping  down  by  straps  over  the  shoulders,  and  the 
repositor  itself.  The  repositor  consists  of  a cup  carried  on 
a stem.  The  stem  has  a curve,  which  prevents  it  from 
pressing  on  the  perineum ; its  lower  end  is  in  line  with 
the  central  axis  of  the  cup.  To  the  lower  end  elastic  bands 
are  attached.  Put  the  repositor  in  the  vagina,  so  that  the 
cup  receives  the  fundus  uteri  in  its  concavity.  Then,  while 
an  assistant  holds  the  repositor  in  place,'  fasten  the  elastic 
bands  to  the  waist-belt,  pulling  them  as  tight  as  you  possibly 
can,  so  that  the  force  exerted  may  be  the  utmost  tension 
of  the  elastic  bands.  The  continuous  pressure  thus  exerted 
usually  replaces  the  uterus  within  forty-eight  hours.  Before 
the  introduction  of  Aveling’s  instrument  the  uterus  was 
often  amputated  for  chronic  inversion.  This  should  not 
again  be  done,  for  Aveling’s  repositor  has  not  yet  been 
known  to  fail. 
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The  only  exception  to  the  above  statement  is  in  the 
case  of  inversion  associated  with  disease  of  the  fundus  uteri. 
I have  published  * a case  in  which  a fibroid  inverted  the 
uterus,  protruded  outside  the  vulva  and  became  gangrenous. 
The  gangrene  spread  to  the  uterus  and  killed  the  patient. 
In  that  case  I regret  that  I did  not  remove  the  uterus. 

How  a submucous  fibroid  becomes  a polypus.— When 
the  thickness  of  muscular  tissue  between  a fibroid  and  the 
uterine  muscular  tissue  is  less  than  that  between  the  tumour 


and  the  serous  covering  of  the  uterus,  it  will  be  clear  that 
when  the  uterus  contracts  the  tumour  will  be  squeezed 
less  strongly  on  its  mucous  than  on  its  serous  aspect,  and 
hence  the  effect  of  uterine  contractions  will  be  to  press  the 
tumour  towards  the  uterine  cavity.  The  more  it  protrudes 
into  the  cavity,  the  more  will  the  layer  of  muscular  tissue 
between  it  and  the  cavity  be  stretched,  thinned  and  weakened, 
and  the  more  easily  will  uterine  contractions  force  the  tumour 
farther  into  the  uterine  cavity.  When  the  tumour  so  pro- 
trudes that  its  equator  lies  free  in  the  uterine  cavity,  the 
uterine  contractions  tend  to  press  it  against  the  os  internum, 

* “ Obst.  Trans.,”  vol.  xxx.  p.  226. 
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so  that  it  may  dilate  this  orifice,  and  to  expel  it  from  the 
uterine  cavity  just  as  a baby  is  expelled.  But  the  uterus 
cannot  deliver  itself  of  a tumour  as  quickly  as  of  a baby  or  an 
abortion,  because  the  tumour  is  held  back  by  its  attachment 
to  the  uterus.  The  efforts  of  the  uterus  tend  to  stretch 
and  thin  this  attachment  into  a stalk.  When  this  is  sufficiently 
done,  the  tumour  dilates  the  internal  os  and  descends  into 
the  cervical  canal.  Then  it  dilates  the  external  os  and 
descends  into  the  vagina.  Having:  a stalk,  it  is  called  a 
“polypus”:  a uterine  polypus  from  the  place  whence  it 
grows,  or  an  intra-cervical  or  intra-vaginal  polypus  from  the 
place  where  it  lies. 

Production  of  inversion  by  a fibroid. — Generally  this 
process  stops  when  the  tumour  has  got  into  the  vagina ; 
but  sometimes,  if  the  stalk  of  the  tumour  is  very  thick  and 
strong,  as  the  tumour  is'  driven  down  it  drags  the  fundus 
uteri  after  it.  When  it  has  dragged  the  fundus  down 
through  the  internal  os,  then  with  each  contraction  the 
fundus  itself  will  be  nipped  and  forced  farther  down  till 
the  inversion  is  complete. 

Structure  of  fibrous  polypi. — Soft  fibroids  are  too  closely 
connected  with  the  surrounding  tissue  to  be  thus  expelled. 
The  fibroids  that  are  extruded  as  polypi  are  identical  in 
structure  with  the  hard  nodulated  fibroids  of  the  uterine 
body.  They  often  contain  irregular  spaces  in  their  interior 
filled  either  with  mucoid  fluid  or  with  blood.  They  are 
in  the  beginning  covered  with  mucous  membrane,  which 
is  the  lining  membrane  of  the  uterus,  that  the  tumour 
pushed  before  it.  While  the  tumour  is  in  the  uterus,  this 
mucous  membrane  is  covered  with  columnar  epithelium,  like 
that  of  the  uterine  body;  but  when  the  tumour  descends 
into  the  vagina,  the  disturbance  in  the  circulation  through 
it  caused  by  the  pressure  of  the  cervix  or  vagina  causes 
the  mucous  membrane  at  the  lower  part  of  the  tumour 
to  become  swollen,  cedematous,  purple  in  colour,  and 
ecchymosed.  Further,  friction  against  the  vagina  leads  to 
transformation  of  the  columnar  into  squamous  epithelium, 
just  as  when  the  cervix  is  everted,  the  columnar  epithe- 
lium of  the  lower  part  of  the  cervical  canal  often  becomes 
changed  into  squamous.  At  a still  later  stage,  when  the 
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polypus  is  large,  so  that  the  mucous  membrane  at  its  most 
advanced  part  is  far  distant  from  its  blood  supply,  the  mucous 
membrane  often  atrophies.  The  stalk  of  the  polypus  may  be 
of  muscular  tissue,  or  it  may  be  only  of  mucous  membrane 
and  connective  tissue.  There  may  be  large  vessels  in  the 
capsule  of  the  tumour,  but  there  are  hardly  any  large  vessels 
in  the  stalk. 

A foreign  body  in  the  uterine  cavity  provokes  hemorrhage 
and  leucorrhoea ; and,  therefore,  with  fibrous  polypi  there  is  a 
history  of  great  haemorrhage  and  leucorrhoea.  It  takes  time 
for  the  fibroid  to  be  driven  out  from  the  uterine  wall,  through 
the  cervix  and  down  into  the  vagina,  and  therefore  there  is 
generally  a long  history  of  haemorrhage  and  discharge.  The 
contractions  of  the  uterus  are  not  painful,  excepting  in  some 
rare  neuralgic  conditions,  or  when,  as  in  labour,  they  are 
stretching  open  sensitive  parts  ; and  therefore  severe  pain  is 
not  present  with  a vaginal  polypus,  unless  there  be  some 
complicating  condition. 

Characters. — A fibrous  polypus  (after  removal)  is  a round, 
or  more  generally  (from  being  elongated  by  the  pressure  of 
the  utero-vaginal  canal)  ovoid  swelling,  in  size  from  that  of  a 
hazel  nut  to  that  of  a foetal  head.  I have  never  seen  one 
smaller  than  a hazel  nut,  and  a larger  tumour  than  a foetal 
head  could  not  descend  into  the  pelvis. 

Gangrene. — The  presence  of  a lump  in  the  vagina  often 
produces  bearing-down  efforts  on  the  part  of  the  patient, 
which  may  force  the  fibroid  out  of  the  vagina,  so  that  it  hangs 
outside  the  vulva  supported  by  its  pedicle.  When  this 
happens,  the  pedicle  being  not  only  stretched,  but  compressed 
by  the  vulval  orifice,  the  cii'culation  through  it  is  impeded, 
and  the  polypus  becomes  congested,  cedematous,  and  therefore 
swollen  and  softened,  and  the  circulation  may  be  stopped 
altogether  and  gangrene  result,  beginning  at  the  part  farthest 
from  the  stalk  and  extending  upwards.  When  the  tissue  is 
dead,  micro-organisms  are  able  to  live  upon  it  and  so  it 
putrefies.  Thus  we  may  find  the  patient  with  a soft,  stinking 
mass  outside  the  vulva,  attached  by  a pedicle  running  up  into 
the  uterus.  In  such  a case,  the  patient  may  have  fever  from 
the  absorption  of  chemical  poisons  produced  in  the  dead 
tissue,  and  this  may  prove  fatal.  If  the  patient  survive,  the 
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polypus  will  be  spontaneously  separated  and  the  patient 
will  be  cured.  If  the  polypus  be  cut  off,  she  will  get 
well  sooner. 

Adhesions. — When  the  tumour  is  large,  the  pressure 
against  the  vaginal  walls  may  destroy  the  epithelium  both  on 
the  surface  of  the  tumour  and  on  the  adjacent  surface  of  the 
vagina,  and  the  surfaces  thus  unprotected  may  adhere.  Then 
you  will  feel  a large  rounded  tumour  like  a cocoa-nut  pro- 
jecting into  the  vagina,  but  you  will  be  unable  to  feel  its  stalk; 
you  will  find  it  over  perhaps  the  greater  part  of  its  cir- 
cumference united  to  the  vagina.  Such  adhesion  is  not  met 
with  in  small  tumours.  The  size,  the  elasticity,  the  roundness 
of  the  tumour,  the  absence  of  any  breaking  down,  will  make 
you  think  it  a fibroid ; and  knowing  how  commonly  fibroids 
spring  from  the  uterus,  you  will  suspect  it  comes  from  the 
uterus  and  proceed  to  break  down  the  adhesions.  A vaginal 
fibroid  lies  under  the  mucous  membrane  and  does  not  grow 
from  it* 

Fibroid  with  inversion. — The  only  cause  of  inversion  of 
the  uterus  that  we  know  of,  except  parturition,  is  the  traction 
of  fibroids.  Therefore,  if  your  polypus  has  a very  thick  stalk, 
remember  that  although  the  polypus  may  be  so  big  that 
the  tumour  cannot  be  an  inverted  uterus,  yet  that  it  may 
be  attached  above  to  the  inverted  uterus.  Therefore  if  the 
stalk  be  very  thick,  or  if  when  you  proceed  to  cut  the  pedicle 
or  to  divide  it  with  the  ecraseur,  much  pain  is  manifested, 
make  sure  by  the  sound  and  by  bimanual  palpation  that 
no  inversion  is  present.  If  with  a polypus  there  is  inver- 
sion of  the  uterus,  carefully  separate  with  fingers  or  blunt 
instruments  the  tumour  from  the  uterus. 

Multiple  fibroids.— With  a polypus  in  the  vagina  there 
may  be  other  tumours  projecting  into  the  uterine  cavity.  If 
so,  symptoms  will  persist  until  all  the  growths  have  been 
got  away. 

Polypus  with  prolapse. — In  some  cases  a fibroid,  by  its 
traction  and  the  bearing-down  efforts  it  produces,  causes  pro- 
lapse of  the  uterus.  This  is  the  more  likely  to  happen  rather 
than  inversion,  the  lower  down  in  the  uterus  the  tumour  is 
attached.  The  kind  of  prolapse  caused  is  remarkable  in  that 

* For  illustrative  cases  see  W.  Duncan,  Lancet , 1885. 
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it  is  prolapse  of  the  uterus  alone,  without  the  bladder  or 
rectum.  In  the  common  form  of  prolapse  it  is  the  bladder 
that  comes  down  first  and  drags  after  it  the  uterus. 

The  treatment  of  a fibroid  polypus. — The  treatment  of 
a fibroid  polypus  is  to  remove  it.  The  best  way  of  removing 
it  depends  upon  its  size. 

(1)  If  it  be  not  larger  than  a Tangerine  orange  seize 
it  with  forceps  having  broad  fenestrated  and  serrated  blades, 
and  twist  it  round  until  its  pedicle  is  broken  through.  You 
can  generally  do  this  without  a speculum ; but  if  you  find 
difficulty,  expose  the  tumour  with  the  duckbill  speculum, 
and  then  you  can  easily  grasp  it. 

(2)  If  the  tumour  is  much  larger  than  this,  you  may  find 
that  you  cannot  hold  it  securely  enough  with  forceps,  but  that 
when  you  try  to  twist  it  off,  the  forceps  slips.  In  that  case, 
pass  the  index  finger  of  your  left  hand  up  to  the  stalk  of 
the  tumour,  and  with  it  as  your  guide  pass  up  blunt- 
pointed  scissors  curved  on  the  flat,  and  cut  through  the 
stalk  of  the  tumour.  You  will  know  when  the  tumour  is 
loose  by  the  freedom  with  which  you  can  turn  it  round  and 
round  in  the  vagina.  Then  seize  with  a strong  volsella  and 
extract  it. 

(3)  The  tumour  may  be  so  large  that  you  cannot  get 
your  finger  up  far  enough  to  guide  the  scissors.  In  that 
case,  pass  the  wire  of  the  ecraseur  over  the  tumour, 
push  the  tip  of  the  instrument  as  far  up  as  you  can  and 
press  the  wire  up  over  the  greatest  diameter  of  the  tumour; 
then  screw  up  the  instrument.  If  the  loop  is  past  the  equator 
of  the  tumour,  as  it  is  tightened  it  will  slip  up  to  the  stalk  of 
the  tumour  and  then  cut  through  the  stalk.  This  done, 
you  have  to  extract  the  tumour.  If  the  vaginal  orifice 
is  large,  you  may  be  able  to  do  this  by  pulling  with  a strong 
volsella.  If  the  tumour  is  too  big,  and  the  vaginal  orifice 
too  firm  for  this,  then  pull  the  tumour  down  with  a vol- 
sella, and  cut  out  with  scissors  the  piece  which  the  volsella 
has  grasped.  Then  seize  and  cut  away  another  piece  and 
thus  remove  the  tumour  in  bits.  Cases  have  been  published 
in  which  the  perineum  has  been  torn  in  dragging  out  a large 
polypus  ; this  is  bad  surgery. 

(4)  The  tumour  may  be  so  large  that  your  fingers  cannot 
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reach  its  equator  and  therefore  you  cannot  get  the  loop 
of  the  ecraseur  over  it.  Remove  such  a tumour  by  cutting 
it  up  in  the  manner  just  described.  This  is  more  easily  done 
if  the  tumour  has  been  made  movable  by  dividing  its  stalk ; 
therefore  division  of  the  stalk  by  the  ecraseur,  if  it  can  be 
done,  is  an  advantage.  A fibroid  in  the  vagina  is  not  very 
vascular  and  therefore  the  bleeding  in  cutting  through 
its  tissue  is  trifling.  It  is  not  necessary  to  do  anything  to 
the  pedicle.  The  operation  is  a safe  one,  although  if  the 
tumour  be  large  it  is  tedious  and  tiring  to  the  operator. 

Fibroids  of  the  cervix. — Most  uterine  fibroids  grow 
from  the  body,  not  from  the  cervix  of  the  uterus.  But  a 
fibroid  may  grow  in  the  cervix  and  may  grow  either  out- 
wards, projecting  into  the  broad  ligament  towards  the  pelvic 
wall  ; or  it  may  grow  inwards,  towards  the  cervical  canal, 
in  which  case  it  projects'  inwards  and  downwards,  its  pro- 
jection downwards  being  conditioned  by  the  little  resistance 
in  the  direction  of  the  vagina.  These  tumours  are  always  of 
the  hard  kind. 

Cervical  fibroids  growing  outwards.  — While  these 
tumours  are  small,  they  cause  no  trouble  and  there  is  no 
difficulty  in  their  diagnosis.  They  are  distinguished  by  their 
roundness,  their  hardness  and  their  oneness  with  the  cervix. 
But  such  a fibroid,  if  large  enough  to  reach  the  pelvic  wall, 
will  form  a lump  which  it  may  be  difficult  to  distinguish 
from  a mass  formed  by  salpingo-oophoritis,  an  abscess 
in  the  broad  ligament,  or  malignant  disease  of  an  ovary. 
The  diagnosis  is  described  in  Chapter  XVII.  If  such  a 
tumour  goes  on  growing,  it  may  push  the  uterus  to  the 
opposite  side  of  the  pelvis  and  become  incarcerated  in  the 
pelvis.  A fibroid  so  big  as  to  do  this  will  rise  above  the 
pelvic  brim  and  be  felt  as  an  abdominal  tumour.  The 
diagnosis  and  treatment  of  such  a condition  I shall  describe 
in  a subsequent  chapter. 

Cervical  fibroid  growing  inwards. — Such  a tumour, 
bulging  downwards  into  the  vagina,  if  about  the  size  of  the 
uterine  body,  may  be  taken  for  inversion;  and,  whatever 
its  size,  care  is  needed  to  distinguish  it  from  a polypus.  It 
is  not  surrounded  at  its  neck  all  the  way  round  by  the 
cervix  uteri,  as  is  a polypus  or  inverted  womb.  Its  pressure 


336 


DISEASES  OF  WOMEN. 


on  the  opposite  wall  of  the  cervix  stretches  this,  and  thus 
converts  the  os  externum  into  a long  slit,  bounded  externally 
by  a narrow  tense  band  of  tissue.  This  slit  may  be  difficult 
to  feel,  but  if  felt,  the  sound  will  pass  into  it  for  the  full 
distance.  Bimanually,  the  body  of  the  uterus  will  be  felt 
in  its  natural  position  above  the  tumour.  If  the  tumour 
be  big,  it  may  be  impossible  to  get  at  the  neck,  and  then  the 
diagnosis  between  cervical  fibroid  and  polypus  cannot  be 
made ; but  here  the  size  of  the  tumour  will  put  inversion 
out  of  the  question. 

Such  fibroids  generally  cause  haemorrhage,  though  not 
such  great  bleeding  as  fibroids  growing  from  the  uterine  body. 
They  cause  leucorrhoea  and  sometimes  bearing-down  pain  and 
frequency  of  micturition. 

Fibroid  of  the  cervix  may  be  big.  A large  fibroid  growing 
above  the  pelvic  brim  is  prevented  by  its  size  from  descending 
into  the  pelvis ; but  a cervical  fibroid  begins  in  the  pelvic 
cavity,  and  if  it  grows  too  big  to  be  accommodated  within 
that  space,  it  pushes  the  body  of  the  uterus  up  into  the 
abdomen.  Bland  Sutton*  has  reported  one  which  weighed 
nearly  seven  pounds  and  lifted  the  uterine  body  above  the 
navel.  Cervical  tumours  so  large  as  this  are  rare.  They 
generally  cause  symptoms  before  they  get  so  big  and  as 
their  diagnosis  is  not  difficult  they  are  generally  found  out. 

Treatment  of  cervical  fibroids.— The  treatment  of  a fibroid 
of  the  cervix  is  to  enucleate  it.  Make  an  incision  over  the 
face  of  the  tumour  which  is  turned  to  the  cervical  canal. 
Seize  the  tumour  with  a volsella  and  pull  it  down.  Feel  for 
the  situation  of  the  capsule  and  when  you  have  found  it, 
shell  out  the  tumour  with  the  fingers.  This  can  usually 
be  done.  If  you  cannot  find  the  capsule,  or  if  the  tumour 
is  so  big  that  you  cannot  be  sure  of  its  place  of  origin, 
cut  more  deeply  into  it,  seize  a piece  with  a volsella  and 
cut  it  away  with  scissors ; and  thus  removing  bit  after  bit, 
you  will  come  to  the  capsule  and  then  be  able  to  avulse 
the  rest  of  the  tumour. 

Sarcoma  of  the  cervix. — Sarcoma  of  the  genital  canal  is 
a rare  disease.  It  is  commoner  in  children  than  in  adults. 
In  the  adult  it  presents  more  than  one  form.  It  has  been 

* Brit.  Med.  Journ Oct.  31st,  1896. 
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seen  as  a flat,  ulcerated  new  growth ; as  a papillary  growth ; 
and  as  a round  lump  like  a fibroid.  The  latter  is  the  form 
that  here  concerns  us. 

It  attracts  attention  by  causing  haemorrhage.  With  this 
there  is  some  bearing-down  pain,  irritation  of  bladder,  and 
smarting  in  making  water.  On  examination,  a firm,  smooth, 
rounded,  broad-based  tumour  is  found  growing  from  the 
cervix.  It  has  generally  been  taken  for  a fibroid.  The 
only  differences  that  I know  of  are  that  a sarcoma  is  more 
vascular  and  quicker  in  growth.  The  greater  vascularity 
makes  it  darker  in  colour,  but  'the  difference  is  not  so  constant 
and  definite  that  you  can  base  a diagnosis  upon  it.  When 
you  first  see  the  patient  you  cannot  know  the  rate  of  growth. 

Treatment. — The  tumour  is  easily  enucleated.  On  section, 
its  softness  and  vascularity  may  excite  suspicion  and  lead  to 
microscopic  examination.'  If  not,  the  nature  of  the  tumour 
will  be  first  revealed  by  its  recurrence.  It  may  be  enucleated 
again  and  perhaps  again ; but  sooner  or  later  in  its  recur- 
rence it  involves  the  vagina  and  the  broad  ligaments,  and 
runs  the  usual  course  of  a malignant  growth.  * The  only 
treatment  is  its  removal  again  and  again  as  often  as  it  recurs 
and  can  be  removed.  Could  the  nature  of  the  growth  be 
distinguished  early,  extirpation  of  the  uterus  might  protect 
the  patient  from  recurrence.  This  operation  would  be  prefer- 
able to  amputation  of  the  cervix,  because  sarcomata  are  often 
multiple.  But  this  recommendation  is  based  only  on  a 'priori 
conjecture;  for  I know  of  no  clinical  evidence  that  extirpation 
of  the  uterus  will  cure  sarcoma.  The  disease  is  so  rare  that 
no  observer  has  seen  many  cases ; and  in  most  the  diagnosis 
has  not  been  made  early  enough  for  this  operation  to  be 
considered. 

* See  Bostliorn,  “ Wien.  Med.  Woeh.,”  1889. 


CHAPTER  XXIV. 

HAEMORRHAGE  CONNECTED  WITH  EARLY  PREGNANCY. 

Suppose  now  a different  case.  On  abdominal  examination, 
you  find  on  deep  pressure  into  the  pelvic  brim  a swelling, 
which  rises  not  much  above  it.  On  vaginal  examination, 
you  find  nothing  abnormal.  By  bimanual  examination,  you 
perceive  that  the  abdominal  swelling  is  continuous  with  the 
cervix,  and  that  they  both  move  together:  movement  im- 
parted to  the  cervix  is  communicated  to  the  abdominal 
swelling,  and  movement  imparted  to  the  abdominal  swelling 
is  shared  by  the  cervix.  These  facts : that  the  cervix  and 
abdominal  swelling  move  together,  and  are  continuous,  prove 
to  you  that  the  swelling  is  the  body  of  the  uterus ; and  the 
fact  that  it  can  be  felt  by  the  abdomen  is  evidence  that  it  is 
enlarged.  We  have  then  slight  enlargement  of  the  body  of 
the  uterus,  accompanied  with  great  haemorrhage. 

Causes  of  uterine  enlargement  with  bleeding. — This 
enlargement  may  be  due  to — 

Threatening  abortion, 

Molar  pregnancy, 

Retained  secundines  after  abortion, 

Cancer  or  sarcoma  of  the  body  of  the  uterus, 

Adenoma  of  the  body  of  the  uterus, 

Submucous  fibroids. 

In  pregnancy  and  fibroids  with  haemorrhage,  the  uterus 
may  be  much  larger  than  the  limits  supposed  in  our 
imaginary  case  ; but  if  so,  the  conditions  from  which  they 
have  to  be  distinguished  are  different,  the  points  on  Avhich 
to  rely  in  diagnosis  are  different,  and  the  treatment  is 
different.  I postpone  these  cases.  For  the  present,  we  will 
suppose  enlargement  of  the  uterus  just  perceivable  by  ex- 
amination of  the  abdomen.  A uterus  enlarged  by  pregnancy 
or  by  retained  secundines,  by  adenoma,  by  fibroids,  by  sar- 
coma, by  cancer  of  the  body,  may  be  felt  by  the  abdomen,  but 
not  in  the  last-named  until  the  condition  is  far  advanced. 
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Early  pregnancy. — Abdominal  examination  reveals  tlie 
tumour,  but  not  its  nature.  Vaginal  examination  informs 
you  that  the  cervix  is  healthy.  If  there  be  haemorrhage, 
you  had  better  not  pass  the  sound.  Bimanual  examina- 
tion will  in  some  cases  enable  you  to  make  the  diagnosis. 
If  the  patient  be  pregnant,  the  uterus  will  be  pear-shaped, 
not  Hastened  from  before  backwards  as  in  the  unim- 
pregnated state,  and  it  will  be  elastic  and  symmetrical. 
If  the  uterine  enlargement  is  not  pear-shaped,  if  the  cervix 
is  enlarged  as  well  as  the  body,  if  the  uterus  is  not 
elastic,  but  hard,  if  it  is  bulged  out  in  irregular  nodosities, 
then  the  case  is  not  one  simply  of  pregnancy.  There  is  a 
kind  of  fibroid  enlargement,  which  Mr.  Lawson  Tait  has 
described  as  “ concentric,”  which  consists  in  a thickening 
all  round  the  uterine  cavity,  and  in  which  the  shape  may 
not  differ  from  that  of  pregnancy.  The  body  of  the  uterus 
may  be  enlarged  by  a single  fibroid  bulging  into  its  cavity, 
and  then  the  shape  may  not  appreciably  differ  from  that  of 
a pregnant  uterus.  In  uterine  enlargement  such  as  this  the 
consistence  of  the  cervix  helps  you.  In  pregnancy  it  is 
softened ; in  fibroids  it  is  not.  But  this  sign  requires  some 
experience  to  appreciate,  especially  as  at  the  early  period  of 
pregnancy  to  which  this  degree  of  enlargement  corresponds, 
the  softening  is  not  so  marked  as  it  afterwards  becomes. 
Hegar  has  described  as  a sign  of  pregnancy  a character  of 
the  uterus  that  results  from  this  softening  : viz.  that  the  tissue 
near  the  internal  os  is  so  softened  that  the  globular  swelling 
of  the  uterine  body  may  feel  as  if  it  were  almost  disconnected 
from  the  cervix  uteri.  The  colour  of  the  cervix  may  help.  In 
pregnancy  it  goes  on  getting  deeper  red  throughout,  till  at  the 
end  it  is  a dark  bluish  purple ; in  fibroids  it  is  the  same 
colour  as  the  buccal  mucous  membrane.  But  at  this  period 
of  pregnancy  the  deepening  of  colour  is  but  slight,  and  if 
the  patient  has  lost  a great  quantity  of  blood,  her  anaemic 
condition  may  make  the  cervix  pale.  The  history  may 
suggest  a diagnosis.  In  fibroids  it  will  be  of  haemorrhages. 
In  pregnancy  there  ought  to  be  a history  of  amenorrhoea, 
morning  sickness,  &c.,  followed  by  haemorrhage.  But  the 
bleeding  may  have  begun  as  early  as  the  end  of  the  first 
month  of  pregnancy,  and  been  frequently  repeated,  so  that 
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the  history  of  amenorrhoea  may  be  wanting.  And  further, 
it  has  happened  that  a patient  wishing  to  have  abortion 
induced,  has  gone  to  a medical  man  with  a fabricated 
history  of  haemorrhage.  Therefore  you  cannot  make  a 
diagnosis  from  the  history  : all  that  this  will  do  is  to  tell 
you  in  what  direction  to  begin  your  investigation. 

If  cervical  canal  open. — If,  although  the  vaginal  aspect 
of  the  cervix  is  healthy,  yet  you  can  get  your  finger  into 
the  os  uteri,  then  press  the  uterus  down  on  to  your  finger 
with  the  abdominal  hand.  You  may  feel  the  soft  bag  formed 
by  the  ovum.  If  you  find  that  the  canal  leads  to  a cavity 
with  ragged  walls,  there  is  cancer  or  sarcoma  of  the  uterus. 
If  there  is  a tumour  bulging  into  the  upper  part  of  the  canal, 
it  may  be  a fibroid,  a sarcoma,  or  an  adenoma.  But  cases 
are  rare  in  which  without  first  dilating  the  cervix,  you  can 
get  your  finger  far  enough  to  make  a diagnosis.  The  history 
is  not  enough  for  diagnosis  in  cancer  or  sarcoma.  In  cancer 
there  will  probably  be  discharge,  pain,  and  wasting ; but  there 
may  be  these  symptoms  with  a fibroid  or  with  pregnancy. 

Dilatation  of  cervix. — In  copious  haemorrhage  with  en- 
largement of  the  uterus,  the  proper  course  is  to  dilate  the 
cervix.  If  the  haemorrhage  be  not  so  copious  as  to  alter  the 
patient’s  colour,  you  may  give  ergot  first  if  the  patient  is 
adverse  to  local  treatment;  but  if  this  fails,  or  if  the 
haemorrhage  is  so  great  as  to  weaken  the  patient,  time 
should  not  be  wasted,  but  the  cervix  dilated  at  once. 

How  to  dilate  the  cervix. — There  are  two  ways  of  dilating 
the  cervix  of  the  unimpregnated  uterus : a rapid  method  by 
Hegar’s  dilators,  and  a slow  method  by  tents.  The  rapid 
method  has  the  advantage  that  the  whole  thing  is  done 
at  one  operation.  It  has  the  disadvantage  that  the  cervix 
is  more  likely  to  be  torn  than  when  it  is  dilated  with 
tents.  Unless  there  is  a special  reason  for  completing 
the  operation  at  one  visit,  I think  tents  are  preferable. 
Laceration  of  the  cervix  is  less  likely  to  happen  when  the 
uterus  is,  or  has  recently  been,  pregnant,  owing  to  the 
softening  of  the  tissue  which  accompanies  that  condition. 

Rapid  dilatation  with  Hegar’s  dilators. — Hegar’s  dilators 
are  best  made  in  one  piece,  for  if  the  handle  and  body  of  the 
dilator  are  glued  together,  they  are  apt  to  come  apart  when 
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washed  in  warm  water.  The  point  of  the  dilator  should  be 
shaped  like  the  small  end  of  an  egg  (Fig.  112).  The  patient 
must  be  anaesthetised.  Fix  her  in  the  lithotomy  position 
with  Clover’s  crutch.  Have  at  hand  a solution  of  corrosive 
sublimate  in  glycerine  1 in  2000.  Anoint  the  finger  with 
this.  Have  also  at  hand  in  a basin  or  jug  two  quarts  of 
1-2000  mercury  biniodide  solution  in  water.  Douche  the 
vagina  with  1 in  2000  sublimate  solution.  Seize  the  cervix 
with  a volsella  having  a broad  grip  and  blunt-pointed  teeth. 

First  ascertain  the  length  and  direction  of  the  uterine 
canal  with  the  sound.  You  can  generally  begin  with 
No.  6 dilator.  If  this  will  not  go  in,  you  must  try 
a smaller  one. 

Anoint  the  dilator 
with  the  glycerine 
of  sublimate  solu- 
tion over  its  whole 
length.  Pull  the 
uterus  down  so  as 
to  straighten  the 
canal.  Then  pass 
in  the  dilator.  If  Fig.  112.— Hegar’s  dilators, 

there  is  no  resist- 
ance to  its  passage,  remove  it  at  once,  and  then,  with 
similar  precautions,  pass  in  the  next  size,  and  so  on.  As 
soon  as  you  reach  a size  which  encounters  resistance, 
so  that  you  have  to  press  hard  to  get  it  through  the 
internal  os,  let  it  stay  until  the  cervix  has  so  relaxed  that  it 
fits  loosely.  This  it  usually  will  do  in  a minute  or  two,  and 
then  you  can  pass  the  next  size.  You  will  find  that  as  you 
pass  larger  and  larger  sizes,  the  cervix  takes  a longer  time  to 
relax  enough  to  let  the  next  size  pass.  It  has  seemed  to  me 
as  if  the  cervix  relaxed  a little  more  quickly  if  from  time  to 
time  the  dilator  were  withdrawn  and  reintroduced ; the  tem- 
porary removal  of  the  dilating  force  perhaps  permitting  a 
change  in  the  tissue  favourable  to  relaxation  to  take  place.  In 
a case  well  suited  for  this  method,  such,  for  instance,  as  one 
of  haemorrhage  with  pregnancy,  or  retention  of  secundines. 
half  an  hour  will  be  enough  to  dilate  up  to  No.  17,*  and  a 

* The  numbers  indicate  tbe  diameter  in  millimetres. 


3+2 


DISEASES  OF  WOMEN. 


ca.nal  which  will  admit  this  dilator  will  admit  a finger  of 
average  size.  But  if  the  cervix  be  very  rigid,  you  cannot  even 
after  an  hour  or  more  get  dilatation  up  to  or  near  this 
size  without  such  force  as  to  tear  the  cervix.  In  such  a case 
desist,  and,  if  exploration  of  the  uterine  cavity  is  necessary, 
insert  a tent.  But  usually  the  presence  of  a foreign  body 
within  the  uterus,  such  as  a polypus  or  a bit  of  retained 
secundines,  produces  such  relaxation  of  the  os  internum  that 
it  yields  easily  to  dilatation.  The  os  externum  may  be  so 
small  as  to  offer  resistance  to  the  passage  of  the  dilators. 
This  is  best  enlarged  by  dividing  it  up  to  the  vaginal  junction. 

Dilatation  by  tents.— There  are  two  kinds  of  tents  which 
are  practically  useful : sponge  and  sea  tangle.  Some  prefer 
tupelo ; but  I think  it  inferior  to  these  two.  The 
sponge  tent  expands  more  quickly  than  laminaria, 
but  dilates  with  less  power.  It  exerts  a force  of 
from  twenty  to  thirty  pounds  on  the  square  inch, 
and  it  expands  to  its  full  size,  if  there  be  no 
resistance,  in  a few  minutes.  The  laminaria 
tent  expands  slowly,  but  exerts  enormous  power. 
It  takes  about  twelve  hours  to  double  its  thick- 
ness. It  can  overcome  a pressure  of  500  pounds 
on  the  square  inch ; although  under  this  pressure 
its  expansion  is  very  slight ; but  under  a pressure 
of  120  pounds  to  the  inch,  it  expands  to  a 
degree  which  would  produce  distinct  enlargement 
of  the  cervical  canal. 

The  sponge  tent  is  made  conical  in  shape,  and 
it  is  a little  rough  on  the  surface  (Fig.  113). 
Although  by  lubrication  it  can  be  made  to  feel 
smooth,  yet  from  the  quickness  with  which  its 
point  and  surface  are  made  soft  by  the  contact 
of  fluids,  it  is  difficult  to  pass  a sponge  tent 
Sponge  tents,  through  the  os  internum  in  the  unimpregnated 
condition.  The  cases  in  which  the  sponge  tent 
is  peculiarly  suitable  are  those  in  which  we  want  not 
merely  to  dilate,  to  ascertain  the  cause  of  haemorrhage,  but  to 
plug,  to  stop  haemorrhage.  For  this  purpose,  the  rapid  expan- 
sion of  the  sponge  tent  makes  it  the  best  agent. 

The  best  laminaria  tent  is  a piece  of  laminaria  un worked, 
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not  planed  off  into  a cylindrical  shape  (Fig.  114).  Such  a piece 
presents  wrinkles  and  depressions  on  its  surface,  but  as  it  ex- 
pands these  are  filled  up.  Being  about  the  same  thickness  all 
its  length,  and  not  being  quickly  affected  by  contact  with  fluid, 
it  is  easy,  unless  too  thick  a piece  be  chosen,  to  pass  it  through 
the  os  internum.  Laminaria  tents  are  the  best  for  most 
purposes.  One  piece  of  lamin- 
aria, although  it  will  not  make 
the  cervical  canal  admit  the 
finger,  yet  will  make  it  «o  large 
that  it  can  be  easily  expanded 
farther  with  Hegar’s  dilators. 

But  if  these  are  not  at  hand, 
after  one  tent  has  done  its  work, 
two  or  more  fresh  ones  can  be 

, . . , , Fig.  114. — Laminaria  tents. 

put  m side  by  side,  and  these 

will  make  the  canal  admit  the  finger.  The  great  objection 
to  the  use  of  tents  is  the  possibility  of  septic  infection.  This 
can  be  prevented  by  making  a tent  aseptic  before  putting  it 
in,  and  not  leaving  it  in  too  long.  The  most  convenient  course 
is  to  insert  a tent  in  the  evening,  two  or  three  the  next  day, 
and  then  explore  the  uterus  under  amesthesia  the  third  day. 

Put  the  patient  on  her  left  side.  Give  a vaginal  douche  of 
1-2000  biniodide  solution.  Pass  a sound  and  measure  the 
length  of  the  cervico-uterine  canal.  Shorten  the  piece  of 
laminaria  until  its  length  is  the  same.  (Cut  a shallow 
groove  in  it  with  a knife,  and  you  can  then  easily  break  it.) 
Put  the  laminaria  in  a 1-2000  solution  of  sublimate  in 
glycerine,  so  that  it  is  covered  by  it,  and  let  it  lie  there  a 
minute.  Seize  the  anterior  lip  of  the  cervix  with  a volsella, 
and  pull  it  down  as  far  as  you  gently  can.  Give  the 
volsella  to  an  assistant  to  hold.  Dip  the  left  forefinger  in 
the  glycerine,  and  pass  it  up  to  the  cervix  Take  the 
tent  up  with  a speculum  forceps  held  in  the  right  hand,  and 
then,  guided  by  the  left  forefinger,  pass  it  into  the  cervical 
canal.  When  it  has  entered  as  far  as  the  part  held  by  the 
forceps,  remove  the  forceps  and  press  the  piece  of  laminaria 
up  as  far  as  it  will  go  with  the  left  forefinger.  This  done,  put 
the  finger  in  front  of  the  cervix  and  press  it  back,  so  as  to  put 
the  uterus  in  a position  of  anteversion.  In  this  position  the 
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pressure  of  the  posterior  vaginal  wall  will  prevent  the  tent 
from  slipping  out.  If  the  uterus  will  not  stop  in  this  position, 
put  a plug  or  plugs  of  cotton  wool,  tied  round  with  a piece  of 
string,  and  soaked  in  sublimate  glycerine,  in  front  of  the  cervix, 
so  as  to  keep  it  pressed  back.  Some  think  that  a glycerine 
plug  makes  the  cervix  dilate  more  readily.  I advise  it  for 
the  purpose  of  preventing  the  expulsion  of  the  tent  by 
keeping  the  uterus  at  right  angles  to  the  vagina.  Leave 
with  the  patient  a suppository  containing  half  a grain 
of  morphia  to  be  put  into  the  rectum  if  she  should  be 
in  pain. 

The  next  day  (not  more  than  twenty-four  hours  after  its 
insertion),  remove  the  tent.  Take  out  the  plugs,  if  any  have 
been  used,  by  pulling  on  the  string.  Then  douche  the  vagina 
with  a 1-2000  sublimate  solution.  Anoint  the  left  forefinger 
with  sublimate  glycerine,  pass  it  up  to  the  cervix,  and  feel 
the  tent.  Pass  in  a speculum  forceps,  grasp  the  tent,  and 
withdraw  it.  Then  wash  out  the  vagina  again  with  the 
sublimate  solution. 

The  introduction  and  removal  of  tents  can  be  done 
without  anaesthesia;  but  an  anaesthetic  is  necessary  for  the 
thorough  exploration  of  the  cavity  of  an  enlarged  uterus. 
In  most  cases  such  as  we  are  supposing,  a piece  of  laminaria, 
which  is  about  the  size  of  No.  10  bougie,  will  enter  the  cervical 
canal.  If  not,  the  canal  can  be  quickly  dilated  by  bougies 
until  the  laminaria  will  go  in. 

Exploration  of  the  uterus. — The  object  of  dilating  the 
cervix  is  twofold : first,  to  find  out  the  condition  of  the 
uterine  interior ; secondly,  to  treat  it. 

The  anaesthetised  patient  must  be  held  in  the  lithotomy 
position  by  Clover’s  crutch.  Put  one  hand  on  the  abdomen 
and  press  the  uterus  down.  Dip  the  fore  and  middle  fingers 
of  the  other  hand  into  the  solution  of  sublimate  in  glycerine, 
and  pass  them  into  the  vagina,  and  one  of  them  into  the 
cervical  canal.  Most  people  can  use  the  forefinger  best,  but 
the  middle  finger,  being  longer,  will  reach  a little  farther. 
Then  combining  the  two  hands,  press  the  finger  up  and  the 
uterus  down.  The  hand  on  the  abdomen  should  be  pressed 
down  into  the  pelvis  behind,  the  uterus.  In  this  way  the  finger 
can  explore  the  interior  of  the  uterus,  and  the  thickness  of  the 
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anterior,  posterior,  and  lateral  walls  can  be  appreciated  between 
the  internal  finger  and  the  external  hand. 

Pregnancy. — Yon  may  find  the  uterus  pregnant,  the 
cavity  feeling  as  if  containing  a soft  loose  bag,  which  your 
finger  pushes  before  it.  As  abortion  is  inevitable,  empty 
the  uterus.  Pass  the  finger  all  round  the  uterine  wall,  so  as 
to  detach  everywhere  the  chorionic  villi.  Then  introduce  a 
pair  of  suitable  forceps,  seize  the  detached  structures,  and 
extract  them.  If  the  uterus  be  as  much  as  four  months 
pregnant,  with  one  finger  you  will  not  be  able  to  reach  far 
enough  to  detach  all  the  placenta.  In  that  case  detach 
as  much  as  you  can,  and  pull  away  with  forceps  what 
you  have  detached.  When  you  have  thus  diminished  the 
uterine  contents,  the  uterus  will  contract,  and  you  will  be 
able  to  get  at  a higher  part  of  the  uterus,  and  thus  complete 
the  separation.  Do  not  conclude  that  the  uterus  is  empty 
until  your  finger  has  explored  every  part  of  the  interior.  If 
it  is  empty,  you  will  be  able,  by  combined  manipulation, 
to  press  down  on  the  internal  finger  every  part  of  the 
fundus  uteri.  When  you  are  sure  the  uterus  is  empty, 
wash  out  its  interior  with  1 in  2000  biniodide  solution. 
Withdraw  the  douche  nozzle  from  the  uterus,  antevert  the 
uterus,  and  compress  it  between  the  two  hands,  so  as  to  press 
out  any  of  the  solution  that  may  remain  in  its  interior,  and 
also  to  make  the  uterus  contract.  Then  douche  the  vagina 
with  the  biniodide  solution.  After  withdrawing  the  douche 
nozzle,  press  out  by  pressure  on  the  abdomen  any  fluid  that 
may  be  retained  in  the  vagina.  Tell  the  patient  to  keep  her 
bed  for  at  least  a week,  and  give  her  a mixture  containing 
ergot,  thirty  minims  of  the  liquid  extract  for  a dose,  three 
times  a day. 

Retained  secundines. — When  a woman  aborts,  and  does 
not  trouble  a doctor  about  it,  or  possibly  does  not  know  it, 
often  either  the  membranes  rupture,  the  liquor  amnii  and 
foetus  are  discharged,  and  then  the  cervix  closes,  the  chorion 
or  placenta  being  retained ; or  the  chorion  or  placenta  gets 
broken,  and  a bit  of  it  is  left  behind.  When  this  happens, 
haemorrhage,  not  always  continuous,  but  exceeding  normal 
menstruation  in  frequency  and  amount,  goes  on  so  long 
as  the  retained  foetal  product  is  in  the  uterus.  If  germs  of 
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diseases  or  putrefaction  have  not  reached  the  inside  of 
the  uterus,  there  are  no  symptoms  beyond  haemorrhage 
and  discharge.  If  germs  have  been  introduced,  as  from 
unskilled  meddling  with  dirty  fingers  or  instruments, 
then  the  retained  bits  will  decompose,  and  sapraemia,  endo- 
metritis, septicaemia,  or  uterine  phlebitis  and  pyaemia  will 
be  the  result. 

Fothergill*  has  studied  the  changes  which  take  place  in 
placenta  retained  in  utero.  The  maternal  blood  in  the  inter- 
villous spaces  clots,  the  dead  epithelium  of  the  foetal  villi 
possibly  acting  as  a foreign  body  and  causing  the  clotting. 
Then  the  cells  of  the  decidua  serotina  multiply  and  invade  the 
clot;  they  destroy  the  epithelium  of  the  foetal  villi,  and 
organise  the  clot  into  fibrous  tissue. 

In  some  cases  the  retained  bit  is  expelled  spontaneously ; 
but  you  cannot  count  upon  this.  It  may  be  retained  for 
months,  and  then  the  haemorrhage  greatly  weakens  the 
patient.  The  chance  of  the  retained  placenta  being  sponta- 
neously expelled  is  greater  if  the  whole  of  it  be  retained 
than  if  a small  part  only  is  retained.  The  retention  of  a 
part  implies  that  this  retained  bit  is  more  firmly  attached 
than  usual,  for  had  it  not  been  so,  it  would  have  fol- 
lowed the  rest  of  the  placenta  when  that  was  extruded 
or  removed.  Therefore,  after  retention  of  the  entire  chorion 
or  placenta,  spontaneous  expulsion  is  the  rule  ; after  retention 
of  a piece  only,  the  exception.  But  the  risk  of  haemorrhage 
is  great ; it  is  impossible  to  know  whether  the  retained  piece 
of  chorion  will  come  away  spontaneously  or  not;  and  the 
danger  attending  its  removal,  if  done  properly,  is  so  slight, 
that  it  is  always  better  to  remove  a retained  piece  of  chorion 
or  placenta  without  delay. 

“ Placental  polypus  : ” “ fibrinous  polypus.” — When  a 
little  bit  of  chorion  is  retained,  its  size  may  be  increased 
by  clotted  blood  adherent  between  and  around  the  villi. 
Thus  a round  lump,  made  of  chorionic  villi  and  blood  clot, 
is  produced,  which  feels  like  a polypus,  and  has  been  called  a 
“ placental  polypus.”  The  uterine  cavity  may  be  filled  with 
clotted  blood,  sometimes  of  different  date,  adherent  where 
chorion  was  attached.  This  lump  of  clot  may  feel  like  a 

* “British  Medical  Journal, Jan.  29,  1898. 
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polypus,  and  has  been  called  a “fibrinous  'polypus."  These 
names  are  harmless. 

It  makes  no  difference  from  the  point  of  view  ol  treat- 
ment whether  the  lump  that  keeps  up  bleeding  after  a mis- 
carriage is  placenta,  or  placenta  polypus,  or  fibrinous  polypus 
Detach  with  the  finger  the  retained  piece,  then  grasp  it  with 
forceps,  and  remove  it.  Then  scrape  away  the  decidua  with  a 
blunt  curette.  The  bleeding  comes  from  the  endometrium, 
not  from  the  hit  of  chorion.  The  decidua  will  come  away 
even  if  you  do  not  scrape  it : but  htemorrhage  will  cease  more 
quickly  if  you  remove  the  decidua  at  the  same  time  as  the 
retained  chorion,  and  you  will  guard  against  possible  causes 
of  continuance  of  htemorrhage,  viz. : (a)  hypertrophy  of 
decidua,  which  is  more  common  in  pregnancies  that  end  in 
abortion  than  in  those  tfiat  go  to  term ; (b)  a bit  of  chorion 
may  have  been  imperfectly  detached  by  the  finger  and 
have  escaped  the  grasp  of  the  forceps.  The  curette  will 
remove  hypertrophied  decidua  and  any  attached  bit  of 
chorion.  After  scraping,  wash  out  the  uterus  with  biniodide 
solution  1-2000,  and  press  out  fluid  retained  in  it  in  the  way 
already  described. 

Deciduoma  malignum. — T shall  describe  in  subsequent 
chapters  the  new  growths  that  cause  bleeding.  But  there  is 
one  that  needs  mention  here,  viz.  that  known  as  deciduoma 
malignum.  It  has  received  this  name  because  those  who 
first  described  it  thought  that  it  grew  from  the  decidua. 
Then  it  was  thought  to  be  a sarcoma.  Later  investigations 
have  shown  that  the  cells  of  the  outer  layer  of  the  foetal 
epiblast— trophoblasts,  or  syncytial  cells,  as  it  is  fashionable 
to  call  them — have  the  power  of  eating  their  way  into  the 
maternal  tissues.  In  health  this  invasion  is  limited  to  the 
placental  site  and  the  period  of  pregnancy.  But  sometimes 
after  normal,  or  more  often  after  premature  delivery,  these 
cells  go  on  growing,  and  grow  beyond  the  placental  site. 
Then  they  form  the  tumour  which  is  called  deciduoma 
malignum,  and  which  behaves  like  malignant  disease:  it  in- 
vades the  neighbouring  parts  and  then  causes  secondary 
growths  in  remote  parts.  When  this  disease  is  present  after 
delivery  or  abortion  there  is  bleeding.  When  the  uterus  is 
explored,  you  can  leel  and  detach  bits  ol  tissue,  which  in 
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macroscopical  characters  are  very  like  bits  of  placenta.  But 
if  the  case  is  one  of  deciduoma,  after  they  have  been  removed 
haemorrhage  recurs,  and  new  bits  of  growth  can  be  felt  and 
removed.  Secondary  growths  soon  develop  in  other  parts, 
and  the  illness  quickly  ends  fatally. 

This  form  of  disease  is  peculiar  in  the  following  points: 
(1)  it  affects  only  young  adults;  (2)  it  grows  very  quickly; 
(3)  it  more  often  than  other  kinds  of  uterine  malignant 
disease  causes  secondary  growths  ; (4)  it  is  especially  prone 
to  follow  a pregnancy  in  which  the  chorion  has  undergone 
myxomatous  degeneration. 

The  possible  presence  of  this  rare  disease  should  lead 
to  the  practical  rule  carefully  to  examine  all  substances 
removed  from  the  uterus,  and  if  in  doubt,  to  do  so  with  the 
microscope.  If  deciduoma  malignum  be  present,  the  only 
chance  of  saving  the  patient’s  life  is  in  hysterectomy 
without  delay. 


CHAPTER  XXV. 


ADENOMA  OF  THE  UTERINE  BODY. 

Endometritis  (?) — -Matthews  Duncan  in  the  beginning  of 
his  lecture  on  endometritis  says : “ Who  can  tell  what  anyone 
means  by  endometritis  ? Often  its  use  is  the  parent  or  the 
child  of  ignorance  and  confusion : often  it  is  a cloak  of 
ignorance  and  confusion.” 

These  statements  are  true  for  the  following  reasons.  The 
endometrium  cannot  be  seen  or  felt  without  trouble  either  to 
patient  or  doctor.  Hence  its  condition  is  generally  guessed 
at.  It  undergoes  a monthly  cycle  of  change ; and  we  imper- 
fectly know  what  these  changes  are.  Without  perfect  know- 
ledge we  cannot  say  whether  slight  changes  in  the  endometrium 
are  pathological  or  physiological.  Our  knowledge  being  thus 
imperfect,  and  it  being  in  most  cases  mere  conjecture  that  there 
are  changes  in  the  endometrium  at  all,  there  is,  as  Duncan  said, 
ignorance.  Many  think  endometritis  a common  disease,  because 
they  call  any  case  by  this  name  in  which  the  patient  has  whites 
and  increased  menstrual  flow.  Therefore  there  is  confusion. 

If  we  are  ignorant,  the  first  condition  of  learning  is  to  be 
aware  of  our  ignorance.  To  label  with  a name  cases  we 
know  nothing  about  tends  to  perpetuate  ignorance. 

So-called  fungous  endometritis. — There  are  three  con- 
ditions known  as  “ endometritis,”  which  are  different  from  one 
another.  These  conditions  are:  (1)  adenomatous  growth,  (2) 
catarrh,  (3)  what  is  called  “ atrophic  endometritis.” 

The  disease  I have  here  to  describe  is  adenomatous  growth, 
which  is  often  spoken  of  as  “endometritis.”  But  the  reasons 
for  thinking  there  is  inflammation  are  not  conclusive.  Inflam- 
mation has  been  defined  as  the  response  of  living  tissue  to 
injury.  One  of  its  features  is  that  when  the  cause  of  inflam- 
mation has  been  removed,  an  inflamed  part  is  restored  to  its 
normal  condition,  as  far  as  the  damage  done  will  permit. 
When  mucous  membranes  are  inflamed  they  secrete  pus  ; and 
when  microscopically  examined,  the  changes  which  accom- 
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pany  inflammation  are  seen.  Genuine  endometritis  gets  well 
when  its  cause  is  removed,  and  even  if  it  secretes  pus,  does  not 
cause  great  haemorrhage.  What  is  called  f ungous,  ox  fungoid, 
or  villous  endometritis,  presents  neither  of  these  characters. 
It  is  an  adenomatous  or  myxomatous  growth,  and  often  both 
kinds  of  growth  exist  together.  . I therefore  speak  of  it  as 
adenoma  of  the  body  of  the  uterus.  We  cannot  distinguish, 
until  after  removal,  adenomatous  growths  from  myxomatous, 
and  if  we  could  it  would  make  no  practical  difference. 

Morbid  anatomy. — There  are  two  forms  of  adenoma  of 
the  body  of  the  uterus:  the  'polypoid,  and  the  hyperplastic 
or  diffuse. 

The  polypoid  form  is  sometimes  spoken  of  as  “endometritis 
polyposa ,”  “ metritis  interna  villosa,”  “ mucous  polypus  of  the 
body  of  the  uterus,”  “fungoid  degeneration  of  the  endometrium,” 
or  “ uterine  fungosities.”  It  may  be  proper  to  apply  also  the 
term  endometritis  to  these  cases  because  the  presence  of  these 
growths  does  excite  a little  inflammation  of  the  endometrium; 
but  the  main  morbid  change  is  not  inflammation,  but  new 
growth.  In  this  disease  there  are  outgrowths  from  the  mucous 
membrane  of  the  body  of  the  uterus.  They  are  from  the 
size  of  a pea  up  to  an  inch  in  length.  There  may  be  only  one, 
or  the  uterine  cavity  may  be  filled  with  them.*  When 
examined  microscopically,  they  are  found  to  consist  of  gland 
tissue,  healthy  excepting  as  to  quantity ; vessels ; and  connec- 
tive tissue  between,  this  tissue  being  looser  in  some  places 
than  others,  and  in  some  quite  myxomatous.  Some  consist 
mainly  of  gland  tissue;  in  others  the  connective  tissue  pre- 
ponderates. They  thus  resemble,  as  to  their  structure,  the 
common  mucous  polypus  of  the  cervix ; but  while  such 
growths  are  common  in  the  cervix,  they  are  rare  in  the 
body  of  the  uterus. 

Malignant  adenoma. — When  these  outgrowths  are  large, 
they  are  often  malignant,  grow  fast,  and  return  after  removal. 
Small  outgrowths  are  seldom  malignant.  If  the  growth  be 
larger  than  a hazel  nut,  malignancy  should  be  suspected;  the 
growth  should  be  examined  microscopically,  and  if  the  micro- 
scope shows  only  adenomatous  structure  the  patient  should 
nevertheless  be  watched,  and  the  interior  of  the  uterus  again 

* See  Goodell,  “ Lessons  in  Gynecology.” 
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examined  if  symptoms  return.  There  is  no  way  of  distinguish- 
ing a malignant  from  a benign  adenoma,  except  by  watching 
the  case  and  observing  the  rapidity  of  growth  and  its  return 
after  removal. 

The  diffuse  form. — In  the  hyperplastic  or  diffuse  form 
there  are  no  localised  outgrowths,  but  the  whole  lining  mem- 
brane of  the  uterus  is  thickened,  softened,  and  easily  detached. 
The  finger  can  detach  the  mucous  membrane  in  large  pieces. 
When  examined,  the  structure  is  like  that  of  the  polypoid 
form ; overgrowth  of  healthy  gland  tissue  and  vascular 
connective  tissue  between. 

Etiology. — -We  know  nothing  of  the  etiology  of  either  the 
polypoid  or  the  diffuse  form.  Among  the  causes  that  have 
been  assigned  are  subinvolution,  retroversion  and  retroflexion 
of  the  uterus,  and  lacerations  of  the  cervix.  But  these 
conditions  are  very  common,  and  uterine  adenoma  is  com- 
paratively rare ; and  we  know  nothing  as  to  why  adenoma 
should  occur  in  one  case  of  subinvolution  or  retroversion  of 
the  uterus,  and  not  in  others.  But  to  think  that  when  the 
uterus  is  not  quite  in  a normal  condition  new  growths  should 
be  apt  to  occur,  is  in  accordance  with  the  little  general  know- 
ledge we  have  about  the  circumstances  of  origin  of  new 
growths.  The  association  with  laceration  of  the  cervix  is  a 
theory  unsupported  by  the  slightest  evidence.  Imperfect 
sexual  intercourse  has  also  been  put  forward  as  a cause,  but 
without  proof.*  The  disease  has  been  ascribed  to  “ ovarian 
influence  ” ; but  as  we  have  no  means  of  detecting  or  control- 
ling this  “ ovarian  influence,”  the  theory,  if  true,  does  not 
help  us.  With  fibroids  a similar  condition  of  the  mucous 
membrane  may  coexist ; and  this  is  a reason  why  we  should 
dilate  the  cervix,  and  explore  the  uterus,  before  urging  that 
the  patient’s  abdomen  be  opened. 

Physical  signs. — In  both  forms  there  is  some  expan- 
sion of  the  uterine  cavity,  and  therefore  enlargement  of  the 
whole  uterus;  but  the  cavity  seldom  measures  more  than 
three  inches  and  a half  long.  The  uterus  is  movable.  There 
is,  as  a rule,  no  disease  of  the  uterine  appendages,  or  of  the 
cervix,  although  such  morbid  changes  may  be  accidentally 
associated  with  it. 

* See  Pinkuss,  “Zeit.  fur  Geb.  und  Gyn.,”  Band  xxxiii. 
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Symptoms. — The  symptoms  are  haemorrhage  and  dis- 
charge. I know  not  that  the  haemorrhage  has  caused 
death ; but  it  often  produces  serious  anaemia.  It  bears  no 
relation  to  the  number  or  size  of  the  fungosities.  The  haemor- 
rhage may  keep  nearly  to  the  monthly  period,  being  then 
prolonged  and  excessive;  it  may  come  on  irregularly;  or  it 
may  be  almost  continuous.  No  inference  can  be  drawn 
from  its  time  of  occurrence.  Between  the  haemorrhage 
there  is  generally  discharge,  not  purulent,  but  watery  and 
pink.  There  may  be  a little  pain  ; but  these  patients  come, 
not  for  pain,  but  for  haemorrhage.  The  disease  generally 
occurs  in  women  absolutely  or  relatively  sterile.  It  is  said 
to  produce  sterility,  but  I know  of  no  evidence  of  this. 
Besides  these  local  troubles,  there  will  be  such  remote 
symptoms  as  anaemia  produces. 

Diagnosis. — This  cannot  be  made  without  exploring  the 
uterus.  When  the  finger  is  in  the  uterine  cavity  you  feel 
in  the  hyperplastic  form  the  thick,  soft,  mucous  membrane, 
perhaps  coming  away  in  large  pieces  merely  from  the  move- 
ment of  the  finger.  This  might  be  taken  for  an  early  preg- 
nancy. If  this  be  the  nature  of  the  case,  in  examining  the 
membranes  removed,  we  shall  see  the  amnion,  identified  by  its 
thinness  and  transparency.  Nothing  like  this  is  present  with 
an  adenomatous  growth.  A uterus  lined  with  the  decidua  of 
an  extra-uterine  pregnancy  presents  a close  resemblance  to 
one  containing  a diffuse  adenoma ; for  in  both  there  is  over- 
growth of  the  endometrium,  and  the  thickened  endometrium 
is  easily  detached.  Therefore  in  any  such  case  examine 
carefully  not  only  the  uterus,  but  the  ovaries  and  tubes. 
In  the  polypoid  form  you  feel  the  polypoid  growths  in 
the  uterine  cavity.  They  will  be  distinguished  from  fibroids 
by  their  greater  softness,  and  their  being  more  easily  detached  ; 
and  after  detachment  by  cutting  them  open,  when  it  will  be 
seen  that  they  are  not  made  of  white  fibrous  tissue. 

It  is  not  possible  before  removal  and  examination  to  dis- 
tinguish an  adenomatous  polypoid  growth,  independently  of 
pregnancy,  from  a small  placental  or  fibrinous  polypus,  or  the 
malignant  disease  following  pregnancy  which  has  been 
described  under  the  name  of  “ deciduoma.”  If  there  be  a 
history  of  abortion,  the  nature  of  the  growth  may  perhaps 
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be  suspected.  It  is  not  important  to  make  the  diagnosis 
between  the  two  former  conditions,  because  the  treatment 
is  the  same.  If  it  be  the  remnant  of  a miscarriage,  the 
prognosis  is  more  favourable  than  if  of  any  other  nature. 

Deciduoma  is  distinguished  by 
its  microscopical  characters,  which 
are  those  of  malignant  disease  ; 
masses  of  cells  of  various  shapes 
and  with  large  nuclei  invading 
the  surrounding  tissues.  It  is 
rapid  in  its  course.  The  only 
treatment  is  removal  of  the  uterus  ; 
which  at  present  in  this  disease 
has  been  unsuccessful. 

The  diagnosis  between  a simple 
and  a malignant  adenoma  cannot 
in  all  cases  be  made  with  certainty. 

The  more  numerous  and  the  larger 
the  polypoid  masses,  and  the  more 
rapid  the  growth,  the  more  likely 
is  the  disease  to  be  malignant  ; 
while  a single  small  polyp  is  prob- 
ably innocent.  But  cases  have 
been  recorded  in  which  large  and 
multiple  growths  proved  innocent ; 
and  a malignant  growth  is  at  first 
small.  Therefore  all  that  can  be 
said  is  that,  the  larger  the  growth, 
the  more  careful  should  the  prog- 
nosis be. 

Treatment. — The  treatment  is 
the  removal  of  the  diseased  en- 
dometrium. This  is  accomplished 
by  scraping  away  as  much  as 
possible  with  the  curette,  and 
destroying  the  rest  with  caustic. 

The  best  curette  is  one  which  has  a 
broad  blunt  end,  and  is  rigid  (Fi; 
like  Marion  Sims’s  may  cut 


Fig.  115. — Curette  recommended 
by  the  author. 


cause  troublesome  batnovrhage, 


115).  A sharp  curette 
into  the  uterine  tissue  and 
A flexible  curette  bends, 


x 
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so  that  the  operator  is  unable  to  tell  what  he  is  doing 
with  it. 

Douche  the  vagina  with  1-2000  sublimate  solution.  Let 
the  volsella  and  the  curette  lie  in  the  sublimate  solution  while 
this  is  being  done.  Seize  the  cervix  with  the  volsella,  and 
draw  it  down.  Then  with  the  curette  scrape  the  anterior  and 
posterior  uterine  walls,  so  as  to  detach  as  thoroughly  as 
possible  the  lining  membrane.  This  is  often  enough.  It 
is  probable  that  greater  security  against  recurrence  is  ob- 
tained by  destroying  the  superficial  part  of  the  lining  mem- 
brane with  caustic.  The  best  caustic  is  iodized  phenol. 
The  cervix  is  held  by  the  volsella  on  the  anterior  lip.  Then 
take  a piece  of  cotton  wool  in  the  grasp  of  a pair  of  speculum 
forceps  and  roll  it  round  the  blades,  so  that  it  forms  a mop 
about  the  thickness  of  the  little  finger,  and  the  wool  projects 
about  one-third  of  an  inch  beyond  the  tip  of  the  metal.  Dip 
it  in  the  drug,  and  pass  it  through  the  cervical  canal  up  to 
the  fundus,  and  there  press  it  against  the  uterine  wall  on  all 
sides,  so  as  to  squeeze  out  the  fluid.  Then  withdraw  it.  Re- 
move the  volsella,  and  then  syringe  the  vagina  with  the 
sublimate  solution.  A good  way  of  holding  the  wool  is  to 
wrap  it  round  a slender  piece  of  firewood  having  notches  cut 
in  it  about  an  inch  from  the  end.  The  wool  can  be  tied  on 
with  string,  tightly  tied  round  it  opposite  the  notches.  It 
must  be  well  tied,  or  there  will  be  danger  of  its  remaining  in 
the  uterine  cavity. 

This  treatment  does  not  invariably  cure,  but  it  does  so  in 
most  cases.  Cases  in  which  there  is  one  single  outgrowth  are 
the  most  favourable.  Those  in  which  the  growths  are  numer- 
ous and  large  are  the  most  liable  to  relapse.  Should  relapse 
occur,  the  treatment  must  be  repeated,  or  the  uterus  removed. 
These  patients  have  often  reached  an  age  at  which  the  preser- 
vation of  the  uterus  is  not  of  moment.  In  the  diffuse  form, 
when  one  curetting  and  cauterisation  has  proved  insufficient, 
two  or  three  repetitions  may  be  followed  by  permanent  cure. 
If  in  a case  with  distinct  polypoid  outgrowths,  speedy 
relapse  and  rapid  growth  of  the  neoplasm  indicate  malig- 
nancy, the  uterus  should  be  removed  without  delay. 
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CHAPTER  XXVI. 

CANCER  OF  THE  CERVIX. 

Haemorrhage  may  be  the  first  symptom  of  malignant 
disease  of  the  uterus.  The  common  malignant  disease  is 
cancer.  There  are  rare  forms  ; namely,  cauliflower  excrescence, 
corroding  ulcer,  and  malignant  adenoma.  I shall  describe 
first  the  pathology,  diagnosis,  and  treatment  of  the  common 
cancer ; viz.  cancer  of  the  cervix. 

The  etiology  of  cancer. — Age.  Cancer  of  the  uterus  is 
most  common  between  thirty-five  and  fifty,  but  may  occur 
at  any  age.  It  has  been  met  with  in  children,  but  is  rare 
before  twenty.  Heredity.  Every  constitutional  peculiarity  is 
inherited;  among  others,  a tendency  to  cancer.  But  such 
a tendency  in  one  parent  may  be  neutralised  by  another  pecu- 
liarity derived  from  the  other.  Hence  in  a few  cases  only 
of  cancer  can  an  inherited  predisposition  be  traced.  We 
know  no  physical  peculiarities  which  enable  us  to  pick 
out  a person  liable  to  cancer.  C/dld-bearing.  Cancer  is 
especially  apt  to  occur  where  there  has  been  persistent 
local  irritation ; that  is,  where  nutrition  has  been  impaired. 
During  labour,  the  cervix  uteri  is  apt  to  be  damaged, 
bruised,  torn,  and  afterwards  often  inflamed.  The  oftener 
such  damage  occurs — that  is,  the  more  children  a patient  has 
— the  more  liable  becomes  the  cervix  uteri  to  be  the  seat 
of  cancer.  But  we  know  not  any  special  injury  which 
makes  the  patient  more  liable  to  cancer.  Lacerations  of  the 
cervix  have  been  said  to  do  this.  The  only  person  who  has 
tested  this  by  facts  is  Sir  John  Williams,  and  he  finds  that 
cancer  is  not  commoner  with  deep  lacerations  than  with  slight 
ones,  and  very  rarely  develops  in  the  angles  of  cervical  rents. 
Other  genital  functions.  We  know  no  peculiarity  of  men- 
struation that  predisposes  to  cancer ; nor  know  we  that 
sexual  relations  have  anything  to  do  with  it.  Probable 
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microbic  origin.  The  tendency  of  modern  research  is  to 
refer  cancer  to  a protozoon ; and  to  think  that  tendency  to 
cancer  means  a peculiarity  which  makes  the  tissues  a fit  food 
for  the  protozoon.  This  view  of  the  origin  of  the  disease, 
supported  as  it  is  by  evidence,  has  an  important  bearing 
on  treatment,  as  will  be  shown. 

Old  classifications  of  cancer. — Cancer  was  formerly  classi- 
fied, according  to  its  hardness  or  softness,  and  its  position,  into 
scirrhus,  encephaloid,  and  epithelioma  ; but  this  classification  is 
obsolete.  Cancer  of  the  uterus  has  been  classified  according  to 
its  physical  characters : a flat  ulcer  has  been  called  “ cancroid  ” ; 
a sprouting  outgrowth  has  been  compared  to  different  vege- 
tables, e.g.  a cauliflower,  a mushroom,  and  called  a papillary 
tumour;  and  distinguished  from  cases  in  which  nodular 
enlargement  of  the  cervix  is  present.  It  matters  nothing 
what  vegetable  a cancer  happens  to  resemble.  One  of  the 
above  similes  has  been  so  ignorantly  used  as  to  introduce 
confusion.  There  is  a very  rare  form  of  disease  which  was 
first  described  as  “ cauliflower  excrescence,”  and  therefore  has 
a right  to  this  title.  This  disease  has  its  own  peculiar 
characters.  Ordinary  cancer  that  happens  to  feel  like  a 
cauliflower  is  not  “ cauliflower  excrescence,”  and  ought  not 
to  be  so  called. 

Clinical  classification  of  cancer. — There  are  three  forms 
of  uterine  cancer : (1)  Cancer  of  the  vaginal  portion ; (2) 
cancer  of  the  cervix  ; ( 3)  cancer  of  the  body.  This  is  a useful 
classification  because  cancer  beginning  in  these  different  places 
differs  in  prognosis  and  treatment. 

Cancer  of  the  vaginal  portion. — This  means  cancer  be- 
ginning in  the  mucous  membrane  which  lies  between  the  os 
externum  and  the  junction  of  the  vagina  with  the  cervix 
uteri.  This  mucous  surface  is  covered  with  pavement  epithe- 
lium. The  cancer  begins  in  the  Malpighian  layer  of  this  epithe- 
lium. It  may  begin  on  any  point  of  this  surface,  or  on  more 
than  one  point.  It  may  grow  downwards,  processes  of  epi- 
thelial growth  dipping  down  into  the  substance  of  the  cervix; 
or  it  may  sprout  as  a warty  growth  from  the  surface  of  the 
cervix.  The  latter  is  the  more  common  (Figs.  116,  117).  It 
spreads  along  the  surface  over  the  rest  of  the  vaginal  portion 
and  along  the  vagina,  looking  like  a flat  granular  patch ; or, 
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beginning  like  a wart,  grows  down  into  the  vagina  like  a 
polypus ; or  it  may  spread  up  the  cervical  canal.  It  does  not 
tend  to  spread  into  the  cellular  tissue  until  it  has  widely 
attacked  the  vaginal 
portion.  As  cancer 
beginning  in  this  place 
is  seated  in  a part  that 
can  be  felt  and  seen, 
it  can  be  found  out  as 
soon  as  the  patient 
asks  advice.  If  it  is 
recognised  early,  we 
can  remove  the  whole 
disease,  and  cure  the 
patient.  > 

The  true  cauli- 

„ Fig.  11G. — Cancer  of  vaginal  portion.  (Burgess.) 

flower  excrescence.— 

The  very  rare  disease  known  as  “ cauliflower  excrescence ,”  is  a 
form  of  cancer  of  the  vaginal  portion.  It  grows  down  into  the 
vagina,  forming  a very  soft  growth  hanging  in  fringes,  some- 
thing like  myxomatous  disease  of  the  chorion,  and  having  a 


Fig.  117.  —Cancer  of  vaginal  portion,  from  below  and  on  section.  (By  permission  of 

Sir  J.  Williams.) 


narrow  stalk.  It  was  first  described,  and  the  name  given 
to  it,  by  Dr.  John  Clarke,  and  was  afterwards  more  fully 
described  by  Sir  C.  M.  Clarke  * He  says : “ There  is  a 
striking  resemblance  between  itself  and  a portion  of  the  upper 
* “Diseases  of  Females,”  Part  II. 
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surface  of  a cauliflower  or  head  of  brocoli.  The  surface  is 
granulated,  and  it  consists  of  a great  number  of  small  projec- 
tions, which  may  be  picked  off  from  the  surface,  as  the 
granules  may  be  detached  from  the  vegetable.  The  firmness 
of  the  tumour  agrees  also  with  that  of  the  plant.  . . . The 
colour  of  the  tumour  is  . . . what  may  be  called  a bright 
flesh  colour.  If  injured  it  bleeds,  and  often  bleeds  spon- 
taneously. The  tumour  is  not  tender.  Its  attachment  is  to 
the  os  ” (Sir  C.  Clarke  meant  the  margin  of  the  os)  “ and  to 
that  alone  ; it  never  can  be  traced  into  the  cavity  of  the  uterus. 
A small  part  of  the  os  uteri  may  give  rise  to  the  disease, 
or  the  whole  circumference  of  the  opening  may  be  occupied 
by  it.”  No  one,  says  Sir  C.  M.  Clarke,  has  seen  a tumour 
resembling  a cauliflower  excrescence  in  the  dead  body,  nor 
does  any  specimen  exist  in  museums.  The  reason  is  that 
after  death,  or  after  removal,  the  tumour  loses  its  firmness, 
and  becomes  a flocculent  pulpy  mass,  like  a macerated 
placenta.  Attempts  to  inject  such  tumours  have  failed,  the 
vessels  being  so  fragile.  Our  knowledge  of  its  histology 
consists  of  one  case,  examined  by  Sir  John  Williams,  from  a 


Fig.  118. — Cancer  of  the  cervix,  from  below  and  on  section.*  (By  permission  of  Sir 

J.  Williams.) 


specimen  given  to  him  by  Dr.  Godson.  He  reports  that  it  is 
a squamous  epithelioma. 

Cancer  of  the  cervix. — This  form  of  cancer  begins  in 
the  glands  of  the  cervical  canal.  It  may  begin  at  any  part 

* This  patient  remains  free  from  recurrence  eleven  years  after  amputation  of 
the  cervix. 
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of  the  canal,  but  is  more  common  at  the  lower  part  (Fig.  118). 
It  may  co-exist  with  adenoma,  there  being  an  erosion  at 
the  lower  part  of  the  canal,  and  cancer  at  the  upper  part ; 
or  the  cancer  may  begin  in  a mucous  polypus.  As  it  grows, 
its  form  varies  in  different  cases.  It  may  form  a nodule 
in  the  cervix,  or  a warty  growth  into  the  canal,  or  a mass 
bulging  at  the  os  externum.  Cancer  may  be  present  at  the 
upper  part  of  the  cervical  canal  without  any  sign  of  disease 
at  the  external  os.  Cancer  may  be  present  both  in  the 
cervical  canal  and  on  the  vaginal  portion. 

This  form  of  cancer  tends  to  grow  outwards,  towards  the 
cellular  tissue,  which  is  soon  invaded.  The  cellular  tissue 
first  invaded  is  that  in  the  utero-sacral  ligaments.  Hence, 
unless  the  disease  is  found  out  early,  radical  treatment  is 
impossible.  This  forjn  of  cancer  grows  in  a place  which, 
when  the  patient  is  examined  in  the  usual  way,  may  not  be 
accessible  to  touch  or  sight,  and  hence  it  seldom  is  recognised 
early  enough  for  radical  treatment.  This  is  the  most  un- 
favourable kind  of  uterine  cancer. 

The  spread  of  cancer. — As  it  grows,  cancer  (a)  invades 
adjoining  parts ; (6)  infects  lymphatic  glands ; (c)  produces 
metastatic  growths  in  distant  parts.  These  effects  cause  the 
final  changes  to  be  much  the  same,  in  whatever  way  the 
cancer  began. 

(a)  The  cancer  invades  vagina,  bladder,  rectum,  ureters, 
peritoneum,  and  ovaries.  The  vagina  is  attacked  in  four- 
fifths  of  all  cases  ; the  bladder  in  two-fifths. 

(b)  The  lymphatic  vessels  * from  the  vulva  and  lower 
third  of  the  vagina  run  to  the  inguinal  glands.  One  from 
the  body  of  the  uterus  follows  the  round  ligament  to  an 
inguinal  gland.  Hence  the  inguinal  glands  are  involved  in 
cancer  of  the  vulva  or  lower  third  of  the  vagina,  and 
occasionally  in  cancer  of  the  body.  The  lymphatics  of  the 
middle  third  of  the  vagina  run  separately,  and  those  of  the 
cervix  uteri  and  upper  third  of  the  vagina  run  together, 
accompanying  the  blood  vessels,  to  the  iliac  glands.  These 
glands  are  two  or  three  in  number,  situated  just  below  the 
pelvic  inlet,  nearly  in  front  of  the  sacro-iliac  synchondrosis, 
at  the  bifurcation  of  the  common  iliac  arteries.  The  upper 

* See  Winter,  “Zeit.  f.  Get),  und  Gyn.,”  Bd.  xxvii. 
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of  these  glands  is  the  larger ; the  lower  and  smaller  is  that 
which  receives  the  lymphatics  from  the  middle  third  of 
the  vagina.  No  uterine  lymphatics  run  to  the  obturator 
glands.  The  lymphatics  of  the  uterine  body  and  fundus  run 
along  the  upper  border  of  the  broad  ligament,  between  the 
ovary  and  tube,  and  accompany  the  ovarian  artery  to  the 
lumbar  glands,  situated  in  front  of  the  spine,  on  a level  with 


Fig.  119. — Cancer  that  has  destroyed  the  cervix  and  is  invading  the  body  of  the 
uterus.  (From  a specimen  in  the  museum,  St.  Bartholomew's  Hospital.)  ( Robert 
Barnes.) 

the  lower  end  of  the  kidney.  In  uterine  cancer  the  glands 
are  attacked  very  late.  Adjacent  parts  are  invaded  long 
before  the  glands  become  involved.  So  long  as  the  uterus  is 
movable,  it  is  rare  for  the  glands  to  be  diseased.  After 
adjoining  parts  have  been  invaded,  disease  of  the  glands 
only  occurs  in  about  one-third  of  the  cases.  When  the 
disease  recurs  after  removal,  it  is  rare  for  the  recurrence  to 
be  in  the  glands. 

(c)  Secondary  or  metastatic  growths  are  rarer,  and  occur 
later,  in  cancer  of  the  uterus  than  in  any  other  form  of 
cancer.  They  occur  in  less  than  10  per  cent.  They  are 
mostly  in  the  liver,  next  often  in  the  lungs,  after  which  in 
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frequency  come  the  kidneys.  Secondary  growths  have  been 
seen  in  the  stomach,  bowel,  thyroid,  brain,  supra-renals,  skin, 
gall-bladder,  heart,  breast,  muscles,  and  bones ; but  all  these 
are  rare.  Cancer  of  the  uterus  secondary  to  cancer  elsewhere 
is  very  rare. 

The  breaking  down  of  cancer. — Cancer  sooner  or  later 


Fig.  120. — Showing  great  enlargement  from  cancer  of  the  cervix  and  lower  part  of 
the  body  of  the  uterus.  ( From  a specimen  in  the  museum , St.  Bartholomew's 
Hospital.)  ( Robert  Barnes.) 

breaks  down ; that  is,  the  older  part  of  the  growth  dies  and 
disintegrates.  Big  sloughs  are  rare,  but  have  been  seen.  This 
breaking  down  is  important,  for  it  is  a characteristic  feature 
of  cancer,  and  it  does  injury,  making  holes  where  there 
ought  to  be  continuity.  The  time  at  which  it  occurs  varies. 
Sometimes  it  occurs  so  early  that  the  cancer  is  an  ulcer 
almost  from  the  beginning  (Fig.  119);  sometimes  so  late  that 
the  cancer  may  form  a mass  of  such  size  and  hardness  (Fig.  120) 
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as  to  block  the  cervical  canal,  and  prevent  the  contents  of 
the  uterine  body  from  getting  out,  thus  producing  hsemato- 
metra  or  pyometra. 

The  symptoms  of  cancer. — The  chief  symptoms,  when 
cancer  is  advanced,  are  bleeding,  offensive  discharge,  pain, 
and  wasting.  These  symptoms  come  on  so  insidiously  that 
often  the  patient  does  not  seek  advice  until  the  cancer  is  so 
advanced  that  it  cannot  be  removed. 

Hcemorrhage  is  generally  the  earliest  symptom.  Men- 
struation is  excessive,  and  there  is  bleeding  also  at  times 
when  there  should  be  none.  When  cancer  is  advanced,  the 
bleeding  is  often  so  great  as  to  make  the  patient  very 
anaemic.  In  cancer  of  the  vaginal  portion,  owing  to  the 
growth  being  liable  to  contact,  bleeding  after  sexual  inter- 
course is  sometimes  an  early  symptom.  Early  in  the 
disease  there  is  no  feature  of  the  haemorrhage  from  which 
its  cause  can  be  inferred ; local  examination  alone  can  reveal 
this.  Therefore  any  unusual  hcemorrhage  in  a woman  who 
has  had  children  should  be  a reason  for  local  examination. 

Discharge  is  always  present  in  the  intervals  between 
haemorrhages.  In  the  beginning  it  is  described  as  “ whites.” 
Later  it  may  be  watery,  purulent,  or  sanious,  and  stinking. 
It  begins  to  stink  Avhen  the  cancer  has  begun  to  break 
down,  so  that  the  discharge  contains  fragments  of  de- 
composing tissue.  Often  it  is  irritating,  so  that  it  causes 
itching  or  soreness,  or  even  inflammation,  of  the  mucous 
membrane  and  skin  of  the  vulva.  These  characters  are 
valueless  in  diagnosis.  Early  in  cancer,  when  diagnosis 
is  very  important,  the  discharge  does  not  stink,  and  is  only 
what  the  patient  calls  “ whites.”  Any  discharge  may  stink 
if  the  patient  does  not  keep  herself  clean,  and  there  are 
many  causes,  other  than  cancer,  which  even  in  cleanly 
patients  may  provoke  stinking  discharge.  But  discharge 
may  be  the  first  symptom.  Therefore  any  unusucd  dis- 
charge in  a woman  who  has  had  children  should  be  a reason 
for  loccd  examination. 

Pain. — Pain  is  an  early  symptom  in  about  half  the 
cases.  Sometimes  it  comes  late  ; sometimes  it  is  absent.  It 
is  usually  felt  in  the  lower  belly,  sacral  region,  groins,  and 
down  the  thighs.  It  is  more  felt  on  the  left  side  than  on 
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the  right ; when  limited  to  one  side,  it  is  the  left  side  six 
times  as  often  as  the  right.*  The  disease  affects  not  the 
left  side  more  than  the  right ; the  preponderance  of  pain 
on  the  left  side  is  because  the  nervous  system  on  that  side 
is  more  sensitive.  The  pain  is  usually  worse  at  night, 
and  therefore  often  keeps  the  patient  awake.  This  is  partly 
because  the  upright  position  leads  to  some  passive  con- 
gestion in  the  pelvis,  and  partly  because  at  night  the  patient 
is  tired,  and  her  nervous  system  weaker.  The  pain  is 
worse  before  menstruation,  because  at  that  time  the  pelvic 
organs  are  congested.  Pain  and  bleeding  are  often  in  inverse 
proportion  to  one  another,  because  bleeding  relieves  con- 
gestion, and  congestion  causes  pain.  Later  in  the  disease, 
when  it  has  spread  beyond  the  uterus,  special  kinds  of  pain 
may  arise,  dependent,  on  the  direction  of  spread.  There  is 
nothing  about  the  pain  distinctive  of  cancer. 

Wasting. — This,  if  we  look  at  the  whole  course  of  the 
case,  is  invariable.  The  time  at  which  it  begins,  or  rather  is 
noticed  by  the  patient,  is  variable,  and  its  rate  is  variable. 

Incidents  of  the  spread  of  cancer. — As  the  cancer  grows, 
it  extends  (early  or  late,  according  to  its  seat)  into  the  cellular 
tissue  and  the  peritoneum.  Hence  the  uterus  becomes  fixed, 
and  attacks  of  local  peritonitis  occur.  The  peritoneum  is 
involved  by  direct  extension  : secondary  growths  of  cancer 
on  it  are  rare.  Acute  general  peritonitis  is  not  common,  but 
it  has  been  set  up  by  the  breaking  down  of  the  cancer  and 
the  escape  of  discharge  into  the  peritoneal  cavity.t  This  is 
one  of  the  ways  in  which  cancer  may  lead  to  death. 

When  the  cancer  grows  forwards  it  extends  into  the 
bladder,  and  sets  up  cystitis,  with  painful  and  frequent 
micturition  as  its  symptoms.  In  time  it  breaks  down,  and  in 
about  one-sixth  of  the  cases  a vesico-vaginal  fistula  is  formed 
before  death  occurs  (Fig.  121).  In  many  the  disease  invades 
the  ureters,  compresses  them,  and  leads  to  pyelitis  and  death 
by  uraemia.  More  rarely  secondary  growths  occur  in  the 
kidneys.  Sometimes  the  disease  spreads  down  the  anterior 
vaginal  wall,  surrounds  the  urethra,  and  blocks  it  up,  causing 
retention  of  urine.  Extreme  suffering  results,  not  only  from 

* See  Champneys,  “ Obst.  Trans.,”  vol.  xxii. 

■f-  See  Gusserow,  “ Deutsche  Chirurgie.” 
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the  bladder  distension,  but  because  the  passage  of  a catheter 
in  such  cases  causes  intolerable  pain:  so  that  I have  known 
patients  with  growth  in  this  place  welcome  the  making  of  a 
vesico-vaginal  fistula. 

Cancer  often  grows  backwards,  invading  the  rectum,  and 
also  setting  up  cellulitis  round  it.  Hence  the  rectum  becomes 


Fig.  121. — Cancer  that  has  perforated  the  bladder.  (From  a specimen  in  the  museum, 
St.  Thomas's  Hospital.)  ( Robert  Barnes.) 


surrounded  by  hard  tissue  and  fixed.  There  are  constipation, 
painful  defecation,  ulceration  of  the  rectum,  bleeding  from 
the  bowel,  haemorrhoids,  even  obstruction  of  the  bowels. 
R Barnes*  suggests  that  nausea,  loss  of  appetite,  &c.,  may 
be  partly  explained  by  the  re-absorption  of  stercoraceous 
matter,  and  has  invented  the  name  “ coprsemia  ” to  describe 
the  condition.  The  extension  and  breaking  down  of  ulcera- 
tion of  the  rectum  may  produce  recto-vaginal  fistula. 

In  its  growth  cancer  may  involve  veins.  A not  infrequent 
terminal  complication  of  uterine  cancer  is  compression  and 
thrombosis  of  an  iliac  vein,  leading  to  oe-dema  of  the  corre- 
sponding limb.  The  compressing  agent  may  be  a cancerous 
gland.  The  uterine  veins  may  become  inflamed,  pus 

* “ Diseases  of  Women.” 
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from  them  may  get  into  the  blood  current,  and  fatal  pyaemia 
may  result. 

Cancer  may  spread  so  that  it  attacks  nerves  going  to  the 
lower  limb.  Then  pain  extending  down  the  limb  and 
muscular  spasms  may  be  the  result. 

The  bleeding  which  cancer  causes  makes  the  patient 
anaemic.  Hence  she  becomes  liable  to  neuralgic  pains  in 
distant  parts,  especially  the  breasts.  Appetite  becomes 
poor ; there  may  be  discomfort,  pain,  nausea,  or  vomiting- 
after  food,  from  weakened  digestive  power.  There  is  pal- 
pitation and  shortness  of  breath.  Fatty  degeneration  ol 
the  heart  may  take  place  and  lead  to  sudden  death.  The 
drain  of  albuminous  fluid  by  the  bleeding  and  discharge  may 
bring  about  lardaceous  disease  of  liver  and  kidneys. 

Changes  in  the  uterine  body  with  cancer  of  the  cervix. 
— R.  Barnes  * has  pointed  out  that  with  cancer  of  the  cervix 
the  body  of  the  uterus  is  almost  always  enlarged  from  in- 
creased blood  supply  if  not  from  cancerous  growth.  Cancer 
of  the  cervix  may  set  up  endometritis  of  the  body,  in  which 
case  the  endometrium  will  be  reddened  and  its  secretion 
purulent  or  dark  (from  admixture  of  blood)  and  perhaps 
offensive  from  decomposition.  If  the  cancer  be  late  in 
breaking  down,  blood  or  pus  may  for  a time  be  pent  up  in  the 
uterine  cavity,  and  distend  it ; the  conditions  known  as 
hsematometra  or  pyometra.  According  to  Abel  and  Landau  t 
there  is  with  cancer  of  the  cervix  almost  always  morbid 
change  in  the  body  ; either  endometritis,  commencing  cancer, 
or  else  a structure  like  sarcoma,  which  they  think  is  a 
preliminary  stage  of  cancer.  It  is  doubtful,  however,  whether 
they  have  correctly  interpreted  their  observations,  for  their 
view  can  hardly  be  reconciled  with  the  fact  that  among 
museum  specimens  of  advanced  cancer  of  the  cervix  it  is 
exceptional  to  find  that  the  cancer  has  also  attacked  the  body. 

Modes  of  death  from  uterine  cancer.— It  is  difficult  to 
arrange  in  order  of  frequency  the  ways  in  which  uterine 
cancer  brings  about  death,  because  in  many  cases  several 
causes  contribute  to  the  fatal  effect.  The  patient  may  die 
from  haemorrhage.  Cancer  usually  kills  by  gradual  wasting 

* “Diseases  of  Women,”  1st  edition,  p.  818. 
f “ Arch,  fiir  Gyn.,”  Bd.  xxxv. 
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and  exhaustion,  death  being  hastened  at  the  end  by  one 
or  more  complications.  The  complications  which  either 
hasten  or  cause  death  are  the  following : peritonitis,  local 
or  general,  by  direct  extension  or  by  perforation ; dysentery- 
like ulceration  and  inflammation  of  the  bowel;  acute  cystitis, 
pyelitis  and  uraemia;  pulmonary  embolism  from  detachment 
of  a clot  in  venous  thrombosis;  pyaemia  from  phlebitis;  bed- 
sores ; pneumonia  and  pleurisy  from  secondary  growths  in 
the  lung;  sudden  failure  of  heart  from  fatty  degeneration. 
Putrid  emboli  may  lead  to  gangrene  of  lung.  Embolism  of 
the  middle  cerebral  artery,  causing  hemiplegia,  has  been 
observed  (R.  Barnes),  but  it  is  difficult  to  see  how  this  can  be 
a result  of  uterine  cancer. 

Duration  of  uterine  cancer. — The  average  duration  of 
life  in  uterine  cancer  is  about  eighteen  months.  It  may  kill 
in  four  months,  or  extend  over  as  many  years.  Individual 
cases  depart  so  widely  from  the  average  that  prognosis 
cannot  wisely  be  based  on  it.  Judge  of  the  rate  of  growth 
by  comparing  the  duration  of  symptoms  with  the  extent  of 
local  change,  and  in  predicting  the  future,  assume  that  the 
rate  of  growth  will  be  quick  or  slow  according  to  what  it  in 
uacli  case  has  been  in  the  past. 

The  importance  of  early  diagnosis  of  cancer. — You  will 
have  seen,  from  what  I have  already  said,  that  the  one  thing 
of  supreme  importance  for  the  treatment  of  cancer  is  early 
diagnosis.  Therefore  I ask  careful  attention  to  the  physical 
signs  of  early  cancer.  Early  diagnosis  is  important  for  this 
reason  : secondary  growths,  either  in  lymphatic  glands  or  in 
other  parts  of  the  body,  occur  later  and  more  seldom  with 
cancer  of  the  uterus  than  with  cancer  of  any  other  part. 
There  is,  therefore,  a better  prospect,  if  cancer  of  the  uterus 
be  removed,  of  freedom  from  recurrence  than  in  any  other 
form  of  cancer.  Further,  modern  improvements  in  operative 
technique  have  made  it  possible  to  remove  cancer  of  any  part 
of  the  uterus,  so  long  as  it  is  limited  to  this  organ,  with  little 
risk..  The  obstacle  to  success  in  the  treatment  of  cancer  is 
that  in  most  cases  the  disease  is  not  diagnosed,  either  because 
the  patient  does  not  seek  advice  or  is  not  examined — per- 
haps does  not  permit  examination — until  the  disease  has 
extended  beyond  the  uterus.  The  diagnosis  is  difficult. 


GANGER  OF  THE  CERVIX.  of>7 

Different  clinical  forms  of  cancer. — I have  pointed  out 
that  there  are  three  seats  of  cancer,  viz. : — 

1.  Cancer  of  the  vaginal  portion ; that  is,  cancer  beginning 
between  the  external  os  and  the  junction  of  the  uterus  and 
vagina. 

2.  Cancer  of  the  cervix ; that  is,  cancer  beginning  between 
the  os  externum  and  the  os  internum. 

3.  Cancer  of  the  body ; that  is,  cancer  beginning  above  the 
os  internum. 

The  clinical  differences  between  these  three  kinds  of 
cancer  are  these  : — 

Cancer  of  the  vaginal  portion  begins  in  a part  that  can  be 
felt  and  seen.  It  can  be  diagnosed  earlier  than  any  other 
form,  and  therefore  ought  to  be  more  successfully  treated. 

Cancer  of  the  cervix,  if  it  begins  low  down  and  the  os 
externum  has  been  enlarged  by  childbirth,  can  be  diagnosed 
early.  But  if  the  os  uteri  has  not  been  enlarged  by  child- 
birth and  the  disease  begins  high  up  in  the  cervical  canal  the 
cancer  is  seldom  recognised  early.  Cancer  of  the  cervix  more 
rapidly  spreads  beyond  the  uterus  than  either  of  the  other 
forms,  and  for  these  two  reasons  is  less  amenable  to  treatment. 

Cancer  of  the  body  cannot  be  diagnosed  so  early  as  cancer 
of  the  vaginal  portion,  but  it  remains  limited  to  the  uterus 
longer,  and  therefore  is  longer  amenable  to  treatment. 

Value  of  the  history  in  diagnosis. — I find  the  patient’s 
age  sometimes  taken  into  account  as  if  it  were  a factor  in 
diagnosis.  The  patient’s  age  ought  not  to  influence  opinion 
in  the  slightest  degree.  It  does  not  follow  that  because 
the  patient  is  at  the  age  at  which  cancer  is  common  that 
therefore  her  disease  is  cancer.  Nor  should  you  think  that 
because  the  patient  has  not  reached  or  has  passed  that  age 
therefore  the  disease  cannot  be  cancer. 

The  public  know  that  a tendency  to  cancer  is  sometimes 
inherited.  I have  known  the  family  history  given  as  a 
reason  for  or  against  the  view  that  a disease  was  cancer.  It 
ought  not  to  have  the  slightest  weight.  Only  a small  pro- 
portion of  cancer  patients  inherit  the  disease,  and  many 
persons  whose  relations  have  had  cancer  die  at  a great  age 
from  something  else. 

The  first  symptoms  of  cancer  are  usually  haemorrhage  and 


368 


DISEASES  OF  WOMEN. 


leucorrhcea  ; pain  and  wasting  come  later.  The  early  diagnosis 
of  cancer  is  of  such  importance  that  any  unusual  haemorrhage 
or  discharge  in  a woman  who  has  had  children  is  a reason 
for  vaginal  examination,  for  it  may  be  the  first  symptom 
of  cancer.  Sometimes  haemorrhage  is  the  first,  sometimes 
leucorrhcea. 

The  haemorrhage  caused  by  commencing  cancer  has  about 
it  nothing  distinctive,  either  as  to  time,  duration,  or  quantity. 
The  leucorrhoeal  discharge  has  no  character  that  is  useful  in 
diagnosis ; it  does  not  become  offensive  until  the  cancer  has 
begun  to  break  down,  and  fragments  of  decomposing  dead 
tissue  are  contained  in  the  discharge.  We  are  dependent 
on  the  patient  for  information  about  its  characters;  and  it 
is  not  wise  to  rely  upon  the  indefinite  data  that  she  can 
furnish.  Pain  is  not  important  as  an  indication  of  com- 
mencing cancer.  Pelvic  pain  is  common  to  many  diseases, 
and  there  is  nothing  peculiar  about  the  pain  of  cancer. 
Some  cases  of  cancer  run  their  course  without  pain. 

Cancer  causes  wasting.  This  is  not  important  for  early 
diagnosis.  To  do  good  you  must  recognise  the  disease 
before  it  has  lasted  long  enough  to  produce  great  wasting. 
Slight  loss  of  flesh  may  come  from  many  causes  other 
than  cancer.  Sometimes  during  the  progress  of  cancer 
patients  for  a time  gain  weight.  Hence  in  doubtful  cancer 
nothing  is  gained  by  postponing  treatment  in  order  to  ascer- 
tain whether  the  patient’s  weight  is  altering. 

In  brief,  therefore,  haemorrhage  and  leucorrhcea  are  the 
symptoms  which  in  cancer  first  denote  the  presence  of  local 
disease,  but  the  nature  of  this  disease  cannot  be  determined 
without  local  examination.  Cancer  of  the  vaginal  portion 
and  cancer  of  the  cervix  are  common  in  women  who 
have  had  children,  less  common  in  sterile  married  women, 
rare  in  the  virgin.  Therefore  you  need  only  urge  local 
examination  for  haemorrhage  or  leucorrhcea  in  the  case  of 
married  women.  The  examination  by  the  vagina  of  every 
virgin  with  a little  leucorrhcea  or  haemorrhage  would  unneces- 
sarily wound  female  delicacy,  and  would  be  so  rarely  atoned 
for  by  the  discovery  of  cancer  of  the  vaginal  portion  in  a 
curable  stage  that  I think  it  is  wiser,  unless  for  some  other 
reason  vaginal  examination  is  called  for,  to  let  the  patient 
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run  the  very  slight  risk  that  cancer  of  the  vaginal  portion 
may  be  left  too  long  untreated.  Cancer  of  the  body  attacks 
virgins  as  often  (in  proportion  to  their  number)  as  married 
or  parous  women ; but  this  disease  remains  amenable  to  treat- 
ment for  so  long  that,  if  it  be  present,  you  will  not  do  harm 
by  postponing  examination  until  the  existence  of  serious 
local  disease  is  clear. 

Local  changes  produced  by  cancer. — Cancer,  wherever  it 
occurs,  displays  the  following  features  : — 

1.  It  is  a new  growth,  therefore  the  part  it  attacks  is  en- 
larged. In  the  later  stages  the  destruction  effected  may 
make  the  part  smaller,  but  in  the  beginning  there  is  always 
enlargement. 

2.  It  is  a new  growth  which  breaks  down.  Sooner  or 
later  this  always  happens. 

3.  The  new  growth  affects  all  tissues ; so  does  the 
breaking  down ; it  is  never  limited  by  any  anatomical 
boundary. 

Apply  these  general  statements  to  the  uterus.  Consider 
first  the  case  of  cancer  so  advanced  that  there  can  be  no 
question  about  the  diagnosis — also  no  doubt  of  the  useless- 
ness of  treatment 

1.  The  cervix  is  enlarged  from  the  new  growth  If  the 
body  of  the  uterus  is  affected  it  is  enlarged. 

2.  It  is  ulcerated  because  the  growth  breaks  down.  The 
ulceration  which  follows  an  injury  is  a reparative  process ; it 
tends  to  fill  up  breaches  of  surface  ; at  its  edge  granulation 
cells  are  being  organised  into  fibrous  tissue,  which  contracts 
and  tends  to  pull  the  edge  down  to  the  level  of  the  surface. 
The  ulceration  of  cancer  is  caused  by  breaking  down  of  tissue, 
and  its  edges  are  the  places  at  which  the  breaking  down  is 
going  on.  Hence  its  edges  are  everted  and  often  undermined. 

3.  The  cervix  is  fixed  because  the  growth  invades  all 
tissues. 

These  are  the  signs  of  cancer  beyond  the  reach  of 
treatment.  We  have  to  apply  the  first  two  of  these  criteria 
before  the  third  has  had  time  to  develop.  A new  growth  on 
the  vaginal  portion  which  tends  spontaneously  to  break  down 
is  cancer. 

1.  Cancer  of  the  vaginal  portion. — As  an  outgrowth. 
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— When  this  begins  as  an  outgrowth  from  the  surface  it  may 
look  like  a growth  of  warts,  or  papillae,  or  granulations,  on 
the  vaginal  portion.  The  surface  is  not  smooth  ; it  feels 
uneven,  or  even  rough. 

The  warty  growth  of  commencing  cancer  is  harder  than 
the  soft  velvety  erosion,  and  has  a sharper1  edge.  It  soon 
begins  to  show  signs  of  breaking  down.  When  a cancerous 
growth  is  beginning  to  break  down  it  looks  as  if  it  had  been 
scratched,  perforated,  or  worm-eaten.  There  are  ecchymoses 
here  and  there;  and  if  breaking  down  is  rapidly  going  on, 
small  spots  of  greyish  slough  will  be  seen.  It  bleeds  when 
touched.  It  is  friable ; you  can  break  away  fragments  with  a 
curette.  No  innocent  growth  from  the  vaginal  portion  in  the 
least  resembles  either  a mushroom  or  a cauliflower.  But 
cancer  must  be  recognised  before  it  has  grown  to  dimensions 
which  make  such  comparisons  appropriate. 

2.  Ingrowth  below  the  surface. — Cancer  may  begin  as 
an  ingrowth  below  the  surface.  The  first  evidence  of  its 
presence  is  an  angry  livid  red  spot,  the  surface  being  at  first 
quite  smooth*  The  colour  depends  upon  the  vascularity 
caused  by  the  new  growth,  and  its  tendency  to  break  down, 
which  leads  to  minute  haemorrhages  into  the  growth  before 
the  breaking  down  is  enough  to  make  a breach  of  the  surface. 
When  the  smooth  livid  surface  of  the  cancer  spot  is  rubbed  it 
bleeds.  A dark  red  spot,  bleeding  on  contact,  should  make  you 
suspect  cancer.  This  is  the  earliest  stage  that  has  been  observed. 
If  there  is  not  merely  a patch  of  altered  colour  but  a nodule 
that  can  be  felt,  the  suspicion  is  still  stronger. 

Diagnosis  from  “granular  erosion.” — The  only  other 
new  growth  that  is  seen  on  the  surface  of  the  vaginal  portion 
of  the  cervix  is  the  so-called  “ granular  erosion.”  The  adjec- 
tive is  good,  because  the  surface  is  granular;  but  the  word 
“ erosion  ” is  a relic  from  a time  when  this  condition  had  not 
been  examined  microscopically,  and  it  was  supposed  that  the 
epithelium  was  absent.  The  condition  is  a flat  adenomatous 
growth.  This  may  quite  surround  the  os  externum,  or  be 
limited  to  one  lip  of  the  os  uteri.  Its  edge  is  not  sharp. 
There  is  no  abrupt  change  in  the  level  of  the  surface.  An 
erosion  is  most  raised  close  to  the  os  uteri,  and  slopes  off 

* Williams,  “Cancer  of  Uterus,”  p.  9. 
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gradually  into  healthy  tissue.  A line  defining  the  edge  of 
the  growth  would  have  to  be  wavy,  and  interrupted  in  places, 
for  within  the  scarlet  new  growth  we  find  islets  of  healthy 
mucous  membrane,  and  outside  it  we  find  dots  of  scarlet  new 
growth  outside  the  main  patch.  An  erosion  is  deep  scarlet  in 
colour,  and  its  whole  surface  is  of  the  same  colour.  It  is  soft, 
and  easily  made  to  bleed,  by  the  friction  of  the  end  of  the 
speculum  against  it,  or  by  rubbing  it  with  wool  to  clean  it. 
But  there  is  no  ecchymosis,  no  excavation,  no  sign  of 
sloughing  : and  it  is  not  friable. 

Other  conditions  which  may  be  taken  for  cancer. — Red 
'patches  on  the  cervix.  Sometimes  the  mucous  membrane 
over  a defined  area  round  the  os  externum  is  of  a darker 
red  than  the  rest,  but  is  smooth  and  glistening,  not  gra- 
nular, and  does  not  bleed  when  it  is  rubbed.  I think  that 
these  red  smooth  patches  are  the  remains  of  erosions  which 
have  got  well,  so  that  their  colour  remains,  although  the 
granular  surface  has  disappeared.  I have  examined  such 
patches,  and  found  that  they  were  covered  with  pavement 
epithelium,  and  that  beneath  this  epithelium  were  remains  of 
glands  such  as  are  seen  in  granular  erosions.  These  patches 
are  red  only,  not  livid  ; and  do  not  bleed  on  contact. 

Shotty  follicles  in  cervix. — When  the  cervix  has  been 
split,  is  swollen  by  chronic  inflammation,  and  has  on  it 
follicles  filled  with  retained  secretion,  and  feeling  like  shot 
embedded  in  the  surface,  we  have  a condition  that  I have 
known  taken  for  cancer.  But  these  blocked-up  follicles,  when 
looked  at  through  the  speculum,  are,  if  their  contents  are 
unaltered,  pearly  grey  in  colour.  If  the  retained  secretion  is 
inspissated,  they  are  yellow.  Prick  them  and  the  secretion 
will  come  out.  The  only  elevations  they  form  are  slight 
smooth  convexities.  The  mucous  surface  around  them  is  not 
altered  in  colour.  There  is  no  warty  growth,  no  lividity,  and 
not  the  slightest  appearance  of  any  breaking  down. 

Fibroid. — A small  fibroid  of  the  cervix  might  be  taken 
for  cancer.  A fibroid  is  distinguished  by  its  smoothness,  its 
hardness,  its  rounded  outline,  and  by  the  fact  that  it  does 
not  break  down  or  bleed  on  contact.  It  does  not,  like  cancer, 
invade  all  tissues,  but  has  its  own  circumscribed  capsule.  It 
may  be  congested,  livid,  and  mottled,  showing  visible  vessels 
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on  its  surface,  but  there  is  no  excavating  ulceration  or  warty 
outgrowth. 

“ Herpetic  erosion.” — This  is  a change  sometimes  seen 
on  a thickened  cervix  called  the  “ herpetic  erosion,”  viz. 
little  vesicles,  like  miliaria,  which  leave  red  spots  when 
the  raised  dome  of  epithelium  is  wiped  away  with  a piece 
of  wool.  These  vesicles  may  be  taken  for  commencing 
new  growth,  but  they  denote  no  such  thing.  I have 
never  seen  them  except  on  a thickened  cervix.  I agree 
with  Scanzoni  that  they  have  nothing  to  do  with  herpes, 
and  therefore  the  name  herpetic  erosion  is  a bad  one. 
They  are  unimportant. 

Spiegelberg’s  sign. — There  is  a tactile  sign  which  Spiegel- 
berg  pointed  out.  It  is  that  the  growth  of  cancer  beneath 
the  mucous  membrane  alters  the  consistence  of  the  tissues, 
and  makes  them  less  pliable,  so  that  when  the  finger  is 
pressed  on  and  moved  along  the  affected  part  the  superficial 
tissues  follow  the  movement  imparted  to  them  less  easily 
than  in  the  normal  condition.  Hence  the  feel  of  the  cervix 
is  peculiar  ; it  has  been  compared  to  that  of  passing  the 
finger  over  wet  indiarubber.  This  simile  is  the  best  that 
I know  of.  This  peculiar  feeling  is  not  present  in  every 
case,  nor  present  throughout  the  whole  course  of  each  case ; 
and  therefore  its  absence  is  no  proof  that  the  disease  is  not 
cancer ; but,  when  present,  it  should  cause  grave  suspicion  of 
cancer. 

Chancre. — It  has  been  suggested  to  me  that  a chancre,  or 
condylomata  on  the  cervix,  might  be  taken  for  cancer.  A 
chancre  shows  no  sign  of  new  growth,  nor  condylomata  of 
breaking  down.  Induration  is  not  appreciable  on  the  cervix. 
The  presence  of  secondary  symptoms  elsewhere  and  the  effect 
of  treatment  would  settle  the  diagnosis. 

Dilatation  by  tents. — A test  of  cancer  has  been  quoted 
in  text-books  on  the  authority  of  Spiegelberg.*  He  said  that 
a healthy  cervix  would  always  yield  to  a tent,  while  a 
cancerous  cervix  would  not.  I am  sure  this  is  wrong,  and 
in  saying  so  I am  in  agreement  with  Winckel  and  Olshausen. 
I have  often  found  a cancerous  cervix  dilate  easily,  and  a 
non-cancerous  cervix  so  resist  even  a laminaria  tent  that 

* “ Arch,  fiir  Gyn.,”  Bd.  iii.,  s.  233. 
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the  tent  was  removed  with  difficulty,  and  after  removal 
showed  a groove  where  the  internal  os  had  prevented  its 
expansion. 

Lacerations. — Another  sign  that  has  been  pointed  out  as 
a distinction  between  cancer  and  a cervix  split  into  lobes 
by  laceration  during  labour  is  that  the  fissures  from  tearing 
run  from  the  canal  outwards ; while  those  between  the 
nodules  of  a cancerous  growth  are  irregular  in  their  course. 
This  is  true,  but  of  no  use  for  early  diagnosis,  for  when  a 
cancer  of  the  cervix  is  so  big  as  to  consist  of  nodules 
separated  by  fissures  there  will  be  other  evidence  putting  the 
diagnosis  beyond  doubt. 

Cancer  of  the  cervical  canal.— Cancer  may  begin  in  the 
cervical  canal.  If  it  begin  high  up  and  the  os  externum  is 
not  enlarged,  it  cannot  be  recognised  early  unless  the  cervix 
is  artificially  dilated.  If  it  begin  low  down  and  the  external 
os  has  been  so  enlarged  by  tearing  during  labour  that  the 
lower  part  of  the  arbor  vitse  uterina  is  visible,  then  cancer 
can  be  recognised  here  as  early  as  when  it  begins  on  the 
vaginal  portion.  The  condition  which  causes  difficulty 
in  diagnosis  is  that  in  which  the  cervix  presents  the  dense 
fibrous  rounded  elevations  to  which  R.  Barnes  has  given  the 
name  of  “ hypertrophic  polypi,”*  and  which  Matthews  Duncan 
described  in  the  words  “ hardness  with  big-grained  rough- 
ness.” In  this  condition  wc  have  red  nodular  growths  at  the 
lower  part  of  the  cervical  canal;  and  if,  in  addition,  the 
patient  has  symptoms  which  go  with  cancer — haemorrhage, 
leucorrhoea,  pain,  wasting — rthe  diagnosis  of  cancer  may 
suggest  itself.  The  macroscopical  differences  of  this  con- 
dition from  cancer  are — that  a simple  hypertrophic  polypus 
does  not  bleed  on  contact ; that  it  does  not  show  any  tend- 
ency to  break  down ; that  there  is  no  ulceration,  no  point 
of  sloughing  anywhere ; that  it  is  not  friable ; and  that  this 
condition  of  “ hardness  with  big-grained  roughness”  extends 
over  an  area  of  the  cervix  so  considerable  that  cancer,  if 
advanced  enough  to  occupy  such  an  extent,  would  certainly 
have  begun  to  break  down. 

If  symptoms  suggest  cancer,  and  nothing  is  perceived 
by  finger  and  speculum  to  account  for  them,  the  suspicion 

* “ St.  Thomas’s  Hospital  iieports,”  1872. 
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can  be  confirmed  or  negatived  only  by  dilatation  of  the  cervix. 
This  done,  the  finger  in  the  cervix  will  either  feel  the  firm, 
smooth  ridges  of  the  arbor  vitae,  or  there  will  be  at  some 
part  of  the  canal  a friable  nodule,  or  warty  growth,  or  a 
ragged  ulcer. 

The  microscope  in  diagnosis. — A diagnosis  based  on  the 
microscopical  examination  of  sections  of  tissue  must  be 
accepted  with  reserve,  for  the  following  reasons : — 

(1)  Only  an  expert  familiar  with  the  microscopic  appear- 
ances of  the  different  parts  of  the  uterus  can  form  an  opinion. 
(2)  The  judgment  even  of  an  expert  on  a scraping,  or  a 
broken-off  bit,  is  of  no  value  unless  it  be  in  the  affirmative. 
Cancer  may  be  present,  and  yet  the  bit  examined  may  not  be 
cancerous.  Before  you  can  be  sure  that  a diseased  part  is 
not  cancer,  sections  from  every  part  of  it  must  be  examined. 
Now  if  you  have  to  remove  a large  piece  of  a cervix  in  order 
to  see  whether  there  be  cancer  present  in  if  or  not,  it  is  better 
to  remove  the  suspicious  part  altogether.  (3)  There  are 
growths  occasionally  met  with  in  the  uterus,  called  malignant 
adenomata,  which  resemble  cancer  as  to  their  clinical  history, 
but  which  microscopically  present  none  of  the  characters  of 
cancer.  In  simple  erosions  in  women,  and  in  erosions  on  the 
cervix  uteri  in  monkeys,  Bland  Sutton  and  Gordon  Brodie 
have  found  structures  exactly  like  those  regarded  as  charac- 
teristic of  cancer. 

Negative  microscopical  evidence  should  never  be  trusted. 
The  naked-eye  characters  and  behaviour  of  the  growth  should 
be  taken  into  account  as  well  as  its  histology ; and  if  the  two 
conflict,  the  behaviour  of  the  growth  is  the  more  trustworthy. 

The  effect  of  treatment. — In  case  of  doubt,  the  behaviour 
of  the  suspicious  part  under  treatment  is  a test.  An  erosion 
or  a thick  inflamed  cervix  may  bleed  on  contact ; but  if  one 
of  these  conditions  is  the  only  morbid  change  present,  one 
or  two  applications  of  strong  carbolic  acid  will  so  far  improve 
the  local  condition  that  the  diseased  part  will  cease  to  bleed 
on  contact.  If  the  disease  be  cancer,  these  applications  will 
stimulate  its  growth.  Hence  never  prolong  such  experimental 
treatment. 

Cancer  high  up  in  the  cervical  canal.— In  this  situa- 
tion the  beginning  of  cancer  cannot  be  seen  or  felt,  and 
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therefore  it  is  impossible  to  diagnose  it  early.  It  may 
begin  in  two  places  at  once.  Cancer  beginning  high  up 
in  the  cervical  canal  may  assume  various  forms ; it  may 
be  a papillary  grotvth  protruding  into  the  cervical  canal 
and  through  the  os  externum  ; it  may  form  a solid  mass, 
which  presents  at  the  os  externum  like  a polypus ; it  may 
thicken  the  cervix,  and  then  break  down  and  excavate  it, 
so  that  the  whole  thickness  of  the  cervix  may  be  eaten  away, 
while  there  is  little  disease  discoverable  by  the  vagina. 
I have  seen  the  cervix  so  broken  down  that  it  tore  in  half 
when  it  was  pulled  upon  for  the  purpose  of  removal,  and 
yet  the  ulceration  visible  at  the  os  externum  could  be 
covered  by  a threepenny-bit.  Cancer  may  extend  super- 
ficially upwards  and  downwards,  and  break  down  quickly 
so  that  it  forms  a conical  ulcer,  which  enlarges  the  external 
os,  and  extends  up  to  or  beyond  the  internal  os.  When 
it  presents  these  forms,  the  diagnosis  is  clear,  but  the  disease 
is  beyond  treatment.  This  form  of  cancer  advances  so  fast, 
and  its  initial  symptoms  are  so  slight,  that  we  seldom  have 
the  opportunity  of  diagnosing  and  treating  it  early. 

The  treatment  of  uterine  cancer. — There  is  only  one 
way  of  curing  uterine  cancer,  and  that  is  by  its  removal. 
Cancer  of  the  uterus  remains  so  long  without  implication  of 
the  lymphatic  glands,  or  secondary  growths  in  other  organs, 
that  the  prospect  of  cure  by  its  early  removal  is  greater  than 
can  be  offered  in  any  other  form  of  cancer.  The  essential 
condition  for  cure  is  that  the  cancer  be  early  recognised.* 

How  to  judge  whether  uterine  cancer  can  be  removed. — 
Is  the  uterus  freely  movable  ? — You  cannot  by  ordinary 
vaginal  or  bimanual  examination  judge  correctly  as  to 
whether  cancer  has  or  has  not  invaded  the  broad  ligaments, 
until  the  cancer  is  advanced.  To  detect  slight  disease  of  the 
broad  ligaments:  (1)  fix  a volsella  or  hook  in  the  cervix,  and 
try  to  pull  it  down  to  the  vulva.  If  you  cannot  do  this  the 
broad  ligaments  are  probably  invaded.  (2)  Holding  the  cervix 
down,  put  your  finger  in  the  rectum,  and  feel  the  utero-sacral 
ligaments  to  see  if  they  are  thickened.  If  you  can  pull  the 
cervix  down  to  the  vulva,  and  you  feel  no  thickening  of  either 
utero-sacral  ligament,  you  can  remove  the  cancer. 

* For  the  early  history  of  these  operations,  see  West,  “ Diseases  of  Women,” 
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Choice  of  operation  — Amputation  of  cervix  or  ex- 
tirpation of  the  uterus  ? — This  depends  upon  the  seat  of 
the  cancer. 

(1)  Cancer  of  vaginal  portion. — If  cancer  is  limited  to  the 
vaginal  portion  it  can  be  removed  by  amputating  the  cervix. 
Schroder  introduced  this  operation  in  1882 ; it  has  been  ad- 
vocated in  England  by  Sir  J.  Williams*  and  through  him 
has  held  its  position  longer  in  England  than  in  other  coun- 
tries. The  operation  is  known  as  “ supra- vaginal  amputation 
of  the  cervix.”  The  adjective  is  used  to  distinguish  it  from 
the  amputation  merely  of  the  vaginal  portion,  introduced  by 
Osiander  and  Lisfranc,  which  is  done  for  hypertrophy,  and 
occasionally  for  inflammation  of  the  vaginal  portion,  and  was 
formerly  done  for  cancer,  before  Schroder  introduced  his  im- 
proved operation.  The  adjective  is  not  required : excision  of 
the  Avhole  cervix  must  be  supra-vaginal.  The  main  reasons 
in  its  favour  were  that,  when  Schroder  introduced  it,  and  Sir 
J.  Williams  published  his  work  upon  the  subject,  its  mortality 
was  less  than  that  of  extirpation  of  the  uterus,  and  the  per- 
centage of  recurrent  cases  not  greater.  But  (a)  since  then 
the  technique  of  extirpation  of  the  uterus  has  been  improved, 
so  that  there  is  now  little  difference  in  the  mortality.  For 
the  cases  now  under  consideration  I think  total  extirpation 
the  easier  and  safer.  The  mortality  of  hysterectomy  attends 
chiefly  the  cases  in  which  the  uterine  body  is  enlarged,  (h) 
The  partial  operation  has  a difficulty  and  danger  of  its  own 
which  total  extirpation  has  not ; viz.  that  in  the  partial 
operation  the  uterine  arteries  are  secured,  but  not  the  ovarian ; 
and  hence  of  ten  there  is  oozing  troublesome  to  stop.  In  com- 
plete extirpation  both  uterine  and  ovarian  arteries  are  secured, 
(c)  When  the  cervix  is  amputated  for  hypertrophy,  stenosis 
and  atresia  can  be  prevented  by  stitching  the  mucous  mem- 
brane of  the  cervical  canal  to  that  of  the  vaginal  portion.  But 
a feature  of  Schroder’s  operation  is  to  scoop  out  a cone- 
shaped  piece  of  cervix  extending  high  up.  When  this  is 
done,  it  is  not  possible  so  to  stitch  the  mucous  membrane 
within  to  that  without  as  to  prevent  stenosis  and  atresia. 
Hence  the  frequent  result  is  obstructive  dysmenorrhcea,  fol- 
lowed by  htematometra ; and  possibly  endometritis  and 

* “ Cancer  of  the  Uterus,”  1888. 
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salpingitis.  Should  a patient  become  pregnant  after  amputa- 
tion of  cervix,  the  cicatricial  os  uteri  may  give  trouble.  To 
protect  the  patient  from  these  troubles,  I think  it  is  better  in 
operating  for  cancer  always  to  remove  the  whole  uterus,  (d) 
You  cannot  always  be  sure,  when  you  discover  cancer  of  the 
vaginal  portion,  how  far  up  the  disease  extends.  There  may 
be,  although  there  seldom  is,  cancer  high  up  in  the  cervical 
canal  as  well.  If  you  amputate  the  cervix  only,  you  may  now 
and  then  find  your  operation  incomplete  from  this  cause.  Your 
patient  is  secured  against  this  if  you  remove  the  whole  uterus. 

A fallacious  argument  is  sometimes  brought  forward  in 
favour  of  removing  the  whole  uterus.  It  is  said  that  in  cancer 
of  other  parts,  c.cj.  the  breast  and  the  testicle,  no  surgeon  would 
be  content  with  removing  a part  only  of  the  affected  gland ; 
that  the  greatest  security  is  attained  by  removing  the  whole  of 
the  organ  that  is  attacked.  But  the  advantage  of  removing  the 
wdiole  gland  in  the  instances  specified  is  that  a large  margin 
of  healthy  tissue  around  the  cancer  is  taken  away.  In  the 
uterus,  also,  a margin  of  healthy  tissue  should  be  removed. 
But  at  the  sides  of  the  uterus  you  have  to  be  content  with  a 
narrow  margin  of  healthy  tissue.  If  here  you  can  only  get  a 
zone,  say,  of  a quarter  of  an  inch  of  healthy  tissue,  you  will 
not  get  a greater  chance  of  freedom  from  recurrence  by  re- 
moving two  inches  of  healthy  tissue  above  the  disease,  which 
is  a wider  margin  than  you  can  possibly  get  at  the  sides. 
Observations  of  cases  of  recurrent  growth  have  shown  that 
when  cancer  recurs  after  removal  of  the  vaginal  portion,  it 
recurs  in  the  cellular  tissue  ; not  in  the  stump  of  the  uterus, 
which  is  what,  from  the  above  consideration,  might  be  expected. 
The  attainable  margin  of  healthy  tissue  at  the  sides  is  as  great 
in  amputation  of  the  cervix  as  in  extirpation  of  the  uterus. 

(2)  Cancer  of  the  cervix. — Cancer  in  this  situation  is 
seldom  found  out  early  enough  for  its  removal.  But  you 
may  get  such  a case.  Now  in  these  cases  there  are  additional 
reasons  for  preferring  extirpation  of  the  uterus  to  amputation 
of  the  cervix,  namely,  (a)  if  you  treat  such  a case  by  ampu- 
tation of  the  cervix,  you  must  remove  not  only  the  cervix, 
but  a part  of  the  body  of  the  uterus,  cutting  out  a conical 
piece  extending  nearly  to  the  fundus.  This  is  more  difficult, 
and  therefore  more  dangerous,  than  removing  the  whole 
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uterus.  ( b ) When  the  cervical  canal  is  excavated  by  cancer, 
it  is  thinned,  and  it  may  be  so  thinned  as  to  break  when  you  pull 
it  down  to  detach  it  from  the  body.  This  will  make  it  more 
difficult  to  get  away  the  upper  part  of  the  disease. 

The  operation. — The  following  instruments  are 
required : — 

Clover’s  crutch. 

Paquelin’s  cautery. 

Sharp  spoon  (Fig.  122). 

Four  volselke. 

Six  Wells’s  large  pressure  forceps. 
Ligaturesandaneurysmneedlewith  large  curve. 
Toothed  dissecting  forceps. 

Scissors. 

Duckbill  speculum. 

Retractors. 

Sponges,  sponge-holders,  macintoshes,  iodo- 
form and  insufflator. 

Put  the  patient  in  the  lithotomy  position. 
Preparation  of  the  cancer. — In  a patient  who 
has  cancer,  if  particles  of  the  cancer  be  inoculated 
in  other  parts  of  the  body,  they  will  grow.  If 
in  removing  a cancer,  you  touch  with  }mur  instru- 
ments first  the  surface  of  the  cancer  and  then  a 
fresh  wound,  particles  of  cancer  may  thus  be 
inoculated  into  the  wound,  and  there  grow.  This 
theoretical  view  has  been  confirmed  by  clinical 
experience-*  It  is  found  that  when  (as  in  cancer 
of  the  body)  the  nature  of  the  case  is  such 
that  accidental  inoculation  of  wound  surfaces 
with  cancer  during  the  operation  is  unlikely,  and 
when  care  is  taken  to  guard  against  such  inocula- 
tion, recurrence  is  less  frequent  than  when  the  pos- 
sible opportunities  of  inoculation  have  been  abundant. 

Therefore  begin  the  operation  by  scraping  away  with  a 
sharp  spoon  the  friable  surface  of  the  cancer ; and  then, 
having  got  down  to  firm  tissue,  with  Paquelin’s  cautery 
thoroughly  burn  the  whole  surface  of  the  cancer,  so  that 
instead  of  living  cancer  tissue  you  have  a dead  burnt  crust. 

* See  Winter,  “ Zeit.  fiir  Geb.  und  Gyn.,'’  pd.  xxvii. 
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Sharp  spoon. 
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The  detachment  of  the  cervix. — Seize  the  cervix  with  two 
volsellae.  These  are  the  only  instruments  which  must  in- 
evitably touch  the  cancer,  and  therefore  they  must  on  no 
account  touch  the  wound.  Therefore  having  fixed  these  vol- 
sellse  in  the  cervix,  do  not  remove  them.  Pull  the  cervix 
down  to  the  vulva.  Hold  the  perineum  back  with  a Simon’s 
retractor.  Ascertain  the  line  of  vaginal  reflexion  by  grasping 


Fig.  123. — First  step  in  hysterectomy  : division  of  vagina  round  cervix. 

[After  Royal.) 

the  mucous  membrane  and  noting  the  line  at  which  you  begin 
to  be  able  easily  to  pull  it  from  the  uterus.  Then  with  scissors 
cut  through  the  mucous  membrane  behind,  making  your  in- 
cision concave  behind  so  as  to  surround  the  cervix  posteriorly. 
Then  cut  farther  on  in  the  middle  line,  so  as  to  open  the' 
pouch  of  Douglas.  When  you  have  made  a small  hole  in  this 
peritoneal  fold,  put  in  your  fingers  and  tear  it  open  until  the 
opening  is  as  large  as  that  in  the  mucous  membrane.  Now 
remove  the  speculum,  and  pull  the  cervix  down  and  back  so  as 
to  bring  the  anterior  vaginal  wall  within  reach.  Cut  trans- 
versely through  the  mucous  membrane,  at  a point  just  below 
where  you  can  pull  it  freely  away  from  the  uterus,  and  extend 
the  incision  round  the  cervix  until  it  meets  the  one  behind 
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(Fig.  123).  In  the  centre  cut  through  the  cellular  tissue 
quite  down  to  the  muscular  wall  of  the  uterus.  Then  with 
the  fingers  strip  the  bladder  and  ureters  off  the  uterus  and 
broad  ligaments,  taking  care  to  separate  them  extensively 
at  the  sides  (Fig.  123a).  Upon  this  extensive  lateral  separa- 
tion depends  the  safety  of  the  bladder  and  ureters.  The 
uterus  is  now  free  in  front  and  behind,  attached  by  the  broad 
ligaments  at  the  sides,  in  which  run  the  uterine  and  ovarian 


Fig.  123a. — Separation  of  bladder  and  ureters  from  cervix.  ( After  Doyen.) 


arteries.  Feel  with  the  finger  and  thumb  in  front  and  behind 
each  broad  ligament  where  the  uterine  arteries  are,  and  free 
the  cervix  uteri  by  cutting  through  the  tissues  on  each  side 
nearly,  but  not  quite,  up  to  the  uterine  arteries.  If  you  do 
not  cut  these  important  vessels,  the  bleeding  will  not  be 
formidable. 

Ligature  of  the  uterine  arteries. — Many  needles  have 
been  made  with  which  to  tie  the  broad  ligaments.  The  best 
is  a blunt-pointed  needle,  curved  like  an  aneurysm  needle, 
and  of  such  size  that  the  terminal  part,  which  carries  the 
needle,  and  runs  transversely  to  the  handle,  is  about  an  inch 
and  a half  long.  Having  felt  a uterine  artery,  pass  the  needle 
(threaded  Avith  number  5 China  tAvist)  through  the  broad 
ligament  above  the  artery,  keeping  it  about  a third  of  an 
inch  from  the  uterus.  Tie  the  ligature  as  tightly  as  you  can. 
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Seize  the  ligature  and  withdraw  the  needle.  Do  the  same  on 
the  opposite  side. 

Doyen,  before  ligaturing  each  uterine  artery,  crushes  the 
tissues  with  a powerful  compressor,  the  angiotribe.  Many 
operators  get  good  results  without  this ; but  it  is  nevertheless 
a help  to  secure  tying  (Fig.  123b).  The  difficulty  in  tying  is 
that  it  has  to  be  done  down  in  a hole,  so  that,  if  after  the 
first  hitch  has  been  pulled  tight,  it  slips,  the  operator  may  not 
notice  the  slip,  and  then  the  knot  will  be  loose  and  insecure. 

Bringing  out  the  uterus. — Cut  the  cervix  uteri  free  from 


the  cellular  tissue  on  each  side,  taking  care  not  to  cut  too 
close  to  the  ligatures.  Then  seize  the  cervix  with  two  vol- 
sellse,  one  on  each  side  of  the  anterior  lip.  With  scissors  cut 
in  the  middle  line  up  the  anterior  wall  of  the  cervix  and  body 
of  the  uterus  (Fig.  123c).  As  you  cut,  seize  higher  and  higher 
parts  of  the  uterus  with  volsellre,  and  so  pull  it  further  and 
further  down  (Fig.  123d).  You  will  soon  find  the  fundus  uteri 
easily  slip  out  (Fig.  123e).  You  now  have  the  uterus  outside 
the  vulva,  attached  by  its  body  to  the  upper  part  of  the  broad 
ligaments.  Transfix  a broad  ligament  with  an  aneurysm 
needle  carrying  a double  ligature.  Tie  the  broad  ligament 
with  two  interlocked  stitches.  Then  cut  the  uterus  free  on 
the  uterine  side  of  the  ligature,  taking  care  to  leave  enough 
tissue  to  prevent  the  ligature  from  slipping.  The  uterus  is 
now  attached  only  by  one  broad  ligament.  Tie  this  in  like 
manner,  and  cut  the  uterus  away.  Cut  the  ends  of  the  liga- 
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tures  short  after  tying  them,  so  that  they  may  not  he  pulled 
upon.  Lightly  pack  the  vagina  with  iodoform  gauze ; this 
will  help  to  keep  the  discharge  aseptic.  Leave  it  in  for  a week. 
During  the  operation  hold  the  cervix  by  volsellee,  and,  if  pos- 
sible, avoid  touching  it  with  the  fingers  or  letting  it  come 


Fig.  123c. — Hemisection  of  uterus  commenced.  (After  Doyen.) 

into  contact  with  the  cut  surface  of  the  vagina.  Do  not  use 
to  cut  away  the  uterus  the  same  scissors  with  which  (in 
bisecting  the  anterior  wall)  you  cut  through  the  cancer. 

Superfluous  complications. — Additional  precautions  are 
taken  by  some  operators.  One  is  to  put  a sponge  (with  a 
string  tied  round  it)  in  the  peritoneal  cavity  to  keep  the 
bowels  back  while  the  broad  ligaments  are  being  secured. 
This  is  unnecessary,  for  the  fingers  can  protect  the  broad 
ligaments ; a small  sponge  will  not  keep  the  bowels  back, 
and  a large  one  may  pull  them  down  as  it  is  being  removed. 
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Some  stitch  the  peritoneum  together  in  front  and  behind. 
This  takes  time,  involves  more  prolonged  exposure  and  mani- 
pulation of  the  peritoneum,  and  is  unnecessary,  because  the 
parts  naturally  fall  together  without  any  ligatures. 

Dangers  of  the  operation. — The  main  risks  of  this 
operation  are  three: — (1)  Septic  poisoning.  This  is  to  be 

prevented  by  antiseptics.  (2)  Haemorrhage.  This  is  to  be 
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Fig.  123d.-  Hemisection  of  uterus  in  progress.  {After  Doyen.) 


prevented  by  care  in  the  application  of  ligatures  or  pressure 
forceps.  (3)  Injury  to  bladder  or  ureters.  These  may  be  either 
directly  wounded,  or  they  may  be  included  in  forceps  or  liga- 
tures. This  is  to  be  prevented  by  separating  the  parts  in 
front  widely  at  the  sides.  If  known  to  be  wounded  the  wound 
should  at  once  be  stitched  up. 

Operations  in  unsuitable  cases. — In  unsuitable  cases  bad 
results  are  apt  to  follow  extirpation  of  the  uterus,  Extension 
of  cancer  into  the  broad  ligaments  makes  the  tissues  more 
friable ; therefore  ligatures  do  not  hold  so  well,  and  there  is 
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greater  risk  of  haemorrhage : and  attempts  to  cut  wide  of  the 
disease  bring  danger  of  wounding  bladders  or  ureters. 

Cancer  may  attack  a cervix  that  is  fixed  by  inflammatory 
adhesions.  If  the  cancer  is  clearly  limited  to  the  vaginal 
portion,  the  right  treatment  is  to  separate  the  adhesions,  pull 
down  and  remove  the  uterus.  But  when  a cervix  is  affected 
with  cancer  and  is  fixed,  it  is  difficult  to  be  sure  how  far 


the  fixation  is  due  to  adhesions,  and  how  far  to  cancerous 
growth  ; for  cancer  of  the  vaginal  portion  may  be  accompanied 
by  cancer  higher  up.  Bearing  in  mind  this,  as  well  as  the 
greater  difficulty  of  the  operation  in  such  cases,  an  inex- 
perienced operator  will  do  wisely  to  decline  operating  in  such 
cases.  The  probability  of  an  immediate  ill  result  from  the 
operation,  or  of  failure  completely  to  remove  the  disease  is  in 
such  circumstances  greater  than  the  prospect  of  cure. 

Incomplete  operations  for  cancer. — However  careful  you 
are  in  ascertaining  the  mobility  of  the  uterus  before  advising 
operation,  you  will  sometimes  meet  cases  in  which  the  uterus 
when  examined  by  the  ordinary  methods  seem  mobile,  and 
yet  Avhen  the  patient  is  anaesthetised  some  slight  loss  of 


Fig.  123e. — Uterus  brought  outside.  ( After  Doyen.) 
Cl,  P2,  P3 — sites  of  successive  grasps  of  volsella. 
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mobility,  or  some  little  induration  in  a broad  ligament  is  per- 
ceived. If  it  is  clear  that  any  attempt  to  remove  the  disease 
will  do  more  harm  than  good,  none  should  be  made.  But  in 
case  of  doubt,  it  is  better  to  err  by  incompletely  removing  the 
disease  than  by  doing  nothing ; because  (1)  the  fact  of  doubt 
implies  that  there  is  a possibility  of  error,  that  your  unfavour- 
able view  may  be  wrong,  and  that  you  may  perhaps  get  the 
whole  disease  away;  (2)  an  incomplete  operation  will  relieve 
symptoms  for  a time : sometimes  a long  time.  (3)  If  you 
have  told  the  patient  what  is  the  matter,  have  raised  hope  of 
cure  (and  you  cannot  persuade  her  to  submit  to  operation  with- 
out doing  this),  and  induced  her  to  face  the  anxiety,  risk,  and 
suffering  of  an  operation ; and  then  when  she  has  done  this 
you  have  to  tell  her  that  hope  of  cure  has  been  abandoned, 
grave  nervous  shock  will  be  the  consequence.  For  these 
reasons,  an  incomplete'  operation  is  sometimes  unavoidable, 
because  the  best  thing  for  the  patient.  I speak  only  of  cases 
in  which  there  is  doubt ; not  of  those  in  which  it  is  certain 
that  removal  is  impossible. 

Mortality. — The  mortality  from  this  operation  is  low. 
If  only  favourable  cases  were  taken,  it  would  be  very  low. 
But  an  operator  who  gives  not  up  cases  in  which  it  is  doubtful 
whether  the  disease  is  limited  to  the  cervix  will  meet  with 
some  in  which  misadventures  occur. 

Proportion  of  cures. — -The  result  as  to  cures  has  been 
that  from  one-fourth  to  one-tiftli  of  the  subjects  of  the  operation 
remain  free  from  recurrence  for  three  years.  A patient  who 
has  remained  so  long  as  this  free  from  recurrence  is  not 
likely  to  have  it,  and  may  be  considered  cured.  This  pro- 
portion of  cures  has  been  attained  by  those  Avho  practised 
the  operation  before  the  possibility  of  inoculating  cancer 
during  the  operation  was  suspected,  and  who  therefore  took 
no  special  precautions  to  prevent  such  inoculation.  With 
such  precautions,  there  is  reason  to  hope  that  the  number 
of  cures  may  be  increased. 

Palliative  treatment  of  cancer. — Much  good  can  often  be 
done  by  the  surgical  treatment  of  cancer  too  advanced  for 
complete  removal.  The  bleeding  and  discharge  are  mainly 
caused  by  the  breaking  down  of  the  cancer.  The  breaking 
down  occurs  where  the  growth  is  oldest.  Now  if  the  older 
z 
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part  be  removed,  so  that  the  surface  left  is  made  of  healthy 
tissue  with  bits  of  cancer  scattered  in  it,  the  healthy  tissue 
will  heal ; and  the  bits  of  cancer  being  recent,  will  not  quickly 
break  down,  and  being  small,  will  not  cause  great  haemor- 
rhage or  discharge  when  they  do.  Pain  is  also  sometimes 
much  relieved  by  such  an  operation;  but  this  effect  is  less 
easy  to  understand  and  does  not  so  constantly  follow. 

Scraping1. — When  the  cancerous  uterus  is  fixed  and 
haemorrhage  and  discharge  ai'e  profuse,  you  may  confidently 
promise  much  temporary  benefit  from  scraping.  The  patient 
being  anaesthetised,  scrape  away  as  much  as  you  can  of 
the  friable  cancer  tissue  with  a Simon’s  sharp  spoon.  This 
done,  burn  away  with  Paquelin’s  cautery  the  wall  of  the 
cavity  made  by  the  spoon  as  far  as  you  can  with  safety. 
The  old  part  of  the  cancer  can  be  scraped  away  with  a 
spoon  more  quickly  than  it  can  be  burnt  with  the  cautery ; 
but  where  the  cancer  has  but  recently  invaded  healthy 
tissue  it  is  firmer  and  the  spoon  will  not  easily  remove  it ; 
therefore  here  the  cautery  is  better. 

The  effect  of  an  operation  of  this  kind  is  to  lessen 
bleeding  and  discharge,  and  therefore  to  retard  the  advance 
of  cachexia.  The  duration  of  the  effect  depends  upon  the 
rate  of  growth  of  the  cancer,  and  the  thoroughness  with 
which  the  operation  is  done.  If  the  cancer  is  growing  fast, 
the  benefit  may  only  last  a few  weeks  ; but  I have  known 
it  seem  to  be  in  abeyance  for  a year.  This  operation  is  not 
worth  doing  if  haemorrhage  and  discharge  are  slight;  and, 
seeing  that  the  benefit  is  only  temporary,  do  not  urge  the 
operation  upon  a reluctant  patient. 

Other  ways  of  doing  the  same  thing  have  been  proposed 
and  tried.  Marion  Sims,  and  others  following  him,  applied 
chloride  of  zinc  paste.  The  effect  of  this  agent  cannot  be 
foreseen  or  controlled ; it  gives  great  pain  and  may  do  greater 
damage  than  was  intended.  With  Paquelin’s  cautery,  the 
tissue  is  destroyed  under  anaesthesia,  and  the  extent  of  the 
destruction  is  entirely  under  the  control  of  the  operator. 
It  has  been  proposed  to  cure  cancer  by  injecting  caustics, 
such  as  bromine,  into  it,  so  as  to  make  it  slough;  or  by 
repeatedly  applying  chloride  of  zinc  or  potassa  fusa  to  its 
surface,  so  as  to  produce  a succession  of  superficial  sloughs. 
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It  is  possible,  when  cancer  is  limited  to  the  vaginal  portion,  to 
destroy  it  by  such  means,  and  therefore  cure  may  be  and 
doubtless  has  been  attained  by  them.  But  it  is  a clumsy  and 
dangerous  way  of  doing  it. 

The  relief  of  pain. — There  is  only  one  drug  which  can 
be  relied  on  to  relieve  severe  pain,  and  that  is  morphia. 
It  acts  best  when  combined  with  atropine  and  injected 
under  the  skin.  You  may  give  morphia  liberally,  seeing 
that  the  natural  course  of  the  disease  is  to  cause  death 
before  morphia-taking  has  had  time  to  produce  any  very 
bad  effects.  Morphia  not  only  relieves  the  persistent  pain 
of  cancer,  but  the  bladder  and  bowel  irritation,  and  the  pain 
felt  in  micturition  and  defsecation.  Suppositories  are  not  so 
efficient  as  hypodermic  injection.  Morphia  is  better  than 
opium,  because  it  interferes  less  with  digestion. 

There  are  other  sedatives.  In  the  wakefulness  due  to 
anaemia  rather  than  to  pain,  bromides  will  be  useful. 
Atropine,  cannabis  indica,  chloral,  hyoscyamus,  conium, 
antipyrin,  phenacetin,  paraldehyde,  sulphonal,  trional, 
chloralamide,  chloralose,  &c.,  may  be  tried ; but  not  one 
of  these  drugs  can  be  depended  on  for  relieving  the  pain 
of  cancer. 

Lessening  of  discharge  and  of  foetor. — The  amount  of 
discharge  can  be  lessened  by  astringent  injections,  such 
as  zinc  chloride  (gr.  v.-x.  ad  Oj),  acetate  of  lead  (3]  ad  Oj), 
alum  (3ij  ad  Oj) ; and  its  foetor  can  be  diminished  by 
antiseptic  douches,  such  as  carbolic  acid  (1  in  40),  peroxide 
of  hydrogen  (1  in  10,  or  stronger),  permanganate  of  potash 
(5j  ad  Oj,  or  stronger).  Great  cleanliness,  frequent  syringing 
and  washing,  and  an  unlimited  supply  of  clean  napkins  or 
pads  are  essential  for  the  reduction  of  foetor. 

Corroding  ulcer  of  the  uterus. — This  is  a rare  disease, 
first  described  by  Sir  Charles  Clarke*  and  more  recently  by 
Sir  John  Williams, f in  whose  paper  references  to  other  writers 
about  it  Avill  be  found.  It  consists  of  an  ulcer  on  the  cervix, 
which  spreads,  destroying  as  it  does  so  all  the  tissues  in  its 
way  (Fig.  124).  It  thus  clinically  much  resembles  cancer. 
But  it  is  not  cancer,  for  microscopic  examination  has  failed 

* “ Diseases  of  Females  attended  with  Discharges.” 
f “ Obst.  Trans.,”  vol.  xxri. 
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to  find  any  structures  like  those  of  cancer  or  epithelioma  in  it. 
The  base  of  the  ulcer  is  formed  by  the  tissues  of  the  part  with 
some  round  cells.  The  ulceration  does  not  advance  by  the 
separation  of  large  sloughs,  but  by  slow  destruction  of  the 


Fig.  124. — Corroding  ulcer.  {After  Sir  J.  Williams.) 

a,  vagina ; b,  ulcer,  exposing  subperitoneal  fat ; c,  uterus  ; d,  bladder ; e,  broad  ligament 
f,  vesico-uterine  cellular  tissue. 

tissues  at  its  edge.  The  surface  of  the  ulcer  is  never  ash 
grey  or  sloughy  in  appearance,  but  dark  red  and  easily 
bleeding.  There  is  no  appearance  of  new  growth  at  its  edge. 

The  progress  is  slower,  and  its  course  longer  than  that  of 
cancer,  some  patients  living  ten  years  or  more,  and  finally 
dying  of  some  other  disease.  It  is  not  attended  with  such 
emaciation  as  is  usual  in  cancer,  and  it  causes  but  little  pain. 
Pain,  when  severe,  is  usually  not  till  late  in  the  disease,  and  is 
then  paroxysmal,  and  due  to  accumulation  of  discharge  in 
the  body  of  the  uterus.  There  is  discharge,  either  purulent, 
muco-purulent,  blood-stained,  or,  if  it  has  been  retained, 
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offensive ; great  haemorrhage  is  not  usual.  The  disease  seldom 
attacks  patients  before  the  climacteric.  The  disease,  although 
not  cancer,  is  clinically  malignant ; that  is,  incurable  and  lead- 
ing to  death.  The  only  treatment  is  to  keep  the  part  clean. 

We  know  nothing  of.  its  pathology.  Sir  J.  Williams  has 
suggested  that  some  cases  may  be  lupus,  on  the  ground  that 
in  one  of  his  cases  tubercles  and  cicatrised  surfaces  were 
observed  like  those  in  lupus  vulgaris.  But  these  appearances 
have  not  been  observed  in  other  cases ; and  lupus  is  a disease 
of  the  young,  rarely  beginning  after  thirty,  -while  corroding 
ulcer  is  a disease  of  the  old.  He  has  also  suggested  that 
some  may  be  allied  to  senile  gangrene ; on  the  ground  that  in 
one  of  his  cases  the  arteries  supplying  the  diseased  part  were 
calcified;  but  sloughs  are  not  found.  Beuttner*  has  described 
similar  ulcers  on  the  vagina,  and  attributes  them  to  deficient 
blood  supply  in  consequence  of  sclerotic  thickening  from 
endarteritis  of  the  vaginal  arteries ; this  sclerosis  not  only 
lessening  the  blood  supply,  but  preventing  the  establishment 
of  a collateral  circulation. 

Sarcoma  of  the  cervix. — Sarcoma  of  the  cervix  such  as 
could  be  taken  for  cancer  is  rare.  But  a few  cases  have  been 
described  by  competent  observers  of  soft,  papillary,  oedematous 
rapidly  growing  outgrowths  from  the  cervix,  occurring  in 
young  subjects,  which  upon  examination  after  removal  proved 
to  be  sarcomatous. f The  names  given  to  these  exceptional 
tumours  indicate  their  nature.  Thus  Spiegelberg  has  described 
“ sarcoma  colli  hydropicum  papillare,”  Rein  “ myxoma 
enchondromatodes  arborescens  colli  uteri."  These  cases  are 
so  rare  that  it  is  not  possible  to  make  any  general  statements 
about  their  clinical  history.  They  would  be  usually  taken  for 
cancer,  and  as  the  treatment  is  the  same,  the  mistake  would 
be  unimportant.  If  seen  at  a very  early  stage  such  a tumour 
might  be  taken  for  a simple  mucous  polypus,  but  if  the  case 
were  watched,  in  a short  time  either  the  rapid  growth  of  the 
supposed  mucous  polyp,  or  its  quick  recurrence  after  removal, 
would  reveal  its  nature.  As  sarcomatous  growths  are  often 
multiple,  in  sarcoma  of  the  cervix  it  is  sound  practice  to 
remove  the  whole  uterus. 

* “ Monat.  fur  Geb.  und  Gyn.,”  Feb.  1896.  See  “ Year-book  of  Treatment,” 
1897.  t Sec  Roger  Williams,  British  Gynecological  Journal , May,  1897. 
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CHAPTER  XXYII. 

MALIGNANT  DISEASES  OF  THE  UTERINE  BODY. 

Consider  now  a case  in  which,  with  haemorrhage,  the 
cervix  uteri  is  healthy,  but  when  the  cervix  uteri  has  been 
dilated,  and  the  interior  of  the  uterine  body  examined,  there 
is  evidence  of  new  growth. 

A fibroid  projecting  into  the  uterine  cavity  forms  a 
convex  bulging  with  a smooth  surface.  If  a fibroid  in  the 
wall  do  not  bulge  so  as  to  form  a convex  swelling,  yet 
the  endometrium,  if  a fibroid  is  the  sole  disease,  will  be 
smooth,  without  papillary  or  warty  projections  or  ulceration. 

We  may  find,  when  the  cervix  is  dilated,  that  the  inside 
of  the  uterine  body  is  rough  ; that  there  are  outgrowths,  not 
firm,  smooth,  and  convex,  but  warty  and  friable  ; or  that  there 
is  ulceration ; or  both.  If  this  be  the  condition,  we  have  to 
do  with  one  of  the  forms  of  malignant  disease  of  the  body 
of  the  uterus.  These  are  cancer,  sarcoma,  and  malignant 
adenoma. 

CANCER  OF  THE  UTERINE  BODY. 

Frequency. — The  relative  frequency  of  cancer  of  the 
body  of  the  uterus,  as  compared  with  cancer  of  the  cervix, 
is  as  1 to  50.  Cancer  of  the  body  may  be  commoner  than 
is  supposed,  because  it  is  difficult  of  diagnosis,  and  therefore 
sometimes  may  have  been  overlooked  in  the  groups  of  cases 
upon  which  statistics  have  been  founded. 

Influence  of  age. — Cancer  of  the  body  of  the  uterus,  like 
cancer  of  the  cervix,  may  occur  at  almost  any  age.  But 
the  most  common  age  at  which  it  arises  seems  to  be  rather 
later  than  that  at  which  cancer  of  the  cervix  is  common. 
Thus  in  the  cases  related  by  Williams  the  average  age  of 
the  patients  with  cancer  of  the  cervix  was  4T8  years;  of 
those  with  cancer  of  the  body  532  years.  In  the  collection 
of  Ruge  and  Veit  the  patients  over  fifty  were  twice  as 
numerous  as  those  under  fifty. 


MALIGNANT  DISEASES  OF  THE  UTERINE  BODY.  391 


Fig.  125. — Cancer  of  uterine  body.  ( After  Sir  J.  Williams .) 
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Childbearing. — While  cancer  of  the  cervix  is  commonest 
in  women  who  have  had  many  children,  cancer  of  the  body 
does  not  appear  to  have  any  relation  to  childbearing.  Huge 
and  Yeit’s  * figures  show  that  it  occurs  as  often  in  the 
nulliparous  as  in  those  who  have  had  children.  Among 
Williams’s  cases  there  were  more  nulliparae  among  those 
suffering  from  cancer  of  the  body  than  among  those  with 
cancer  of  the  cervix.f 

Influence  of  local  irritation.— The  cases  collected  by 
Rage  and  Veit  also  go  to  show  (although  the  number  bearing 
on  this  point  is  small)  that  the  menopause  is  often  delayed  in 
patients  who  afterwards  become  the  subject  of  cancer  of  the 
body.  They  draw  from  this  the  inference  that  local  irritation 
probably  plays  the  same  part  in  the  production  of  cancer 
of  the  body  of  the  uterus  that  it  does  in  the  production  of 
cancer  elsewhere.  But  we  know  not  the  causes  of  local 
irritation  which  delay  the  menopause  and  produce  cancer.  The 
relation  of  endometritis  to  cancer  I shall  discuss  subsequently. 

The  foregoing  general  statements  throw  not  much  light  on 
the  causation  of  the  cancer  of  the  body  of  the  uterus,  but 
they  represent  all  we  know. 

The  circumscribed  form. — Cancer  of  the  body  of  the 
uterus  is  usually  described  as  occurring  in  two  forms — the 
circumscribed  and  the  diffuse.  In  the  circumscribed  form 
the  disease  occurs  as  round  nodules  in  the  uterine  wall 
(Figs.  125,  126).  These  growths  may  project  into  the  uterine 
cavity  like  polypi.  They  may  be  sunk  deeply  in  the  uterine 
wall,  so  as  almost  to  reach  the  peritoneum  while  yet  in  a com- 
paratively early  stage.  There  may  be  one,  or  two,  or  several, 
of  different  sizes.  But  they  have  never  been  found  without 
disease  of  the  mucous  membrane  over  them.  The  mucous 
membrane  where  these  growths  arc  not  present  is  apparently 
healthy. 

Diffuse  form. — In  the  diffuse  form  the  whole  interior 
of  the  uterus  is  lined  with  villous  or  warty  growths.  The 
disease  probably  begins  at  one  or  more  spots,  and  may  there- 
fore be  said  to  have  been  circumscribed  in  the  beginning. 
But  there  appears  to  be  this  difference,  that  while  in  the 

* “Zeit.  fur  Geb.  und  Gyn.,”  Bd.  vi. 
t “Zeit.  fur  Geb.  und  Gyn.,”  Bd.  vi.  p.  105. 
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circumscribed  form  the  disease  tends  to  grow  deep  into 
the  uterine  wall  towards  the  peritoneum,  in  the  diffuse  form 
it  tends  to  spread  over  the  mucous  membrane.  It  usually 


Fig.  126. — Cancer  of  uterine  body.  ( From  a specimen  in  the  St.  George's  Hospital 
Museum.)  ( After  R.  Barnes.) 


stops  at  the  internal  os  ; but,  when  advanced,  may  spread 
down  the  cervix. 

Enlargement  of  the  uterus. — Cancer  of  the  body  usually 
is  accompanied  with  enlargement  of  the  organ.  It  has  been 
suggested  that  this  is  due  to  its  exerting  a stimulus  like 
that  of  pregnancy  and  so  making  the  organ  grow.  But  the 
enlargement  is  often  not  more  than  is  accounted  for  by 
the  presence  of  new  growth,  or  by  supposing  that  the  uterus 
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Fig.  127. — Cancer,  with  great  enlargement  of  uterine  body.  (By  permission  of 
Sir  J.  Williams,  jrom  a specimen ’ in  St.  Bartholomew’s  Hospital  Museum.) 
{Bed  need.) 
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before  growth  of  the  cancer  had  been  enlarged  from  sub- 
involution. Enlargement  is  not  always  present.  There  is 
a specimen  in  the  museum  of  the  London  Hospital  in  which 
the  uterus  is  small. 

There  is  a rare  form  of  uterine  cancer  in  which  the 
disease  produces  great  diffuse  thickening  of  the  uterine  Avail. 
There  is  a specimen  of  this  kind  in  the  museum  of  St. 
Bartholomew’s  Hospital,  in  which  the  uterus  measured  eight 
inches  in  length,  and  Aveighed  44  lb.  (Fig.  127).  It  Avas  ex- 
amined by  a competent  histologist,  and  its  structure  found  to 
be  that  of  hard  cancer.  Another  specimen  of  Avhat  looks  like 
a similar  disease  is  in  the  museum  of  the  Royal  College  of 
Surgeons : it  Avas  placed  there  by 
Mr.  Roger  Williams,  avIio  describes 
its  structure  as  being  that  of 
“ colloid  cancer.”  Another  is  in 
the  London  Hospital  Museum. 

It  looks,  as  do  the  other  speci- 
mens, something  like  a fibroid, 
but  it  Avas  examined  by  Sir  A. 

Clark,  Avho  Avas  curator  of  the 
museum  at  the  time  it  Avas  put 
up,  and  found  to  be  cancer.  Sir 
J.  Simpson*  says  that  cancer 
sometimes  attacks  the  Avhole 
thickness  of  the  uterine  Avails 
Avithout  producing  any  protrusion 
externally.  The  villous  or  poly- 
poid groAvths  may  reach  a great 
size,  and  distend  the  uterine 
cavity.  . Simpson  depicts  such  a 
polypoid  groAvth  enlarging  the  uterus  tdl  it  Avas  7 in.  long 
by  3f  in.  Avide  (Fig.  128).  Such  groAvths  may  first  en- 
large the  uterus  and  then  break  doAvn,  and  by  progressive 
infiltration  and  ulceration  convert  the  uterus  into  a sac  Avith 
thin,  rigid  Avails ; and  the  ulceration  may  go  on  till  it  eats 
through  into  the  peritoneum.  Such  a specimen  is  in  the 
London  Hospital  Museum  (No.  2,166),  put  there  by  the  late 
Dr.  F.  H.  Ramsbotham.  Cancer  may  also  lead  to  blocking 

* “ Works,”  vol.  iii. 
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of  the  cervical  canal,  retention  of  discharge  and  dead 
tissue  in  the  uterine  cavity,  and  consequent  distension  of 
the  uterus. 

Secondary  cancer  of  the  uterine  body. — Cancer  of  the 
body  may  be  secondary  to  cancer  of  the  cervix.  The  body 
does  not  become  affected  by  extension  from  the  cervix  till 
late.  Such  extension  of  course  affects  the  part  near  the 
os  internum.  But  in  about  one-third  of  such  cases  secondary 
cancerous  nodules  are  present,  and  it  is  important  to 
remember  that  such  nodules  may  be  present  before  cancer 
of  the  cervix  is  far  advanced. 

As  a mucous  polypus  of  the  cervix  may  become  cancerous, 
so  may  a mucous  polypus  of  the  body.  Cancer  may  also 
attack  the  mucous  membrane  covering  a fibroid,  and  then 
invade  the  fibroid. 

Spread  of  cancer  of  the  uterine  body. — The  growth  of 
cancer  of  the  body  of  the  uterus  remains  for  long  limited 
to  this  part.  But  when  far  advanced  it  involves  the  cervix 
and  the  Fallopian  tubes.  It  spreads  deeply,  invading  the 
peritoneum,  setting  up  local  peritonitis,  and  leading  to  ad- 
hesions ; by  its  breaking  down  an  opening  into  the  bowel  may 
be  formed.  The  lumbar  glands  become  affected  (according 
to  Huge  and  Veit*)  relatively  early.  Secondary  growths  may 
occur  in  almost  any  part,  the  vagina  being  a frequent  seat. 
The  cellular  tissue  is  not  usually  affected  till  late,  a fact  of 
importance  in  treatment.  For  this  reason  it  is  uncommon 
for  cancer  of  the  body  of  the  uterus  to  lead  to  blocking  of 
the  ureters,  and  therefore  uraemia  as  a mode  of  death  is  not 
common  in  this  form  of  cancer.  Death  by  peritonitis  is 
commoner  than  in  cancer  of  the  cervix. 

Histology. — Cancer  of  the  body  of  the  uterus  begins  in 
the  epithelium  either  of  the  glands  or  of  the  surface.  It 
is  possible  that  the  difference  between  the  circumscribed  and 
the  diffuse  form  may  be  that  the  former  begins  in  the  deep 
parts  of  the  glands,  the  latter  on  the  surface;  but  of  this 
there  is  at  present  no  proof. 

Malignant  adenoma. — Ruge  and  Veit  describe  two  forms. 
In  the  one  there  is  a sort  of  “ tangle  ” of  gland  tubes  lined 
with  columnar  epithelium,  with  scanty  connective  tissue 
* “Zeit.  fur  Geb.  und  Gyn.,”Bd.  vi.  S.  304. 
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between  them.  In  some  parts  the  epithelium  will  be  of 
regular  columnar  type,  though  perhaps  smaller  or  larger  than 
normal ; while  in  some  parts  places  may  be  seen  at  which  the 
columnar  cells  are  slightly  altered  in  shape,  approaching  the 
squamous  type,  and  getting  many-layered ; in  fact,  approach- 
ing the  second  type  presently  to  be  described.  This  form 
has  been  described  by  Matthews  Duncan  under  the  title  of 
malignant  adenoma. 

Alveolar  cancer. — The  second  form  is  what  Ruofe  and 
Veit  term  alveolar  cancer.  In  it  the  glandular  acini  are 
widened  at  the  expense  of  the  inter-glandular  tissue.  The 
character  of  the  epithelium  is  changed,  so  that  ciliated 
columnar  epithelium  is  only  seen  over  a small  part  of  the 
follicle,  or  is  absent  altogether ; while  the  lumen  is  con- 
tracted by  heaping  up  of  many  layers  of  cells  of  various 
shapes  and  sizes,  but  5f  squamous  type,  flat  and  large.  The 
inter-alveolar  stroma  is  formed  of  fibrous  bands  interlacing, 

O 7 

but  leaving  wide  open  spaces  between  them.  In  some  places 
the  glandular  acini  will  be  found  quite  filled  with  cells  of 
squamous  type,  so  as  to  leave  no  lumen  at  all,  thus  forming 
strings  and  clumps  of  cells.  In  cases  of  hard  cancer,  with 
great  thickening  of  the  uterine  tissue,  the  stroma  is  abundant, 
as  compared  with  the  epithelial  growths. 

Value  of  the  microscope  in  diagnosis. — Although  the 
microscope  is  of  great  service  in  establishing  the  nature  of  a 
morbid  growth,  yet  it  can  only  be  relied  upon  when  taken 
in  conjunction  with  clinical  phenomena.  There  are  falla- 
cies which  make  difficult  the  diagnosis  of  cancer  from  the 
microscopic  examinations  of  scrapings.  At  the  climacteric 
period,  the  endometrium  undergoes  retrogressive  changes ; it 
becomes  thin ; the  stroma  and  the  glands  atrophy,  and  in  the 
process  of  atrophy  of  the  glands  (according  to  Ruge  and  Veit) 
their  cells  alter  their  shape,  enlarge,  and  thus  approach  the 
squamous  type,  and  they  may  become  many-layered  and 
project  into  the  lumen  of  the  gland  so  as  partly  or  wholly  to 
fill  it.  It  is  impossible  from  a minute  shred  of  tissue  to 
distinguish  between  changes  such  as  these  and  cancer.  The 
microscopic  diagnosis  should  only  be  trusted  when  the  ap- 
pearances are  well  marked  and  supported  by  the  clinical 
history  and  the  macroscopical  signs.  Between  malignant 
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adenoma  and  benign  adenoma  (also  known  as  hyperplastic 
endometritis)  the  difference  is  only  one  of  degree.  The  gland 
tubes  are,  in  the  former,  larger  and  closer  together ; in  other 
words,  the  glandular  overgrowth  is  more  marked  than  in  the 
latter.  But  we  may  find  parts  of  a malignant  adenoma 
which  present  appearances  in  no  way  to  be  distinguished 
from  those  of  hyperplastic  endometritis. 

Symptoms. — The  symptoms  of  cancer  of  the  body  of  the 
uterus  much  resemble  those  of  cancer  of  the  cervix,  except 
that  pain  occurs  earlier,  and  is  more  severe.  This  is,  first, 
because  the  body  of  the  uterus  is  more  sensitive  than  the 
cervix ; second,  because  the  projection  into  the  uterine  cavity 
of  masses  of  cancer,  and  of  pieces  of  broken-down  tissue,  pro- 
vokes painful  contraction  of  the  uterus.  Sir  James  Simpson 
observed  that  the  pain  frequently  recurred  at  a certain  hour 
in  the  day,  and  after  a longer  or  shorter  duration  ceased. 
Ruge  and  Veit  say  that  they  have  not  seen  this  regularity, 
but  have  observed  relief  to  pain  following  the  expulsion  of 
fragments  of  tissue. 

Foetid  discharge  may  or  may  not  be  present.  If  the 
cavity  of  the  uterus  be  so  excavated  by  the  disease  as  to  be 
enlarged,  fragments  of  dead  tissue  are  likely  to  be  retained 
and  decompose  and  cause  fcetor.  If  the  cavity  be  not  en- 
larged, so  that  retention  of  dead  tissue  and  discharge  do 
not  take  place,  then  there  is  not  fcetor.  Haemorrhage,  as  in 
cancer  of  the  cervix,  is  usually  the  first  symptom.  It 
presents  no  peculiarity  which  distinguishes  it  from  haemorrhage 
due  to  fibroids  or  endometritis. 

As  the  disease  advances,  cachexia  becomes  marked.  It  is 
rather  later  in  onset  than  in  cancer  of  the  cervix,  probably 
because  the  patients  are  rather  older.  The  symptoms  which 
result  from  extension  of  the  disease  to  other  parts  are  the 
same  as  those  caused  by  similar  extension  of  cervical  cancer. 

Diagnosis. — The  diagnosis  of  cancer  of  the  body  of  the 
uterus  cannot  be  made  simply  by  bimanual  examination.  By 
this  you  may  find  enlargement  of  the  body  of  the  uterus,  the 
cervix  being  healthy.  If  the  disease  be  in  an  early  stage, 
the  enlargement  of  the  uterine  body  will  not  be  great,  and  it 
will  be  regular,  preserving  on  the  whole  the  natural  shape  of 
the  organ.  These  physical  signs  being  all  that  can  be  found 
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to  account  for  the  symptoms,  the  cervix  should  be  dilated, 
and  the  interior  of  the  uterus  examined  with  the  finger. 
New  growth  will  be  felt,  either  a soft,  ragged,  villous  surface, 
or  polypoid  outgrowth,  according  to  the  way  in  which  the 
growth  has  begun.  The  diagnosis  is  made  more  sure  by 
■ scraping  away  a piece  and  examining  it  microscopically. 

Treatment. — The  only  prospect  of  cure  in  cancer  of  the 
body  of  the  uterus  is  in  the  removal  of  the  whole  uterus. 
Owing  to  the  comparatively  late  period  at  which  secondary 
growths  occur  in  cancer  of  the  uterus,  as  compared  with  cancer 
in  other  parts,  the  operative  removal  of  cancer  of  the  uterine 
body  offers  a better  prospect  of  permanent  cure  than  do  most 
operations  for  the  removal  of  cancer. 

The  credit  of  the  introduction  into  modern  practice  of 
removal  of  the  uterus  is  due  to  Freund.  He  practised  the 
abdominal  method ; but  the  mortality  of  this  operation  was 
so  great  that  had  hysterectomy  not  been  improved,  it  could 
never  have  come  into  general  use.  The  vaginal  method 
improved  the  results. 

It  is  essential  that  it  should  be  done  as  early  as  possible. 
The  test  of  its  practicability  is  the  possibility  of  pulling  the 
uterus  down  to  the  vulva.  If  this  cannot  be  done,  either  the 
cancer  has  extended  beyond  the  uterus,  or  the  uterus  is 
adherent.  Adhesions,  even  if  not  cancerous,  add  greatly  to 
the  difficulty  and  therefore  danger  of  the  operation. 

The  operation  of  vaginal  hysterectomy  has  been  described 
in  Chapter  XXVI.  Two  points  of  difference,  from  the  opera- 
tive point  of  view,  between  cancer  of  the  body  and  that  of 
the  cervix  may  be  pointed  out.  First,  the  larger  the  uterus 
the  more  difficult  is  the  vaginal  operation.  In  a case  such 
as  Matthews  Duncan’s,  figured  at  p.  394,  the  method  of 
abdominal  ‘ pan-hysterectomy,”  which  I shall  describe  in  a 
subsequent  chapter,  would  be  more  suitable.  Second,  recur- 
rence takes  place  less  often  after  removal  of  cancer  of  the  body 
than  after  removal  of  cancer  of  the  cervix.  If  it  be  true  that 
cancer  is  due  to  a protozoon,  this  is  explained ; for  cancer  of 
the  body  can  be  removed,  and  doubtless  is  often  removed, 
without  soiling  the  operation  wound  with  cancerous  tissue  or 
juice.  Some  operators  sew  up  the  cervix  before  removing  the 
uterus,  in  order  more  surely  to  prevent  this. 
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SARCOMA  OF  THE  UTERUS. 

Sarcoma  differs  from  cancer  in  that  it  is  a growth,  which 
springs  from  connective  tissue,  while  cancer  springs  from 
epithelium.  Two  forms  of  sarcoma  occur  in  the  uterus — the 
circumscribed  and  the  diffuse.*  A circumscribed  sarcoma 
is  in  its  early  stages  very  like  a fibroid ; and  before 
the  introduction  by  Virchow  of  the  term  “ sarcoma,”  these 
tumours  used  to  be  called  “ fibro-plastic  ” tumours  and 
“recurrent  fibroids”  (Fig.  129).  The  diagnosis  can  only  be 
made  by  the  microscope.  There  are  certain  characters  in 
which  they  differ  from  fibroids,  but  the  differences  are  only 
those  of  degree,  They  are  more  vascular  than  fibroids  and 


e 


Fig.  129. — “Erectile  tumour”  (probably  sarcoma)  of  uterus,  half  size.  (R.  Barnes, 

after  Carswell.) 

a,  vagina ; 6,  enlarged  uterine  cavity ; c,  a fibroid  in  the  uterine  wall ; d,  endometrium  over 
fibroid;  e,  the  “erectile  tumour,"  probably  sarcoma. 

therefore  a brighter  red  in  colour.  They  are  softer  and  more 
friable  than  most  fibroids  and  they  seldom  get  a stalk  and 
become  polypoid.  They  seldom  have  a capsule.  They  sooner 

* See  Whitridge  Williams,  Amencan  Journal  of  Obstetrics,  June,  1894  ; and 
Roger  Williams,  op.  cit. 
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break  down  and  either  ulcerate  on  the  surface,  or  else  cavities 
containing  fluid  and  debris  form  in  their  interior. 

The  diffuse  form  cannot  be  distinguished  from  cancer 
without  the  microscope.  The  uterine  cavity  is  lined  with 
outgrowths  easily  breaking  down.  We  know  not  whether 
there  is  any  difference  in  the  beginning  between  the  different 
forms.  The  diffuse  form  may  begin  as  a circumscribed  growth 
which  breaks  down  early,  before  the  patient  is  examined  ; or, 
as  some  think,  the  essential  difference  may  be  that  the  diffuse 
form  begins  in  the  mucous  membrane,  while  the  circum- 
scribed form  grows  from  the  muscular  tissue.  The  point  can 
only  be  settled  by  the  examination  of  earlier  growths  than 
anyone  has  yet  had  the  good  fortune  to  obtain. 

On  microscopic  examination,  the  fibro-muscular  stroma 
of  the  uterus,  at  the  edge  of  the  growth,  is  seen  to  be 
penetrated,  and  in  the  middle  of  the  growth  replaced  by 
masses  of  round  or  fusiform  cells ; but  there  is  no  trace  of 
gland  tissue,  as  in  cancer,  nor  are  these  follicles  filled  with 
epithelial  cells,  nor  in  the  middle  of  the  growth  is  there 
any  fibrous  stroma. 

Etiology.  — We  know  nothing  about  the  causes  of 
sarcoma,  except  that  it  seems  as  if  sterile  marriage  favoured 
new  growth,  and  that,  on  an  average,  patients  with  sarcoma 
are  rather  older  than  those  with  cancer,  and  a good  deal  older 
than  those  beginning  to  suffer  from  symptoms  dependent 
on  fibroids.  But  there  are  so  many  exceptions  to  this 
generalisation  that  we  cannot  let  the  age  of  the  patient 
influence  diagnosis.  A case  has  been  seen  in  a girl  of  thirteen. 
The  fact  has,  however,  this  importance — that  if  you  meet  with 
what  appears  to  be  a fibroid,  causing  symptoms  for  the  first 
time  late  in  life,  and  growing  fast,  you  should  suspect 
it  of  being  sarcomatous ; remove  it,  or  a piece  of  it  if  you 
cannot  remove  the  whole  and  examine  it  microscopically.  * 

Symptoms. — The  symptoms  of  a sarcoma  resemble  those 
of  a fibroid  and  also  those  of  cancer.  There  is  haemorrhage 
and  leucorrhcea  in  the  intervals  of  haemorrhage.  The 
leucorrhoea  is  watery,  blood-stained  fluid.  There  is  pain, 
because  the  rapidly  growing  tumour  stretches  the  uterus, 
and  because  the  presence  of  new  growths  in  the  uterine 
* Zweifel,  “Cent,  fur  Gyn,,”  1894,  S.  401. 
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cavity  causes  uterine  colic.  There  is  wasting,  but  patients 
with  sarcoma  do  not  usually  waste  so  fast  as  those  with 
cancer.  There  may  be  a huge  mass  of  sarcoma  without 
much  deterioration  of  health. 

Treatment- -If  you  follow  the  rule  that  when,  there  is 
haemorrhage  you  should  dilate  the  cervix  and  then  explore 
the  inside  of  the  uterus,  you  will  then  find  in  the  diffuse 
form  the  ragged,  uneven  inner  surface  of  the  cavity,  with 
thickening  of  the  walls.  This  form  cannot  be  distinguished 
from  cancer,  and  the  distinction  is  clinically  unimportant, 
for  the  treatment  is  in  both  cases  the  same — to  remove  the 
uterus,  if  possible. 

In  the  circumscribed  form  you  may  find  projecting  into 
the  uterus  a tumour,  not  by  the  touch  distinguishable  from  a 
fibroid.  If  it  can  be  removed,  this  should  be  done  in  the 
manner  I shall  describe  when  speaking  of  that  disease. 
When  removed  and  cut  in  half,  the  tumour  will  not  show 
the  glistening  white  fibrous  tissue  of  an  ordinary  fibrous 
polyp.  If  it  look  at  all  different  at  any  place  from  an 
ordinary  fibroid,  it  should  be  examined  microscopically, 
care  being  taken  that  if  there  are  any  suspicious  parts,  the 
sections  are  cut  from  these.  If  the  microscope  shows  reason 
for  thinking  the  growth  sarcomatous,  the  uterus  should  be 
removed.  There  is  no  doubt  that  an  ordinary  fibroid,  at  first 
innocent,  may  undergo  sarcomatous  degeneration.  This  is 
a reason  for  examining  any  part  that  differs  from  the 
ordinary  appearance  of  a uterine  fibroid.  Some  think  that 
sarcomata  always  arise  in  this  way.*  Cases  have  been 
described  in  which  growths  in  the  uterus  presented  the 
characters  of  sarcoma  and  cancer  mixed.  Such  cases  cannot 
clinically  be  distinguished  from  cancer,  and  if  they  could 
the  treatment  would  be  the  same.  The  difference  between 
them  and  ordinary  cancer  is  only  one  of  histological  interest, 
not  at  present  of  practical  importance. 

Recurrence. — When  sarcomatous  tumours  have  been 
removed,  the  growth  generally  recurs  ; indeed,  one  may  say 
always,  for  when  it  has  not  recurred  the  diagnosis  was 
probably  erroneous.  In  recorded  cases  the  total  duration  of 
the  disease  has  varied  from  four  months  to  ten  years,  the 

* See  Pozzi,  p.  439. 
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average  being  about  three  years.  The  time  of  recurrence  after 
operation  varies  from  a month  to  a couple  of  years.  In  cases 
of  very  early  recurrence,  the  probability  is  that  the  growth 
was  not  completely  removed.  Secondary  growths  occur  in 
other  organs,  but  not  so  frequently  in  sarcoma  as  in  cancer, 
and  not  so  frequently  in  the  circumscribed  form,  or  fibro- 
sarcoma, as  in  the  diffuse  form. 

Tuberculosis  of  the  uterus. — This  disease  needs  mention 
here,  because  it  has  produced  symptoms  and  physical  signs 
something  like  those  of  cancer  of  the  uterus,  viz.  discharge, 
haemorrhage,  wasting,  with  enlargement  of  the  uterus,  expan- 
sion of  its  cavity,  and  roughening  of  its  interior  (Fig.  130). 
But  I have  never  seen  a case  in  which  these  signs  or  symp- 
toms produced  by  tuberculosis  led  to  the  suspicion  of  cancer. 
So  far  as  my  experience  goes,  such  advanced  tuberculosis  of 
the  uterus  has  been  always  associated  with  tubercular  disease 
elsewhere — of  the  Fallopian  tubes,  peritoneum,  and  often  of 
the  lungs.  Hence,  when  seen,  the  uterus  has  been  fixed, 
there  have  been  lumps  beside  and  behind  it,  and  the  patient 
has  been  cachectic.  Operative  removal  of  the  diseased  pelvic 
organs  has  been  plainly  useless  as  well  as  dangerous ; and 
even  dilatation  of  the  cervical  canal  (for  more  exact 
diagnosis)  has  been  rejected  because  it  was  not  thought 
that  the  information  so  obtained  would  be  of  use  in  the 
treatment  of  the  patient.  The  reason  why  diagnosis  is 
made  so  late  is  that  the  disease,  in  its  early  stages,  causes 
no  symptoms. 

Morbid  anatomy. — Two  stages  of  this  disease  have  been 
seen.  First,  the  endometrium  is  studded  with  miliary  tubercles. 
When  these  are  numerous  and  have  long  been  present,  they 
break  down  and  there  is  ulceration.  Second,  the  cavity  is 
lined  with  cheesy  matter,  and  may  be  filled  with  cheesy  pus 
(Fig.  130).  The  cervix  may  get  blocked,  and  thus  pyometra 
result.  The  ordinary  form  of  tuberculosis  of  the  uterus — that 
which  is  secondary  to  tuberculosis  elsewhere — affects  the 
body  of  the  uterus  only,  not  the  cervix.  In  a few  rare  cases 
primary  tuberculosis  of  the  cervix  alone  has  been  observed, 
occurring  in  the  form  of  miliary  tubercles,  with  or  without 
ulceration.  This  has  been  taken  for  cancer.  Wliitridge 
Williams  thinks  that  there  is  a fibroid  form  of  tubercular 
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disease,  on  the  ground  that  it  occurs  in  the  tubes ; but  it  has 
not  yet  been  observed. 

Diagnosis. — The  diagnosis  is  to  be  made  by  finding 
tubercle  bacilli  in  the  discharge.  For  details,  consult  works 
on  bacteriology. 

Treatment. — If  primary  tubercular  disease  of  the  uterus 


is  found  out  (as  might  be  done  by  examination  of  the  dis- 
charge) before  the  disease  has  infected  any  other  part  of 
the  body  than  the  uterus  and  Fallopian  tubes,  the  only 
treatment  is  to  remove  the  uterus  and  Fallopian  tubes.  As 
yet  this  has  not  been  done  often  enough  to  justify  any 


Fig.  130— Tuberculosis  of  the  uterus.  ( From  a specimen,  No.  2,26173,  in  the 

Museum,  Guy's  Hospital.)  ( After  it.  Barnes.) 


Tlie  uterus  full  of  soft  cheesy  matter  ; its  internal  surface  irregular  and  granular,  and  devoid 
of  mucous  membrane;  its  cervix  unaffected.  The  Fallopian  tubes  were  filled  with,  and 
surrounded  by,  masses  of  tubercular  matter. 
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broad  statement  as  to  the  result.  According  to  Dr.  Whit- 
ridge  Williams*  the  results  have  been  “encouraging,”  but 
a more  definite  statement  than  this  cannot  be  made  until 
more  cases  have  been  observed,  and  cases  have  been  watched 
for  a longer  period  after  operation. 


*“  Clinical  Gynaecology,”  by  American  authors;  Art.  “Genital  Tuberculosis.” 
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CHAPTER  XXVIII. 

BLEEDING  FIBROIDS. 

Haemorrhage  from  fibroids. — In  this  chapter  I consider 

cases  that  present  the  following  features: — (1)  Haemorrhage 
has  made  the  patient  anaemic;  (2)  the  cervix  uteri  is 
healthy ; (3)  the  body  of  the  uterus  is  enlarged ; (4)  the 
lining  membrane  of  the  uterine  body  is  smooth,  and  not 
friable.  The  usual  cause  of  this  combination  of  signs  and 
symptoms  is  the  growth  of  fibroid  tumours  in  the  body 
of  the  uterus.  What  I shall  say  about  their  morbid  anatomy 
in  this  chapter  applies  to  all  fibroids ; but  I shall  speak  here 
of  the  diagnosis  and  treatment  of  submucous  fibroids  only. 

Nomenclature. — The  full  name  of  these  growths  should 
be  “ fibro-myomata.”  This  term  expresses  that  they  contain 
fibrous  and  muscular  tissue.  In  different  tumours  the  pro- 
portion of  these  tissues  varies ; some  tumours  contain  much 
fibrous  and  little  muscular  tissue ; others  much  muscular 
and  little  fibrous  tissue.  The  former  have  been  called 
“ fibromata,”  the  latter  “ myomata.”  Greek  words  give  an 
appearance  of  scientific  accuracy,  which  is  in  this  instance 
not  real,  for  the  so-called  fibromata  contain  a little  muscular 
tissue,  and  the  so-called  myomata  contain  some  fibrous 
tissue.  It  is  not  possible  in  the  uterus  clinically  to  draw 
a sharp  line  between  fibromata  and  myomata.  The  term 
“ fibroid ” is  short,  convenient,  sanctioned  by  years  of  collo- 
quial usage,  and  is  not  pathologically  inaccurate. 

Frequency.  —These  are  the  commonest  tumours  that 
women  are  subject  to.  It  has  been  estimated  that  new 
growths,  taking  them  all  together,  are  about  three  times 
commoner  in  women  than  in  men.  Of  the  new  growths 
which  occur  in  women,  about  one-fourth  are  in  the  womb. 
Bayle  found  that  in  a hundred  autopsies  of  women  over 
thirty-five,  fibroids  Avere  present  in  twenty.  Klob  estimated 
that  they  occur  in  40  per  cent,  of  women  over  fifty. 
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In  most  women  who  suffer  from  them  fibroids  cause  no 
trouble,  and  are  only  found  out  accidentally.  Haultain* 
found  that  they  accounted  for  about  8 per  cent,  of  the 
patients  in  the  gynaecological  wards  of  the  Edinburgh  Royal 
Infirmary.  Examining  my  out-patient  records,  I find  that 
fibroids  rvere  diagnosed  in  about  3 per  cent,  of  the  cases. 
It  must  be  remembered  that  both  in-  and  out-patients  of 
gynaecological  departments  contain  many  patients  of  ages 
at  which  fibroids  are  rare.  But  among  my  out-patients 
40  per  cent,  were  over  thirty-five,  so  that  the  proportion 
of  women  over  thirty-five  seeking  advice  for  fibroids  would 
be  about  7.]-  per  cent.,  only  a fraction  of  the  frequency  of 
fibroids  in  women  over  thirty-five  ascertained  by  post-mortem 
examination. 

This  fact  is  important,  because  lately  some  have  urged 
that  every  fibroid  should  be  removed,  whether  it  be  causing 
trouble  or  not ; for  that  if  it  be  not  causing  trouble  when 
discovered,  it  will  at  some  future  time  do  so.  But  the  figures 
I have  given  show  that  the  probability  is  the  other  way. 
Therefore  advise  not  interference  with  a fibroid  merely 
because  it  exists;  advise  it  only  if  there  are  symptoms 
undoubtedly  caused  by  the  fibroid  and  undoubtedly  injuring 
health,  or  if  the  situation  of  the  fibroid  is  such  that  it  is 
almost  certain  to  become  a source  of  danger. 

Etiology. — W e know  nothing  as  to  the  causes  of  fibroids. 
They  occur  chiefly  between  thirty-five  and  forty-five.  They 
are  rare  before  twenty-five.  They  have  been  attributed 
to  celibacy,  to  marriage,  to  sterility,  and  to  excessive  sexual 
excitement.  The  facts  bearing  on  this  question  have  been 
well  analysed  by  Haultain  He  comes  to  the  conclusion 
that  neither  marriage  nor  pregnancy  has  any  influence  on 
the  origin  of  fibroids,  but  that  marriage  favours  their  growth 
and  that  they  tend  to  prevent  pregnancy.  But  these  con- 
clusions, although  true  as  to  what  the  influence  of  fibroids  is, 
are  not  proved  by  such  a preponderance  of  numbers  as  to 
show  that  the  influence  of  the  sexual  function  upon  fibroids, 
or  of  fibroids  upon  fertility,  is  great. 

Classification. — Fibroids  are  divided,  according  to  their 
structure,  into  hard  and  soft.  Other  names  by  which  these 

* Allbutt  and  Playfair,  “System  of  Gynaecology.” 
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two  varieties  are  distinguished  from  one  another  are  the 
white  and  the  red ; the  nodular  and  the  concentric. 

The  hard  fibroids  are  the  commoner.  As  the  adjectives 
used  imply,  they  are  harder  than  the  other  kind  ; they  are 
whiter  on  section.  They  are  less  vascular ; their  interior 
contains  few  vessels ; they  get  their  blood  supply  from 
vessels  which  surround  them,  and  which  run  in  the  cellular 
tissue  dividing  the  tumour  from  the  uterine  substance  proper. 
They  are  less  closely  united  with  the  uterine  wall  than  the 
soft;  they  lie  in  a distinct  cavity,  out  of  which  they  can  be 
shelled.  When  they  form  large  tumours,  these  are  formed 
by  an  agglomeration  of  smaller  ones.  Hence  they  have 
been  called  nodular.  They  consist  mostly  of  fibrous  tissue, 
and  contain  but  little  muscular  fibre.  They  seldom  grow  after 
the  menopause. 

The  soft  fibroids  are  less  common.  They  are  softer, 
more  vascular,  looser  in  texture,  and  redder  on  section.  (This 
character  may  not  be  conspicuous  in  a tumour  examined  after 
operative  removal,  owing  to  blood  having  drained  out  of  it.) 
They  are  more  closely  connected  with  the  tissue  of  the 
uterus,  so  that  they  cannot  easily  be  shelled  out  of  the 
cavities  in  which  they  lie.  They  are  generally  single,  and 
grow  either  at  or  near  the  fundus,  or  else  all  round  the 
uterine  cavity,  and  from  the  latter  feature  they  have  been 
called  “concentric  fibroids.”*  They  are  said  by  some  to  be 
formed  chiefly  of  muscular  tissue  (Gusserow),  but  others  state 
that  the  muscular  fibres  atrophy  (Pozzi).  I know  of  no 
investigation  of  a number  of  cases  large  enough  to  settle  this 
point.  These  tumours  sometimes  groAV  after  the  natural 
menopause ; sometimes  also  after  the  artificial  menopause 
induced  by  removal  of  the  ovaries. 

The  foregoing  division  separates  two  classes  of  tumours 
which  are  distinct  from  one  another  in  their  morbid  anatomy 
and  clinical  history.  The  hard  nodular  fibroids  are  all,  from 
a clinical  point  of  view,  alike  in  their  beginning.  When  they 
get  large  enough  to  give  trouble,  they  fall  into  two  classes, 
which  produce  different  symptoms,  involve  different  risks, 
and  require  different  treatment.  These  two  classes  are  called 
the  subperitoneal  and  the  submucous. 

* See  Lawson  Tait,  “ Olist.  Trans.,”  vol.  xxv 
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Classification  according'  to  seat. — A fibroid  begins  to 
grow  in  the  muscular  wall  of  the  uterus.  As  it  gets  bigger  it 
presses  asunder  the  muscular  fibres  on  each  side  of  it,  and 
makes  the  uterine  wall  project.  It  does  this  in  the 
direction  of  least  resistance,  so  that  it  projects  on  the  peri- 
toneal surface  or  into  the  uterine  cavity,  according  to  whether 
it  began  nearer  the  peritoneal  or  the  mucous  surface.  In  the 


Fig.  131. — Submucous  tibroid.  (Fi  om  a specimen  in  the  Museum,  Royal  College  of 
Surgeons.)  [After  R.  Barnes.) 

Note  the  thinness  of  the  uterine  wall  where  the  tumour  is  attached. 


former  case  it  is  called  a subperitoneal  tumour,  in  the  latter  a 
submucous  one  (Fig.  131).  The  nearer  to  either  surface  the 
fibroid  takes  origin,  the  sooner  will  it  project.  If  it  begins  in 
the  middle  of  the  uterine  wall,  so  that  it  gets  large  before  it 
comes  to  project  much  in  either  direction,  it  is  called  inter- 
stitial. Sharp  definition  is  impossible.  We  cannot  define  when 
a tumour  ceases  to  be  interstitial  and  becomes  subperitoneal  01 
submucous.  The  same  tumour  may  project  in  both  directions. 
Large  interstitial  fibroids  are  generally  soft.  I speak  in  this 
chapter  of  bleeding  fibroids,  whether  interstitial  or  submucous. 
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Condition  of  the  uterus  with  fibroids.  — When  the 
uterus  is  greatly  enlarged,  without  distinct  bosses  on  its  peri- 
toneal aspect,  it  is  generally  either  from  a soft  fibroid,  a fibro- 
cystic tumour,  or  multiple  hard  fibroids.  Multiple  fibroids 
(according  to  Gusserow*  but  I know  not  on  what  evidence 
bis  statement  is  based)  are  commonest  in  the  posterior  wall 
and  fundus  of  the  uterus,  less  common  in  the  anterior  wall, 
least  common  at  the  sides.  When  numerous,  and  in  a young 


Fig.  132. — Uterus,  with  two  large  fibroids  : one  subserous,  at  the  back,  not  seen  in 
this  view  ; one  submucous,  projecting  into  the  uterine  cavity  ; half  size.  (From 
a specimen,  xiv.  10,  in  the  Museum  of  at.  George's  Hospital.)  ( After  It.  Barnes.) 

subject,  the  uterine  wall  is  thickened.  Its  muscular  fibres  are 
enlarged  as  in  pregnancy,  but  to  a less  degree.  The  muscular 
fibres  of  multiple  fibroids  are  also  larger  than  those  of  the 
unimpregnated  uterus.  Hence  a French  writer  has  happily 
spoken  of  “ fibroid  pregnancy,”  as  others  have  done  of  the 
delivery  of  a fibroid.  The  tumours  themselves  are  poor  in 
vessels,  but  the  tissue  around  them  is  vascular,  and  often  they 
are  surrounded  with  venous  plexuses.  In  older  patients  the 
uterine  wall  is  sometimes  atrophied.  We  cannot  define  more 
closely  than  this  upon  what  the  condition  of  the  uterine 
wall  depends. 

The  uterine  cavity  is  lengthened,  and  sometimes  its 
* “ Deutsche  Chirurg-ie,”  Billroth  and  Liicke,  Lief.  57. 
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direction  is  made  bent,  or  even,  when  submucous  growths  are 
also  present,  tortuous.  (Figs.  132,  133.)  This  latter  condition 
makes  it  impossible  correctly  to  measure  the  length  of  the 
uterine  cavity  with  the  sound.  The  uterine  appendages  are 
often  displaced  by  irregular  enlargement  of  the  uterus  from 
interstitial  tumours  (Fig.  134).  This  is  a fact  important 


Fig.  133. — Submucous  fibroid,  causing  great  enlargement  of  the  uterus  and  uterine 
cavity  ; three-eighths  natural  size.  (From  a specimen,  G G 29,  in  the  Museum, 
St.  Thomas’s  Hospital.)  (After  R.  Barnes.) 

to  remember  in  advising  treatment.  Interstitial  fibroids 
which  enlarge  the  uterine  cavity  cause  haemorrhage  because 
there  is  a larger  surface  to  bleed  each  month  and  because 
they  attract  blood  to  the  uterus. 

When  a fibroid  projects  into  the  uterine  cavity  the  en- 
dometrium becomes  hypertrophied.  This  has  been  called 
“ endometritis.”  but  there  is  no  evidence  of  inflammation  ; the 
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change  is  simply  an  overgrowth  of  glands,  vessels,  and  inter- 
glandular  stroma.  The  changes  which  such  a hypertrophied 
endometrium  undergoes  during  the  menstrual  cycle  have  not 
yet  been  studied.  The  endometrium  with  fibroids  may 
undergo  other  changes  secondary  to  changes  in  the  fibroid 
itself.  It  may  become  atrophied  from  pressure ; this  is  fre- 
quent in  submucous  tumours.  It  may  become  inflamed.  The 

various  conditions  on  which 
changes  in  the  endome- 
trium depend  have  not  yet 
been  reduced  to  law.*  Can- 
cerous degeneration  has 
been  observed,  but  there 
is  no  evidence  that  uteri 
containing  fibroids  are 
especially  liable  to  this. 

The  growth  of  fibroids. 
— We  know  not  Avliy  fi- 
broids grow,  nor  why  they 
stop  growing.  We  know 
that  most  fibroids  reach 
a certain  size  and  then  cease  to  grow,  but  we  know  not 
what  regulates  the  size  at  which  they  stop  growing.  We 
only  find  out  fibroids  when  some  trouble,  in  most  cases 
caused  by  the  fibroid,  leads  the  patient  to  let  herself  be 
examined.  In  such  we  know  not  how  long  the  fibroid  has 
taken  in  reaching  the  size  at  which  we  find  it.  Fibroids 
grow  slowly ; it  is  believed  the  more  sloAvly  the  more  they  are 
composed  of  fibrous  tissue,  and  the  less  of  muscular  tissue. 
This  is  theory;  it  has  not  been  proved,  but  it  is  Avhat  Ave 
should  expect.  Fibroids  vary  in  their  rate  of  growth.  They 
enlarge  greatly  during  pregnancy,  but  this  is  because  they 
share  the  growth  of  their  mother  tissue  the  uterus,  for  they 
involute  along  Avith  it.  Sudden  increase  in  the  size  of  fibroids 
is  sometimes  observed,  due  to  haemorrhage  into  them  or  to 
oedema.  On  the  other  hand,  the  opposite  effect,  shrinking, 
has  been  observed  as  a result  of  the  drain  of  fluid  from  the 
blood  in  cholera. 

* See  Semb,  “Arch,  fur  Gyn.,”  Band  xliii.  for  a summary  of  the  literature 
and  original  observations. 


Fig.  134. — Uterine  fibroid  showing  altered 
relation  of  appendages.  ( After  Duran. ) 
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It  is  generally  believed  that  fibroids  delay  the  menopause. 
From  clinical  experience  I think  the  belief  is  correct,  although 
I know  of  no  exact  proof  of  it.  They  only  delay  it  by  a few 
years.  After  the  menopause  hard  fibroids,  as  a rule,  cease  to 
grow,  and  get  a little  smaller.  Soft  fibroids  grow  after  the 
menopause  as  well  as  before  it.  Most  fibroids  stop  growing 
when  they  are  small.  Some  grow  fast  and  long,  and  come  to 
be  among  the  biggest  tumours  seen  in  the  bod}'-.  Richter* 
relates  a case  in  which  a fibroid  in  a girl  of  twenty-three  grew 
in  two  years  and  a half  so  large  that  the  girth  of  the  belly 
was  T62  metre,  or  sixty-five  inches.  A fibroid  has  been 
observed  weighing'  140  lb. 

The  changes  in  fibroids  during  menstruation. — These 
changes  have  been  observed  by  Siiq  J.  Williams. f They 
affect  not  only  the  fibroid  but  the  uterine  wall.  There  is 
monthly  enlargement  and  monthly  shrinking  of  the  whole 
organ  in  all  its  dimensions.  The  changes  are  those  which 
accompany  the  menstruation  of  a healthy  uterus,  but  because 
the  uterus  is  bigger  the  variation  in  size  is  exaggerated.  The 
uterus  and  tumour  begin  to  enlarge  immediately  after  men- 
struation has  ceased,  and  go  on  getting  bigger  until  a few 
hours  before  menstruation  begins.  Then  decrease  begins  and 
takes  place  rapidly  during  the  first  days  of  the  flow.  The 
amount  of  shrinking  bears  no  relation  to  the  amount  of  blood 
lost.  The  increase  in  size  is  due  to  the  growth  of  the  men- 
strual decidua  and  to  the  afflux  of  blood  to  the  uterus  which 
that  growth  attracts.  When  the  growth  of  the  decidua  is 
complete,  the  uterus  contracts  and  squeezes  the  blood  out  of 
itself  (and  the  tumour  which  forms  part  of  it)  into  the  vessels 
of  the  broad  ligament  and  the  decidua,  and  hence  the  uterus 
gets  smaller.  The  decidua  becomes  congested,  and  at  length 
its  overloaded  vessels  give  way  and  blood  escapes  into  the 
uterus.  Later,  blood  appears  at  the  vulva,  and  the  patient 
becomes  aware  that  menstruation  has  begun.  These  changes 
do  not  take  place  in  all  fibroids.  In  subperitoneal  fibroids 
that  cause  no  bleeding  no  change  is  observed.  In  small 
fibroids  that  do  not  rise  high  above  the  pelvic  brim,  they  are 
so  slight  that  it  is  impossible  for  an  observer  to  feel  confident 

* Quoted  by  Gusserow,  op.  cit. 

t Lancet , vol.  i.,  18SU. 
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about  them.  These  changes  may  sometimes  be  of  diagnostic 
value,  for  they  do  not  occur  in  anything  but  the  unimpreg- 
nated uterus.  They  are  of  physiological  interest,  for  they 
throw  light  on  the  changes  of  menstruation. 

Natural  cure  of  fibroids. — (1)  Absorption.  Many  cases 
described  as  instances  of  fibroids  cured  by  absorption  were 
probably  only  cases  in  which  the  diagnosis  was  wrong.  But 
some  have  been  reported  in  which  there  can  be  no  doubt. 
Doran  has  brought  together,  classified,  and  criticised  the 
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evidence  bearing  on  this  question.*  We  know  not  why 
absorption  takes  place ; we  cannot  foretell  it ; and  it  is  so 
rare  that  we  cannot  count  upon  its  occurrence. 

(2)  Expulsion.  The  tumour  may  be  expelled  into  the 
uterine  cavity,  then  through  the  cervix  into  the  vagina,  so 
that  it  comes  to  hang  by  a stalk,  and  is  called  a polypus. 
I have  described  this  in  Chapter  XXIII.  Cure  may  be  naturally 
accomplished  by  the  separation  of  the  stalk  and  expulsion 
of  the  tumour,  but  it  is  usually,  in  civilised  countries,  com- 
pleted by  the  surgeon,  for  if  left  to  nature,  the  patient 
will  have  years  of  ill-health,  and  may  die  during  the 
process. 

(3)  Disintegration  and  gangrene.  When  tents  are  used 
to  dilate  the  uterine  canal,  and  a tumour  so  projects  into 
the  uterine  cavity  as  to  be  pressed  on  by  the  tents,  the 
pressure  will  sometimes  produce  local  gangrene  of  the  part 
of  the  fibroid  which  was  pressed  upon.  Such  gangrene  is 
local  and  superficial ; a little  offensive  discharge  may  result, 
but  the  slough  is  soon  cast  off,  and  the  patient’s  condition 
is  little  altered  by  it. 

Fibroids  sometimes  spontaneously  disintegrate  and  are 
expelled.  Sometimes  this  occurs  after  removal  of  the 
ovaries,  but  it  also  occurs  without  it.  It  is  believed  that 
it  depends  upon  some  change  in  the  capsule,  by  which 
the  blood  supply  of  the  tumour  is  cut  off.  Then,  it  is 
supposed,  ulceration  takes  place  over  the  most  prominent 
part  of  the  tumour,  making  it  bare,  followed  by  dissecting 
suppuration  which  frees  the  tumour  from  its  capsule.  The 
tumour  thus  deprived  of  blood  dies  and  disintegrates.  This 

* “ Obst.  Trans.,”  vol.  xxxv.  See  also  a case  reported  by  W.  Duncan  in 
discussion  on  Doran’s  paper. 
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sequence  of  events,  although  probable,  is  theoretical ; it  has 
never  been  observed. 

A disintegrated  fibroid  presents  at  the  os  uteri  not  as 
a round,  smooth  body,  but  as  a tangle  of  fibrous  bands, 
and  it  is  expelled  as  detached  shreds  of  fibrous  tissue.  While 
the  breaking-down  tumour  is  in  the  uterus,  putrefactive 
germs  do  not  get  to  it  (unless  carried  up  by  some  outside 
agency),  and  therefore  the  tumour  does  not  putrefy.  Hence 
there  is  neither  fever  nor  stinking  discharge.  But  when 
it  gets  into  the  vagina,  or  if  it  be  meddled  with  while  inside 
the  womb,  the  dead  tissue  becomes  putrid  and  "dinks,  the 
discharge  becomes  offensive  and  the  patient  feverish,  from 
sapraemia.  Haemorrhage  accompanies  the  process  from  the 
beginning  (and  there  will  usually  be  a long  antecedent 
history  of  haemorrhages).  Then  shreds  begin  to  come  away. 
The  process  usually  lasts  from  one  to  two  weeks.  If  the 
tumour  is  so  small  that  its  expulsion  is  completed  soon 
after  it  has  got  down  into  the  vagina,  the  patient  gets  well, 
and  is  cured  of  her  tumour.  But  if  the  tumour  is  a big  one, 
and  is  long  coming  away,  the  patient  may  die  (1)  exhausted 
by  discharge  and  bleeding ; (2)  poisoned  by  the  putridity  of 
the  tumour,  i.e.  from  sapraemia ; or  (3)  purulent  endometritis 
may  be  set  up,  which  may  spread  along  the  Fallopian  tubes 
to  the  peritoneum*  and  kill  some  weeks  afterwards. 

The  treatment  when  this  happens  is  to  hasten  the  process 
by  cutting  away  the  dead  tissue  as  completely  as  possible 
with  scissors;  and  to  prevent  sapraemia  by  washing  the 
passage  with  an  antiseptic  solution  twice  a day,  or  as  much 
oftener  as  may  be  necessary  to  prevent  the  discharge  from 
becoming  offensive. 

A disintegrated  fibroid  may  be  taken  for  placenta. — 

The  shreddy,  fibrous  tissue  formed  by  a disintegrated  fibroid 
feels  very  much  like  placenta.  If  you  are  called  to  a patient 
who  has  a large  uterus,  and  you  feel  this  tangle  of  fibres 
presenting  at  the  os  uteri,  the  idea  of  placenta  prsevia  may 
occur  to  you.  1 once  saw  a case  of  this  kind,  occurring 
in  an  unmarried  woman,  in  whom  the  diagnosis  of  placenta 
prsevia  had  been  made,  and  the  patient  taxed  with  pregnancy. 
To  avoid  this  error,  notice  the  absence  of  the  softening  of  the 

* See  a case  reported  by  Hurry,  “ St.  Barth.  Hosp.  Rep.,”  vol,  xx, 
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cervix,  and  the  violet  discolouration  of  the  vulva,  which 
are  characteristic  of  pregnancy ; put  your  finger  through 
the  os,  and  you  will  come  upon  no  foetus.  There  will  be 
no  breast  signs  of  pregnancy,  and  there  will  be  a history  of 
frequently  repeated  bleedings  for  a long  time  back. 

(4)  Sloughing,  without  disintegration. — Fibroids  some- 
times die  in  a lump,  without  breaking  up.  This  must  depend 
on  a change  in  the  capsule  of  the  tumour  by  which  its  blood 
supply  is  cut  off.  How  and  why  this  happens  we  know 
not.  When  a fibroid  has  thus  died  in  a mass,  suppuration 
round  it  opens  a path  for  its  exit,  and  the  uterus  squeezes 
it  out.  It  may  force  it  into  the  vagina,  where  it  is  found 
as  a loose,  solid,  stinking  lump.  Matthews  Duncan  * has 
reported  such  a case.  The  symptoms  and  effects  of  the 
expulsion  of  a dead  fibroid  entire  are  the  same  as  those 
which  attend  that  of  a broken  - down  fibroid,  the  only 
difference  being  that  there  is  a decomposing  lump  instead 
of  decomposing  shreds.  If  the  dead  fibroid  is  cast  off  into 
the  peritoneum,  peritonitis  first  shuts  off  the  tumour  by 
adhesions  from  the  general  peritoneal  cavity,  and  then  by 
suppuration  round  the  tumour  the  tissues  which  separate 
it  from  the  surface  are  melted  down ; and  if  the  patient 
survive,  and  is  not  helped  surgically,  the  tumour  is  expelled 
through  the  belly  Avail.  I have  removed  such  a fibroid 
from  the  peritoneal  cavity.f  Neugebauer  has  reported  a 
case,f  in  which  he  assisted  the  expulsion,  Avhich  nature  had 
begun,  of  a fibroid  through  the  belly  wall. 

The  only  treatment  is  to  remove  the  dead  lump.  If  this 
is  lying  in  the  vagina,  its  removal  is  easy.  Should  it  be  in 
the  uterine  cavity,  the  treatment  is  to  dilate  the  cervix  until 
its  canal  is  big  enough  to  admit  the  finger  and  an  instru- 
ment, and  then  cut  the  lump  up  and  remove  it  in  bits.  If 
the  dead  lump  is  in  the  peritoneal  cavity,  it  will  be  discovered 
and  removed  only  by  acting  on  the  rule  not  to  tap  or  aspirate 
a tumour  of  doubtful  nature ; but  if  the  symptoms  are  serious 
enough  to  demand  interference,  make  an  incision  big 
enough  to  admit  the  finger  and  explore.  If  an  opening  in 

* Medical  Times  and  Gazette,  July  6th,  1872. 

f Lancet,  Dec.  8th,  1S94. 

J “Monat.  fur  Geh,,”  Dec.,  186G, 
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the  belly  wall  has  already  formed,  the  obvious  course  is  to 
pull  the  lump  out,  cutting  it  up  if  necessary. 

Treatment  of  bleeding-  fibroids. — (1)  Drug  treatment. 
Drug  treatment  comes  first,  because  it  is  not  attended 
with  danger  or  suffering.  The  only  drug  which  certainly 
has  power  over  bleeding  fibroids  is  ergot.  It  acts  by 
causing  contraction  of  smooth  muscular  fibres.  It  makes 
the  uterus  contract,  and  so  squeezes  the  vessels  and 
the  tumour.  It  also  makes  the  vessels  contract.  Some 
think,  it  may  squeeze  the  tumour  so  much  as  to  get  it 
absorbed.  I have  seen  it  lessen  the  size  of  the  tumour. 
This  effect  was  first  pointed  out  by  Gairdner,  of  Glasgow, 
in  1864*  The  effect  of  ergot  in  checking  uterine  haemor- 
rhage has  long  been  known,  but  the  beneficial  effect  of 
its  prolonged  and  continuous  administration  in  bleeding- 
fibroids  was  first  brought  to  the  notice  of  the  profession 
in  1872  f by  Hildebrandt.  To  get  the  full  effect  from  it,  the 
drug  must  be  given  continuously  for  months.  Hildebrandt 
gave  it  by  hypodermic  injection.  But  this  method  is  dis- 
agreeable to  the  patient,  because  every  preparation  of  ergot 
produces  inflamed  nodules  where  it  is  injected.  Equal 
benefit  follows  when  the  drug  is  given  by  the  mouth.  The 
best  form  is  the  liq.  ergotae  ammoniatae,  a preparation  in 
which  ergot  is  exhausted  by  ammoniated  proof  spirit. 
Order  this  in  doses  of  half  a fluid  drachm  three  times 
a day.  Pills  of  three  grains  of  ergotin  are  more  convenient. 

Taking  all  cases  of  bleeding  fibroids  together,  those  in 
which  bleeding  is  slight  as  well  as  those  in  which  it  is  great,  I 
find  that  ergot  will  check  the  haemorrhage  in  three  cases 
out  of  four.  If  the  drug  is  thus  effective,  it  jnay  be  taken  for 
from  six  months  to  two  or  three  years.  I have  never  seen 
any  bad  effects  from  this  prolonged  administration.  If  there 
be  no  appreciable  effect,  the  drug  must  be  left  off  after  a 
length  of  trial  dependent  on  the  amount  of  the  bleeding  ; the 
more  the  bleeding,  the  less  the  time  that  you  can  spend  in 
trying  the  effect  of  drug  treatment.  Hydrastis  Canadensis  is 
said  to  be  useful.  I have  seen  lessened  haemorrhage  follow 

* Glasgow  Med.  Journal,  vol.  xii. 

i For  a collection  of  evidence  bearing  on  this  subject  see  papers  by  the 
ruthor,  Medical  Times  andGazette,  1879. 
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its  use  so  seldom  that  I am  not  sure  that  when  it  did  follow 
it  was  more  than  coincidence. 

What  proportion  of  fibroids  require  operation  ? — I have 
shown  above  that  the  number  of  women  with  uterine  fibroids 
who  come  for  treatment  is  only  about  a third  of  those  who 
have  fibroids.  As  in  three  out  of  four  of  those  whose  fibroids 
cause  bleeding  this  bleeding  can  be  reduced  by  ergot  to  an 
amount  compatible  with  health,  it  follows  that  of  bleeding 
fibroids  not  more  than  about  Ofie  out  of  twelve  requires 
operation. 

(2)  Removal  of  tumour.  If  ergot  fails,  the  question 
comes,  Can  the  tumour  be  removed  ? This  depends  upon 
its  size  and  position,  (a)  It  may  be  presenting  at  the 
external  os,  thinning  and  stretching  the  lower  segment 
over  it,  just  as  this  is  thinned  and  stretched  during  labour. 
If  so,  enlarge  the  os  externum  by  dividing  its  margiu 
bilaterally  with  scissors,  and  give  ergot,  so  as  to  hasten  the 
expulsion  of  the  tumour  into  the  vagina,  when  you  can  treat 
it  as  a polypus.  If  the  patient  be  so  anaemic  that  you  think 
it  unsafe  to  wait  for  this,  then  remove  the  tumour  in  the  way 
I shall  describe  in  the  next  paragraph. 

( b ) The  tumour  has  not  descended  into  the  cervical  canal. 
The  removal  of  the  tumour  is  the  ideal  method,  for  if  this 
is  done  the  patient  is  cured  without  the  loss  of  any  function. 
If  the  tumour  is  so  small  that  you  can  pull  it  undiminished 
through  the  cervical  canal,  avulsion  is  the  way  to  remove  it. 
Seize  the  tumour  with  strong  forceps,  and  then  rotate  them 
so  as  to  break  away  the  tumour  from  the  uterus.  If  the 
tumour  projects  so  far  into  the  uterine  cavity  that  its  equator 
is  free — that  is,  it  has  a neck — it  can  generally  be  removed, 
and  this  ought  to  be  done.  But  you  must  consider  not  only 
what  may  be  done,  but  what  can  be  done  with  the  least  risk. 
The  safe  removal  of  larger  tumours  within  the  uterine  cavity 
depends  upon  three  things:  (1)  Great  dilatation  of  the  cervical 
canal.  This  must  be  large  enough  to  allow  free  movement 
within  it  of  the  finger  and  an  instrument — that  is,  it  must' 
admit  two  fingers.  To  attain  sufficient  dilatation  of  the 
cervical  canal,  the  best  way  is  to  protract  the  process  over 
several  days,  so  that  you  may  get  several  tents  in  at  once 
(2)  Cutting  up  the  tumour  into  little  bits.  (3)  Antiseptics. 
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There  are  two  conditions  which  limit  the  possibility  of 
safely  removing  through  the  cervical  canal  an  intra-uterine 
fibroid.  (1)  The  uterus  must  not  be  so  large  that  it  seems 
unlikely  that,  even  after  the  tumour  has  been  removed,  or 
greatly  diminished  in  size,  you  can  get  your  finger  to  the 
top  of  it.  If  the  tumour  be  not  larger  than  a foetal  head,  as 
you  cut  away  the  lower  part,  you  can  by  the  abdomen  press 
the  top  of  the  uterus  down  within  reach  of  the  vaginal 


Fig.  135.  ■ Fig.  136. 

Illustrating  enucleation  of  submucous  fibroid.  Fig.  135,  seizure  of  tumour  with 
volsella,  guided  by  finger.  Fig.  136,  cutting  off  bit  seized  by  volsella. 


finger.  If  the  tumour  be  much  larger  than  this,  you  cannot 
be  sure  of  doing  this,  nor  can  you  be  sure  that  there  may  not 
be  other  tumours  in  the  wall  of  the  uterus.  (2)  You  must 
be  able  to  distinguish  between  the  tumour  and  the  uterine 
wall.  As  a rule,  if  the  greater  part  of  the  tumour  is  within 
the  uterine  wall,  not  in  the  cavity,  the  definition  of  its  outline 
will  be  difficult,  and  you  cannot  be  sure  of  doing  this.  Some- 
times, although  the  equator  of  the  tumour  is  not  free,  you  can, 
by  cutting  with  scissors  where  the  lower  edge  of  the  tumour 
emerges  from  the  uterine  wall,  hit  the  capsule,  and  then  with 
your  finger  so  enucleate  the  lower  part  of  the  tumour  that 
it  comes  to  have  a neck,  and  you  can  safely  proceed  to  cut 
it  up  and  remove  it.  I have  made  exact  statements  as  to  size 


420 


DISEASES  OF  WOMEN. 


and  degree  of  projection,  for  the  sake  of  clearness  ; but  I do 
not  lay  them  down  as  Procrustean  rules  to  be  applied  to  every 
case.  Judgment  must  depend  upon  the  combination  of  con- 
ditions in  each  case  : the  size  and  position  of  the  tumour,  the 
size  of  the  uterus,  the  size  of  the  cervical  canal,  and  your 
own  experience  and  skill  in  vaginal  manipulations.  Do  not 
attempt  the  operation  unless  you  think  you  can  finish  it,  for 
an  incomplete  operation  will  bring  danger. 

The  operation  is  simple,  but  is  tedious  and  tiring.  Seize 
the  nearest  part  of  the  tumour  with  a volsella,  and  then  with 
scissors  cut  out  as  large  a piece  as  you  can  around  the  grip  of 
the  volsella  (Figs.  135,  136).  Having  removed  this,  seize 
another  bit,  and  cut  that  away,  and  so  on,  until  you  have 
removed  the  whole.  You  may  also  get  away  pieces  by 
avulsion  : seize  a piece  with  broad-bladed  forceps,  and  twist 
it  off.  By  repeated  operations  of  cutting  and  tearing  you  can 
get  the  whole  tumour  away.  Rinse  fingers  and  instruments 
in  an  antiseptic  solution  before  each  time  that  you  put  them 
in  the  uterus,  and  during  the  operation  frequently  wash  out 
the  uterus  with  an  antiseptic  solution. 

(3)  Abdominal  section.  If  the  bleeding  is  impairing  the 
patient’s  health,  if  ergot  has  failed,  and  if  you  find  that  the 
conditions  necessary  for  safe  enucleation  are  not  present,  an 
abdominal  operation  is  indicated.  The  choice  of  operation 
depends  upon  conditions  which  cannot  be  found  out  until  the 
belly  has  been  opened.  One  of  three  things  may  be  done : 
(1)  removal  of  the  ovaries  and  tubes ; (2)  removal  of  the 
uterine  body  without  the  ovaries  ; (3)  removal  of  the  uterus 
with  the  ovaries  and  tubes.  I postpone  the  description  of 
these  operations  until  I come  to  speak  of  subperitoneal 
fibroids.  Here  I shall  only  state  the  advantages  and  dis- 
advantages of  each. 

(1)  When  the  ovaries  and  tubes  have  been  removed, 
uterine  fibroids  shrink  and  bleeding  stops.  The  advantage 
of  this  operation  is  that  with  small  non-adherent  tumours  it 
is  safe.  Its  disadvantages  are  (a)  that  if  the  tumour  is  large, 
the  ovaries  may  be  so  displaced  that  it  is  difficult  to  find 
them,  and  ( b ) the  folds  of  the  broad  ligaments  may  be  so 
separated  that  it  is  difficult  to  get  a good  pedicle.  Either  of 
these  conditions  may  make  oophorectomy  more  dangerous 
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than  hysterectomy,  (c)  The  removal  of  the  ovaries  brings 
about  a premature  climacteric,  followed  within  a few  years  by 
loss  of  sexual  feeling,  atrophy  and  contraction  of  the  vagina. 
If  the  patient  be  young,  this  may  be  an  important  disadvan- 
tage. (d)  In  a few  cases  oophorectomy  fails.  Soft  fibroids 
may  go  on  growing  in  spite  of  it.  In  one  case  under  my  care, 
after  dwindling  of  the  tumour  and  cessation  of  bleeding, 
sarcomatous  growth  developed  in  the  uterus.  Nervous  dis- 
turbances have  been  reported  as  following  oophorectomy,  but 
we  have  not  yet  much  knowledge  concerning  them.  Neuras- 
thenia often  follows  an  operation,  and  insanity  may;  we  know 
not  whether  they  are  more  frequent  after  oophorectomy  than 
after  other  operations  of  equal  gravity.  But  the  objections  I 
have  detailed,  and  the  safety  of  hysterectomy,  have  caused 
oophorectomy  for  fibroids  to  be  given  up,  unless  it  be  for 
cases  in  which  exceptional  conditions  make  hysterectomy 
unusually  difficult  and  dangerous. 

(2)  In  the  case  of  tumours  of  the  uterine  body,  when  the 
cervix  is  free,  it  is  easy  and  safe  to  remove  the  body  of  the 
uterus  and  leave  the  ovaries  behind.  If  this  be  done,  the 
sexual  function  is  not  impaired,  but  the  ovaries  may  become 
the  seat  of  cystic  disease. 

(3)  The  uterus  maybe  removed  with  the  ovaries  ond  tubes. 
It  may  either  be  cut  off,  leaving  the  cervix  behind,  or  removed 
along  with  the  cervix.  The  terms  in  current  use  are,  for  the 
former  operation,  “ hysterectomy  ” ; for  the  latter,  “ pan-hys- 
terectomy.” The  correct  terms  are,  for  the  former,  “ amputa- 
tion of  the  uterine  body  ” ; for  the  latter,  “ hysterectomy.” 
Which  of  these  two  operations  is  the  better  is  a question 
solely  for  the  operator,  to  be  decided  on  the  operating  table. 
The  result  of  either  of  these  operations  is  more  satisfactory 
than  that  of  oophorectomy.  Amputation  of  the  uterine  body 
is  safer  than  hysterectomy. 

Another  operation  has  also  been  practised,  known  as 
Martin’s.  It  is  cutting  open  the  body  of  the  uterus,  enucleat- 
ing the  tumour,  and  then  sewing  up  the  wound  in  the  uterus. 
This  operation  is  more  dangerous  than  either  of  those  just 
described.  I therefore  advise  it  not. 

From  the  patient’s  point  of  view  two  things  have  to  be 
considered : the  risk  to  life  and  the  after-consequences.  With 
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regard  to  the  former,  she  must  trust  the  operator  to  do  what 
is  safest.  With  regard  to  the  latter,  if  the  patient  be  young, 
the  consequences  of  removal  of  the  ovaries  should  be,  through 
her  husband,  or  a married  female  relative,  explained  to  her ; 
and  if  she  wish  the  ovaries  left,  the  operator  should  respect 
her  wish  if  he  can  with  safety  to  her  life  do  so.  But  he 
should  always  reserve  to  himself  a discretion,  for  the  decision 
depends  on  conditions  which  cannot  be  completely  known 
until  the  belly  has  been  opened. 

(4)  Applications  to  the  endometrium. — The  endometrium 
bleeds,  not  the  tumour.  Hence  if  you  wash  out  the  uterus  with 
a styptic,  or  scrape  away  the  endometrium  and  then  destroy 
by  caustic  what  has  escaped  scraping,  bleeding  is  for  a time 
stopped.  The  patient  may  have  two  or  three  months’  freedom 
from  excessive  haemorrhage,  but  when  the  endometrium  has 
been  reproduced,  bleeding  returns.  Hence  this  is  only  a 
palliative,  not  a cure.  Advise  it  only  in  exceptional  cases; 
such  as  when  the  patient  refuses  radical  treatment,  when 
circumstances  make  her  wish  to  postpone  it,  or  when  some 
accompanying  condition  contra-indicates  an  operation.  Thus 
in  the  case  of  a ver}^  fat  woman  with  a dilated  heart,  who 
was  therefore  a bad  subject  for  operation,  but  had  a large 
bleeding  fibroid,  I checked  hasmorrhage  by  washing  out  the 
uterus  with  tincture  of  hamamelis. 

Electrical  treatment. — Another  kind  of  intra-uterine 
treatment  has  been  introduced — viz.  by  electricity.  This 
is  known  as  the  Apostoli  treatment,  from  the  name  of  the 
French  surgeon  who  systematised  it,  and  induced  others  to 
take  it  up.  The  essential  feature  of  Apostoli’s  method  is  that 
one  pole  of  a battery  is  put  in  the  uterus,  and  the  other 
connected  with  a very  broad  pad  on  the  abdominal  wall. 
Owing  to  the  size  of  the  pad,  a very  strong  current  can  be 
used,  because  the  large  pad  so  diffuses  it  that  it  does  not 
burn  the  skin.  It  is  said  that  this  strong  current  produces 
an  “ electrolytic  ” action  by  which  the  absorption  of  the 
tumour  may  be  brought  about.  There  is  no  evidence  of 
any  such  action.  In  Great  Britain  the  chief  advocate  of  this 
treatment  was  the  late  Thomas  Keith ,*  and  his  book  is  the 

* “Electricity  in  the  Treatment  of  Uterine  Tumours,”  by  Thos.  Keith  and 
Skene  Keith,  1889. 
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best  account  we  have  of  its  effects.  This  work  has  been 
critically  examined  by  Stuart  Nairn e.*  I cannot  quote 

in  detail,  but  the  broad  result  of  Nairne’s  analysis  of  the 
cases  is  this.  Out  of  106  cases,  the  result  was  good  in  28, 
indifferent  in  13,  bad  in  21,  very  bad  in  44.  Cases  in  which 
it  has  been  supposed  by  advocates  of  electricity  that  the 
tumour  was  absorbed  are  very  few  in  proportion  to  the 
number  treated,  and  in  most  of  them  the  diagnosis  was 
probably  wrong — either  they  were  hsematoceles,  or  inflamma- 
tory swellings,  or  the  supposed  tumours  were  so  small  that 
it  is  doubtful  if  there  was  any  tumour.  The  only  indubitable 
effect  of  electricity  is  that  where  the  intra-uterine  pole  touches 
the  endometrium  the  tissues  are  cooked,  just  as  a piece  of  meat 
is  cooked  when  it  is  held  before  the  fire.  This  cooking  may 
make  the  endometriurp  for  a time  bleed  less.  It  may  also  set 
up  inflammation.  But  the  instruments  required  are  costly, 
the  applications  are  disagreeable  and,  according  to  those  who 
make  them,  require  frequent  repetition,  hence  this  treatment 
is  protracted  and  expensive.  Dilatation  of  the  cervix  and 
a single  application  of  an  ordinary  caustic  are  much  better. 
The  general  results  from  electrical  treatment  as  applied  to  all 
cases  are  far  inferior  to  those  of  ergot. 


Provincial  Med.  and  Surg.  Journal,  1891. 
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CHAPTER  XXIX. 

GENERAL  CONSIDERATIONS  AS  TO  LEUCORRHCEA. 

What  is  leucorrhcea  ? — Lcucorrhma  is  the  Greek  equivalent 
of  the  term  “ whites.”  It  commonly  means  a discharge  from 
the  vulva  which  is  not  blood.  A closer  description  than  this 
cannot  be  given,  because,  first,  the  diagnosis  of  the  kind  of 
the  discharge  in  most  cases  has  to  rest  on  the  patient’s 
description  of  it,  which  is  not  always  accurate ; and,  secondly, 
because  the  kind  of  discharge  may  vary  from  one  week  to 
another,  being  sometimes  white  and  sometimes  yellow.  The 
vulva  is  normally  moist.  A description  of  the  normal  secre- 
tions will  appropriately  precede  that  of  the  abnormal  ones. 

The  normal  secretions  which  moisten  the  vulva. — There 
are  four  parts  from  which  normal  secretions  flow  on  to  the 
vulva:  (1)  the  body  of  the  uterus ; (2)  the  cervix  uteri ; (3) 
the  vagina ; and  (4)  the  vulva  itself. 

(1)  The  secretion  of  the  body  of  the  uterus.  This  is 
believed  to  be  a clear,  watery,  colourless  fluid.  We  know 
little  about  it,  because  during  life  we  only  see  it  mixed  with 
the  secretion  of  the  vagina  and  cervix.  The  characters  are 
judged  of  from  the  fluid  found  in  the  uterus  at  post-mortem 
examinations.  In  health  there  is  not  much  of  it. 

(2)  The  secretion  of  the  cervix  uteri.  The  cervix  contains 
so  many  glands  that  it  is  practically  a large  gland.  These 
glands  secrete  a clear  transparent  glairy  fluid  like  white  of 
egg.  With  a speculum  you  may  see  clinging  about  the  cervix 
the  mixed  secretion  of  the  body  and  cervix. 

(3)  The  secretion  of  the  vagina.  In  healthy  virgins  this 
looks  like  unboiled  starch  mixed  with  water,  and  can  be  seen 
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lying  in  the  folds  of  the  vagina.  The  fact  that  the  vagina 
secretes  at  all  has  been  denied ; because  some  people  have 
looked  for  glands  and  found  none.  But  many  observers  have 
found  glands,  and,  in  such  a matter,  positive  evidence  out- 
weighs negative.  There  are  glands,  but  not  many  of  them. 
The  fact  of  vaginal  secretion  has  been  established  by  Gow.* 
The  vaginal  secretion  is  a transudation  of  albuminous  fluid 
with  shedding  of  the  superficial  layers  of  its  epithelium. 
When  poured  out  it  is  alkaline.  But  in  the  lower  part  of  the 
vagina  micro-organisms  abound,  and  they  make  it  acid. 

(4)  The  secretions  of  the  vulva.  The  vulva  contains 
sebaceous  and  sweat  glands.  The  secretion  of  the  former  can 
be  seen  in  the  folds  of  the  vulva  of  women  not  careful  to 
wash  the  part;  stuff  very  like  the  sebum  inside  the  male 
prepuce.  There  is  al§o  a sexual  gland,  Bartholin’s  gland,  the 
secretion  of  which  is  poured  out  under  sexual  excitement. 

We  have  no  exact  knowledge  as  to  the  quantities  of  these 
secretions  in  health,  for  we  have  no  practicable  way  of 
measuring  them.  The  secretions  flow  down  the  vagina  to  the 
vulva  and  there  evaporate.  The  only  definition  of  a patho- 
logical leucorrhcea  is  that  it  is  that  which  makes  the  parts 
adjacent  to  the  vulva  so  moist  that  the  moisture  is  an  annoy- 
ance to  the  patient. 

At  different  periods  of  female  life  we  have  different  kinds 
of  leucorrhcea  to  deal  with.  It  will  therefore  be  convenient 
to  divide  the  subject  into  four  divisions : I.  Leucorrhcea  in 
children.  II.  Leucorrhcea  in  virgins.  III.  Leucorrhcea  in  the 
married.  IV.  Leucorrhcea  in  old  women. 


* “ Obst.  Trans.,”  vol.  xxxvi.  p.  52. 
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CHAPTER  XXX. 

LEUCORRHGEA  IN  CHILDREN. 

Leucorrhcea  in  children. — The  chief  cause  of  leucorrhoea  in 
children  is  vulvitis ; a not  uncommon  disease  in  them.  The 
diagnosis  is  easy.  The  mother  tells  you  the  child  has  a 
discharge.  Put  the  child  on  her  back,  separate  the  labia,  and 
you  will  see  that  the  mucous  membrane  is  bright  red  and 
bathed  in  pus.  The  skin  round  may  be  red,  with  adherent 
crusts  of  pus. 

Alleged  causes. — It  is  produced  by  a micro-organism,* 
but- we  know  not  always  its  life  history,  nor  whence  it  comes 
Among  the  alleged  causes  are : (a)  Dirt.  But  it  is  met  with 
in  children  of  the  upper  classes,  who  are  kept  scrupulously 
clean  in  every  other  part ; and  many  poor  children  who  are 
not  at  all  clean  do  not  get  it.  (b)  Worms.  Many  children 
who  have  worms  never  get  vulvitis ; and  no  one  has  shown 
that  worms  are  more  frequent  in  children  with  vulvitis  than 
in  other  children,  (c)  Struma.  We  have  no  definition  of  a 
“strumous”  child  exact  enough  to  enable  this  to  be  tested. 
I know  of  no  special  class  of  children  in  whom  vulvitis  is 
more  frequent  than  in  others.  ( d ) “ Constitutional  causes.” 
We  know  not  what  these  are,  if  they  exist.  If  the  disease 
were  due  to  any  constitutional  cause,  it  ought  to  recur  again 
and  again,  after  having  been  cured  by  treatment ; but  it  does 
not.  (e)  Chill.  What  disease  has  not  been  ascribed  to 
catching  cold  ? There  is  no  evidence  that  purulent  vulvitis 
can  come  from  a chill.  (/)  Gonorrhoea.  The  gonococcus  is 
the  only  agent  that  we  know  causes  purulent  vulvitis  in 
children.  Drummond  Robinson  t found  it  present  in  76  per 
cent,  of  such  cases.  Many  times  innocent  persons  have  been 
accused  of  criminal  conduct  to  children  such  as  to  give 
them  this  disease.  It  is  seldom  that  children  are  thus 

* See  M‘Cann,  “ Obst.  Trans.,”  vol.  xxxviii. 

f “Obst  Trans  vol  xli.,  1899. 
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infected  with  it.  It  is  usually  conveyed  by  dirty  towels, 
sponges,  clothing,  utensils,  or  fingers : possibly  sometimes  by 
accidental  direct  contact.  Hence  the  mere  presence  of  a 
purulent  discharge  from  the  vulva  of  a child  is  no  ground 
for  making  or  supporting  a criminal  charge.  If  such  a 
charge  is  made,  and  you  are  asked  if  your  examination  con- 
firms it,  look  for  lacerations,  and  for  spermatozoa  on  the 
clothing,  and  (if  you  are  consulted  early)  in  the  vulval  secre- 
tions. Base  no  opinion  on  the  mere  presence  of  pus.  I 
hesitate  even  to  say  that  the  gonococcus  can  be  identified  and 
distinguished  from  other  organisms  with  such  certainty  that  a 
criminal  charge  might  be  based  on  its  discovery,  (g)  Mas- 
turbation. A child  with  vulvitis  may  masturbate.  The  itch- 
ing makes  the  child  rub  the  part,  and  thus  the  habit  of 
masturbation  may  be  acquired.  This  is  a reason  why  it  should 
be  cured.  But  Dr.  R Langdon-Down  tells  me  that  in  idiots, 
who  generally  masturbate,  vulvitis  is  not  common.  They  get 
excoriations  and  sometimes  bleeding,  but  not  purulent  vul- 
vitis. Arthur  Martin  * states  that  when  vulvitis  is  present  in 
a child  who  masturbates,  its  duration  is  indefinite ; and  this  is 
what  we  should  expect.  ( h ) The  disease  is  seen  in  children 
whose  circumstances  would  make  one  think  gonorrhoeal  infec- 
tion impossible,  and  in  whom  the  gonococcus  is  not  found : 
in  such  we  know  not  its  cause. 

Treatment. — The  diseases  of  children  are  characterised  by 
the  quickness  with  which  they  yield  to  proper  treatment. 
Vulvitis  can  be  quickly  cured.  The  treatment  is  to  wash  away 
frequently  the  discharge  and  bathe  the  mucous  surface  with 
a sedative  or  astringent  and  antiseptic  fluid.  I have  found  a 
saturated  solution  of  borax  efficient.  If  that  failed  I should 
use  a weak  solution  of  zinc  chloride:  five  grains  to  the  pint. 
The  mode  of  application  is  important.  Unless  instructed,  the 
mother  will  simply  bathe  the  labia  with  it  and  do  no  good. 
Tell  her  to  use  the  lotion  with  a male  syringe  ; to  hold  the 
labia  apart  and  to  insert  the  nozzle  of  the  syringe  in  the 
vagina  so  that  the  returning  fluid  may  wash  away  the  dis- 
charge and  bathe  the  whole  mucous  surface.  This  should  be 

* “ De  la  Propagation  des  Affections  Vulvo-vaginales  de  l’Enfance  aux 
Organes  genitales  internes.”  These,  Paris,  1894.  An  excellent  summary  of  the 
literature  of  the  subject. 
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done  several  times  a day.  It  will  quickly  cure.  Do  not  let 
pads  ol  lint  or  wool  be  put  between  the  labia ; they  can  do  no 
good,  because  they  do  not  reach  the  deeper  folds,  and  they 
irritate.  Mopping  the  vulva  is  a less  efficient  way  of  applying 
remedies  than  with  a syringe.  In  most  books  you  are  told  to 
give  iron  and  cod-liver  oil ; these  drugs  will  not  cure  without 
local  treatment,  and  the  vulvitis  will  get  well  without  them  if 
proper  local  treatment  is  used;  but  they  will  do  nothing  but  good. 

Vaginitis  in  children. — In  the  disease  just  described  the 
inflammation  may  affect  the  vagina  as  well  as  the  vulva ; but 
there  is  no  need  to  use  a speculum  to  see  if  it  is  so. 

In  the  course  of  scarlet  fever  or  measles  severe  vaginitis 
sometimes  occurs,  leading  to  sloughing,  followed  by  ulceration, 
which  when  it  heals  may  obliterate  the  canal.  This  kind  of 
vaginitis  is,  unfortunately,  usually  not  discovered  till  long 
afterwards,  when  retention  of  menses  has  been  the  result.  I 
know  not  of  this  vaginitis  having  been  observed  and  treated 
at  its  beginning ; probably  there  is  discharge,  but  other 
symptoms  of  the  constitutional  disease  attract  more  atten- 
tion. 

Salpingitis  in  children. — In  children,  as  in  the  adult, 
vaginitis  may  spread  up  along  the  uterus  to  the  Fallopian 
tubes.  Its  symptoms  have  been  but  little  studied,  because 
such  cases  seldom  come  under  the  care  of  gynaecologists ; for 
if  a specialist  is  called  in,  it  is  usually  one  who  has  given 
attention  to  diseases  of  children.  Marx  * says  he  has  several 
times  observed  perimetritis  from  vulvitis  in  infants.  A child 
with  vulvitis  gets  fever,  nausea,  hypogastric  pain,  and  scalding 
in  micturition  ; and  on  examination  by  the  rectum  there  is  a 
swelling  felt  on  each  side  of  the  uterus.  Arthur  Martin  f has 
published  cases  which  show  that  pyosalpinx,  perimetritis,  and 
rapidly  fatal  general  peritonitis  may  result  from  vulvitis  in 
children.  He  regards  gonorrhoea  as  the  usual  cause  of  vulvo- 
vaginitis having  such  consequences.  This  disease  may  be 
communicated  to  a child  indirectly,  through  towels,  bed-linen, 
or  clothing.  From  gonorrhoeal  vulvitis  in  children  may  also 
result  arthritis,  and  (by  inoculation)  ophthalmia. 

* Quoted  in  “ Annual  of  TJniv.  Med.  Science,”  1896.  I have  not  been  able  to 
see  the  original. 

f Op.  cit. 
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After-effects  of  infantile  salpingitis. — The  vulvitis  that 
spreads  up  to  the  tubes  is  of  a severe  kind.  It  often  leads  in 
the  vagina  to  destruction  of  the  epithelium,  or  even  sloughing 
of  mucous  membrane  in  places,  and  consequent  adhesion,  and 
obliteration  of  the  vagina.  It  leads  also  to  closure  of  the 
Fallopian  tubes.  We  seldom  get  the  opportunity  of  observing 
these  changes  at  the  time  they  are  being  produced,  for  the 
reasons  that  I have  mentioned.  After  these  effects  have  been 
produced,  the  inflammation  subsides.  As  the  organs  are  not 
functionally  active,  damage  to  them  produces  no  immediate 
consequences.  The  microbes  are  enclosed  within  a shut-off 
cavity.  The  patient  gets  well,  and  if  she  be  young  at  the 
time  this  has  happened,  she  remembers  nothing  about  it 
whenv  later  she  has  to  consult  a doctor.  She  remains 
well  until  puberty.  Then,  when  menstruation  begins,  the 
blood  cannot  get  out,  and  hsematometra  is  formed.  Bleeding 
also  often  takes  place  into  the  tubes,  probably  in  consequence 
of  alterations  produced  in  them  by  the  inflammation.  This 
blood  cannot  get  out,  because  the  tubes  are  closed.  The 
microbes  in  the  wall  of  the  tubes  find  this  retained  dead 
blood  a suitable  food : they  thrive  and  multiply.  If  later, 
hi  consequence  of  injudicious  treatment,  or  some  unfortunate 
accident,  the  tube  bursts — -which,  in  consequence  of  in- 
flammatory softening  of  its  wall,  it  does  easily — and  the 
dead  blood  escapes  into  the  peritoneal  cavity,  rapidly  fataj 
peritonitis  is  the  result. 
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CHAPTER  XXXI 

LEUCORRHCEA  IN  VIRGINS. 

Occasional  leucorrhcea. — It  is  common  for  young  women 
lo  get  for  a few  days  at  a time  a little  white  or  yellow  discharge. 
They  generally  do  not  even  ask  advice,  much  less  submit  to 
examination,  for  this  trifling  inconvenience,  hence  we  have  no 
knowledge  as  to  its  cause  derived  from  observation.  I take  it 
to  be  a catarrh  of  the  vagina,  like  the  common  catarrh  of  the 
nose.  In  the  latter  affection  the  discharge  is  first  of  a clear 
mucus,  then  muco-purulent,  then  gradually  ceases.  The 
course  of  a vaginal  catarrh  is  much  the  same  and  sensible 
girls  pay  about  as  much  attention  to  it  as  they  do  to  a nasal 
catarrh. 

Persistent  leucorrhcea. — Some  young  women  have  always 
so  much  secretion  from  the  genital  passage  as  to  make  the 
parts  uncomfortably  damp,  but  have  no  other  symptom  of 
local  disease.  When  you  examine  these  you  may  find  the 
parts  presenting  no  sign  of  disease  that  the  senses  can  appre- 
ciate. The  disease  is  a chronic  catarrh  of  the  vagina.  It  is  a 
minor  malady  which  is  disagreeable,  but  is  not  enough  to 
induce  the  subject  of  it  to  submit  to  trouble,  pain,  or  risk  for 
its  cure.  It  is  not  present  in  girls  in  robust  health ; but  is 
not  so  linked  with  any  definite  condition  of  ill-health,  except 
amemia,  as  to  enable  you  to  infer  its  presence  without 
inquiry. 

The  only  reason  for  examining  by  the  vagina  in  cases  of 
leucorrhcea  is  that  it  may  be  the  first  symptom  of  mahgnant 
disease.  Now  malignant  disease  is  very  rare  in  young  virgins, 
and  if  the  discharge  has  been  habitual  for  years  it  cannot  be 
from  this  cause.  There  is,  therefore,  no  need  to  insist  on 
examining  by  the  vagina  a young  woman  who  complains 
merely  of  whites.  Prescribe  iron  if  she  is  anaemic,  and  an 
astringent  injection,  such  as  zinc  clilorid,  3j,  aq.  5vj>  a table- 
spoonful  to  be  mixed  with  a pint  of  water  for  use. 
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Leucorrhcea,  with  pelvic  congestion. — In  some  virgins  you 
will  be  told  not  only  of  constant  leucorrhcea,  but  of  profuse 
menstruation,  and  of  aching  in  the  pelvic  region,  not  removed 
by  lying  down,  worse  before  and  during  menstruation.  If  you 
examine  you  find  no  appreciable  morbid  change.  The  uterus 
is  movable,  not  enlarged ; the  cervix  and  vagina  are  healthy ; 
there  is  no  localised  tenderness,  simply  general  aching.  The 
only  explanation  I can  give  is  that  there  is  general  congestion 
of  the  pelvic  organs.  It  is  a chronic  condition  that  lasts  for 
years.  In  some  young  women  it  has  seemed  to  me  to  have 
been  slowly  brought  on  by  the  prolonged  standing  required 
in  shops.  In  a few,  it  has  been  mentioned  that  sexual 
feelings  were  so  often  present  as  to  be  a trouble  to  the 
patient ; whether  this  is  cause  or  effect,  whether  this 
pelvic-  congestion  is  a result  of  malpractices,  and  is  com- 
parable to  the  varicocele  and  aching  of  the  testes  brought 
on  by  similar  practices  in  the  opposite  sex,  I know  not.  In 
some  cases  the  leucorrhcea  is  partly  produced  by  Bartholin’s 
gland.  This  cannot  be  inquired  into  as  a matter  of  routine 
except  by  lady  doctors. 

Treatment. — The  result  of  treatment  is  in  these  cases 
unsatisfactory.  If  prolonged  standing  or  other  cause  that 
can  be  avoided  be  discovered,  its  removal  is  the  first  thing. 
In  virgins  local  treatment  is  undesirable.  The  menstrual 
haemorrhage  may  be  so  great  as  to  make  the  patient  anaemic, 
and  cause  suspicion  of  an  intra-uterine  growth.  Some  people 
call  these  cases  endometritis,  and  treat  them  by  dilatation  of 
cervix  and  curetting.  Nothing  is  found  : only  very  small 
shreds  are  scraped  off.  The  leucorrhcea  comes  not  Irorn 
the  uterine  body — the  area  of  which  in  the  virgin  is  less 
than  a square  inch — but  from  the  vagina,  perhaps  also  from 
the  vulva.  The  use  of  the  curette  lessens  the  haemorrhage 
for  a month  or  two,  and  the  rest  in  bed  usually  combined 
with  this  little  operation  relieves  pain,  and  therefore  the 
result  seems  satisfactory.  But  when  the  morbid  condition 
has  lasted  long,  the  relief  is  only  temporary. 

I have  in  such  a case  been  consulted  as  to  marriage, 
which  had  been  forbidden  for  reasons  of  health.  But  if  the 
condition  is  due  to,  or  associated  with,  strong  sexual  feeling, 
marriage  will  benefit.  If  consulted  on  this  point,  explain  this 
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to  the  patient’s  mother,  or  married  friend,  and  let  her  put  it 
to  the  patient. 

You  will  seldom  be  consulted  about  these  symptoms  early 
in  the  case,  for  girls  are  reluctant  to  speak  about  such 
symptoms.  If  consulted  early,  the  treatment  is  (1)  rest  in 
bed ; (2)  laxatives ; (3)  general  treatment,  viz.,  promote  sleep 
and  the  taking  of  food.  If  this  treatment  is  early  given  the 
patient  will  be  cured;  but  it  often  is  not,  and  therefore  the 
morbid  condition  so  often  becomes  chronic  and  intractable. 

New  growths. — Fibroids,  cancer,  adenoma,  sarcoma  occur 
in  virgins  as  well  as  in  women  who  are  married.  They  cause 
other  symptoms  besides  leucorrhcea.  In  a virgin  who  has 
leucorrhcea,  but  no  other  symptom,  it  is  so  very  unlikely  that 
she  has  a new  growth  which  needs  immediate  removal,  that 
you  will  be  wise  in  respecting  your  patient’s  modesty,  and 
not  urging  examination  until  some  further  symptoms  have 
developed.  Some  of  the  conditions  of  which  I shall  speak 
in  the  next  chapter  occasionally  affect  virgins ; but  being  so 
much  commoner  in  married  women  I do  not  describe  them 
here. 
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LEUCORRHCEA  IN  MARRIED  WOMEN. 

By  married  women  I mean  women  whose  genital  organs 
are  functionally  active.  In  such  women  leucorrhceal  dis- 
charge may  come  from  either  the  vagina,  or  the  cervix  uteri, 
or  the  body  of  the  uterus.  In  this  chapter  I shall  describe 
the  diseases  of  those  parts  of  which  leucorrhoea  is  the  chief 
symptom. 

DISCHARGE  FROM  THE  VAGINA. 

Puerperal  vaginitis. — The  commonest  cause  of  leucor- 
rhoea is  vaginitis  ; and  the  commonest  kind  of  vaginitis  is 
puerperal  vaginitis.  Ask  the  women  who  come  to  the  out- 
patient room  complaining  of  “ whites,”  how  long  they  have 
had  it  ? Most  of  them  will  reply,  !t  Since  my  confinement.” 
During  pregnancy  the  vagina  becomes  more  vascular,  thicker 
and  softer  than  in  the  unimpregnated  state.  After  delivery, 
involution  of  the  vagina  as  well  as  of  the  uterus  ought  to 
take  place.  But  it  is  often  deficient.  In  delivery  the  vagina 
is  bruised,  stretched,  and  often  torn ; and  from  these  injuries 
result  imperfect  involution  and  inflammation  of  the  vagina. 
The  vaginal  wall  remains  larger,  thicker,  more  vascular  than 
the  virgin  vagina,  and  its  glands  secrete  more.  When  you 
examine  women  a month  or  two  after  delivery,  you  can  see 
this  puerperal  vaginitis ; the  vagina  is  injected,  red,  easily 
bleeding,  and  secreting  pus.  Later  the  redness  and  ten- 
dency to  bleed  diminish;  hut  the  hyper-secretion  often 
continues,  the  woman  complains  of  “ whites,”  and  the  stains 
upon  the  linen  are  yellow. 

The  cervix  also  often  inflamed. — With  puerperal  vaginitis 
there  is  often  erosion  and  inflammation  of  the  cervix,  so  that 
the  discharge  which  issues  from  the  vagina  comes  partly  from 
the  cervix,  partly  from  the  vagina.  German  investigators 
have'  used  “ experimental  tampons  ” to  separate  the  discharge 
from  the  cervix  from  that  furnished  by  the  vagina,  and  thus 
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demonstrate  the  existence  and  characters  of  the  former.  But 
as  the  right  thing  is  to  treat  both  morbid  conditions  when 
they  are  present  together,  the  exact  apportionment  of  the 
discharge  between  them  is  not  important.  The  area  of  the 
vagina  is  much  larger  than  that  of  the  cervix.  The  prompt 
effect  of  vaginal  injections  in  lessening  the  quantity  of  the 
discharge  shows  that  most  of  it  comes  from  the  vagina.  It 
Avill  be  convenient  to  postpone  the  consideration  of  cervical 
inflammation,  and  consider  next  the  other  forms  of  vaginitis. 

Gonorrhoeal  vaginitis. — This  is  much  less  common  than 
puerperal  vaginitis.  Acton*  estimates  the  proportion  of  un- 
chaste to  chaste  women  in  the  community  generally  at  about 
one  to  twelve.  Some  chaste  women  get  gonorrhoea ; but  not 
every  unchaste  woman.  Carry  f found  that  of  vaginal  dis.- 
charges  in  prostitutes,  only  about  one  in  three  was  gonor- 
rhoeal. Gonorrhoea  is  an  inflammation  produced  by  a specific 
micro-organism,  the  gonococcus  of  Neisser;  it  runs  a definite 
course,  and,  in  favourable  circumstances,  tends  to  get 
well.  It  begins  with  soreness,  a little  swelling  of  the  labia, 
and  smarting  in  micturition  (because  the  inflammation 
extends  to  the  urethra),  and  then  purulent  discharge.  The 
acute  stage  only  lasts  a few  days.  Vaginitis  so  acute  as  to 
make  the  patient  keep  her  bed  is  rare.  As  a rule,  it  does  not 
prevent  the  prostitute  from  plying  her  trade,  hence  its 
commonness.  When  the  acute  stage  is  over,  the  discharge 
gradually  diminishes,  and  generally  at  the  end  of  five  or  six 
weeks,  or,  if  rightly  treated,  before,  gets  well.  Just  as  in  the 
male,  if  gonorrhoea  is  neglected,  gleet  may  continue  for  an 
indefinite  time,  so  chronic  leucorrhoea  may  continue  long 
after  the  acute  purulent  stage  of  gonorrhoea  is  over. 

The  diagnosis  of  gonorrhoea. — The  clinical  evidence  by 
which  gonorrhoea  is  distinguished  from  other  kinds  of  vaginitis, 
consists  in  its  acuteness,  its  sudden  onset,  the  thick,  yellow, 
abundant  discharge,  and  the  redness  and  tenderness  of  the 
parts.  These  are  only  differences  in  degree  from  what  is  seen 
in  vaginitis  from  other  causes.  They  are  only  marked  for 
a short  time,  so  that  often  you  have  to  conclude  from  the 
history  that  a discharge  is  gonorrhoeal : and  they  are  not 

* On  “ Prostitution,”  &c. 

+ “Lyon  Med.,”  Jan.,  1894. 
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marked  in  every  case  of  gonorrhoea.  Acute  vaginitis,  like 
gonorrhoea,  but  perhaps  not  quite  so  severe,  occurs  in  women 
whose  chastity  no  one  would  doubt.  Hence  do  not  affirm 
that  a discharge  is  gonorrhoeal  unless  you  know  that  the 
patient  has  probably  been  exposed  to  infection.  Even  if 
leucorrhcea  should  follow  an  “ indiscretion,”  it  does  not  follow 
that  it  is  gonorrhoeal,  for  it  is  certain  that  urethritis  may 
be  produced  in  the  male  by  intercourse  with  a female  who 
has  not  got  gonorrhoea,  and  therefore  probable  that  sexual 
intercourse  without  gonorrhoeal  infection  may  produce 
vaginitis. 

The  identification  of  the  gonococcus. — Recent  research 
has  given  us  a bacteriological  test ; viz.  the  recognition  of  the 
microbe,  the  gonococcus  of  Neisser,  which  causes  gonorrhoea. 
It  is  said  that  if  this  microbe  is  present  in  discharge,  that 
discharge  is  certainly  gonorrhoeal.  The  value  of  this  test 
depends  upon  two  assertions  : (1)  that  the  gonococcus  can  be 
identified  with  certainty  ; (2)  that  it  is  present  in  gonorrhoeal 
pus  and  in  no  other  secretion.  The  gonococcus  is  short-lived 
and  easily  killed  ; hence  it  is  only  a passing  guest  in  the 
vagina.  It  lingers  longest  in  the  urethra ; probably  in  the 
glands  in  the  floor  of  the  canal  near  the  meatus ; next  longest 
in  the  cervical  canal.  Hence  you  will  find  it  in  the  vagina 
only  when  the  disease  is  acute  and  pus  abundant.  In  a 
doubtful  case  examine  the  patient  an  hour  or  more  after 
she  has  passed  water,  and  squeeze  secretion  out  of  the  urethra 
by  pressing  the  vaginal  finger  upon  it  from  behind  forwards. 
If  you  can  get  none,  put  in  a small  blunt  curette,  sterilised, 
and  draw  it  along  the  low  er  wall  of  the  urethra  from  behind 
forwards.  Put  the  drop  of  secretion  on  a sterilised  glass  slide, 
cover  it  with  a sterilised  cover  glass,  and  spread  it  out  by 
pressing  on  the  cover  glass.  Then  separate  glass  and  cover, 
and  dry  the  secretion  by  waving  it  above  the  flame  of  a spirit 
lamp.  Then  stain  it,  either  with  a strong  watery  solution  of 
fuchsin,  or  a saturated  alcoholic  solution  of  methyl  violet; 
some  prefer  * a saturated  aqueous  solution  of  methyl  violet, 
on  the  ground  that  alcoholic  staining  solutions  throw  down 
pigmented  granules  of  other  kinds.  Let  two  or  three  drops 
of  the  staining  fluid  fall  on  the  dried  secretion.  It  stains 

* Carry,  op.  cit. 
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instantly.  Wash  the  excess  pf  staining  fluid  away  with  a 
pipette.  Replace  the  cover  glass.  Take  up  the  excess  of 
fluid  with  blotting-paper,  and  the  slide  is  ready  for  exami- 
nation. A magnifying  power  of  about  500  diameters  will 
show  the  cocci,  a higher  one  will  show  them  better. 

The  gonococcus  is  a diplococcus;  that  is.  the  cocci  are 
arranged  in  pairs,  or  in  tetrads,  that  is.  double  pairs  ; they  are 
never  in  chains.  In  the  early  stages  they  are  found  free  and 
in  the  epithelium ; later  they  are  almost  all  within  the  pus 
corpuscles,  in  the  protoplasm,  never  in  the  nuclei.  They  are 
identified  by  their  size,  about  one  n in  diameter ; their  shape, 
which  is  round;  their  grouping  in  pairs;  and  their  uniformity 
in  these  respects.  They  are  most  abundant  in  the  later  stages 
of  the  disease. 

The  diagnostic  value  of  the  gonococcus. — When  the 

gonococcus  has  been  stained,  there  is  no  difficult}^  in  seeing 
it,  and  bacteriologists  can  distinguish  it  from  other  diplococci. 
But  specimens  are  not  all  equally  good,  and  one  who  is  not 
an  expert  may,  especially  if  he  looks  at  a poor  specimen,  be 
uncertain  whether  what  he  sees  is  a gonococcus  or  something 
else.  If  this  difficulty  of  identification  were  the  only  thing 
that  diminished  the  diagnostic  value  of  the  gonococcus,  it 
would  be  an  argument  for  the  better  bacteriological  education 
of  the  general  practitioner — nothing  more. 

But  is  the  gonococcus  present  only  in  contagious  pus  ? 
Can  we  be  certain  that  gonococci  in  the  secretions  of  the 
female  genitals  must  have  come  from  outside — from  another 
genital  mucous  membrane  harbouring  similar  tenants  ? The 
evidence  that  the  gonococcus  is  the  true  cause  of  gonorrhoea, 
is  that  by  inoculating  it  into  the  male  urethra  gonorrhoea  has 
been  produced,  while  the  inoculation  of  pus  free  from  gono- 
cocci has  produced  no  effect.  But  may  the  gonococci  be  the 
descendants  of  innocent  cocci,  which,  multiplying  in  the 
vaginal  secretions,  have  produced,  in  successive  generations, 
offspring  having  contagious  properties  ? We  know  that  the 
bacteria  which  make  dead  organic  matter  putrefy  cannot 
hurt  the  living  body;  but  that,  under  certain  conditions, 
successive  generations  of  them  may  acquire  new  powers  that 
enable  them  to  multiply  in  the  body  and  kill  it.  We  know 
that  the  secretions  of  chaste  women  sometimes  produce 
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urethritis  in  men.  These  facts  seem  to  me  to  make  it 
needful  that  a vast  number  of  morbid  secretions  should  be 
examined  before  we  can  assert  that  when  the  gonococcus  is 
found  in  the  female  genital  passage  it  must  always  have  got 
there  by  contagion.  The  gonococcus  is  not  the  only  micro- 
organism present  in  gonorrhoeal  pus.  The  more  important 
complications  of  gonorrhoea  are  probably  due  to  other  micro- 
organisms also  thriving  in  the  vaginal  secretions. 

Treatment. — Vaginitis  of  the  kinds  above  described  is 
generally  successfully  treated  by  vaginal  astringent  injections. 
The  one  I find  most  useful  is  a solution  of  zinc  chloride,  from 
five  to  ten  grains  in  a pint  of  water.  It  is  better  to  begin 
with  a weak  solution.  If  too  weak,  you  can  increase  its 
strength ; if  too  strong,  it  will  make  the  patient  smart. 
Theoretically,  its  effect  will  be  more  the  oftener  it  is  used. 
But  the  disease  is  such  a small  thing  that  patients  dislike  the 
fuss  of  using  a vaginal  injection  several  times  a day  for  its 
cure.  Practically,  patients,  unless  strongty  urged,  will  use  it 
only  when  going  to  bed  and  getting  up.  This  is  in  most  cases 
enough  to  cure  the  patient.  If  zinc  chloride  seem  ineffective, 
prescribe  tannic  acid,  one  or  two  drachms  to  the  pint. 
This  has  the  drawback  that  it  makes  permanent  stains  on 
linen.  If  there  is  soreness,  begin  with  a saturated  solution 
of  boric  acid,  or  a mixture  of  half  an  ounce  of  the  liquor 
plumbi  acetatis  with  a pint  of  water.  I think  it  well  to 
direct  the  patient  to  douche  the  vagina  first  with  warm  water 
to  wash  away  the  secretions  already  there  before  applying  the 
lotion  to  the  mucous  membrane ; but  this,  though  advan- 
tageous, is  not  necessary.  The  injection  should  be  used  with 
a douche -tin,  and  in  the  recumbent  posture,  so  that  the  top  of 
the  vagina  may  be  its  lowest  part,  and  therefore  the  fluid  bathe 
every  part  of  it.  Direct  the  patient  either  to  use  a bed  bath 
or  to  put  a macintosh  on  the  side  of  the  bed,  arranging  it  so 
that  its  central  part  shall  form  a sort  of  gutter  leading  to  a 
vessel  beneath.  Then  let  the  patient  lie  on  this,  with  her 
shoulders  low,  and  her  feet  on  two  chairs.  Then,  when  the 
fube  connected  with  the  douche-tin  is  inserted,  and  the  tap 
turned,  the  fluid  runs  in  by  gravity.  Forbid  alcohol  and 
enjoin  as  much  rest  as  is  practicable. 

Doubtful  causes  of  vaginitis. — Two  causes  which  the 
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public  think  explain  disease  are  (a)  cold  and  (b)  fatigue,  (a) 
Gold.  It  is  believed  by  most  doctors  that  “ catching  cold,” 
that  is,  chilling  of  the  body  not  counteracted  by  warmth  or 
exercise,  may  cause  catarrh  of  mucous  membranes:  the  nasal, 
the  respiratory,  and  the  intestinal  are  supposed  to  suffer  thus. 
(I  have  never  heard  of  cold  causing  inflammation  of  the  male 
urethra.)  I cannot  discuss  here  the  pathological  effects  of 
cold;  all  I can  say  is  that  it  offers  a convenient  and  perhaps 
correct  explanation  of  some  cases  of  vaginitis  that  we  cannot 
otherwise  explain.  (b)  Fatigue.  Long-continued  exertion  in 
the  standing  posture  leads  to  congestion  of  the  pelvic  organs, 
and  this  may  have  vaginitis  as  one  of  its  effects.  This  is  a 
more  definite  cause  than  catching  cold,  its  effects  follow  soon, 
and  are  remedied  by  rest,  (c)  Sexual  intercourse,  if  violent 
or  excessive,  may  cause  vaginitis.  As  this  cause  when  it  has 
been  present  can  seldom  be  found  out,  I can  only  speak  of  it 
as  a possible  cause. 

There  are  certain  rare  forms  of  vaginitis  that  I have  next 
to  speak  of. 

Purulent  vaginitis.— I have  seen  a few  cases  of  very 
profuse  discharge  of  pus  from  the  vagina,  pus  being  in  such 
quantity  that  it  lay  in  a pool  filling  the  end  of  the  speculum, 
whence  it  might  have  been  lifted  in  spoonfuls,  and  that  it  led 
to  suspicion  of  an  abscess.  But  there  was  no  abscess.  It  was 
not  gonorrhoeal*,  for  there  was  no  suspicion  of  infection ; the 
patients’  husbands  were  healthy  ; the  pus  exceeded  in  amount 
anything  ever  seen  in  gonorrhoea,  and  it  lasted  undiminished 
for  many  months  instead  of  tending  to  recovery  as  gonorrhoea 
does.  Braxton  Hicks*  has  described  a similar  case.  The 
profuse  purulent  discharge  in  his  case  had  come  on  gradually 
and  lasted  over  a year.  There  was  no  suspicion  of  gonorrhoea. 
The  vagina  was  “ granular  and  velvety.”  In  my  cases  the 
vagina  was  red,  but  not  granular.  I know  not  the  cause  of 
this  form  of  vaginitis.  One  of  my  cases  yielded  to  treatment, 
but  in  her  case  there  was  suspicion  that  it  was  kept  up  by 
manipulation.  In  the  other  cases  there  was  no  such  suspicion; 
but  I did  not  have  the  opportunity  of  carrying  out  treatment. 
The  treatment  proper  for  such  cases  is  first  mild  applications 
as  for  ordinary  vaginitis ; but  if  this  fail,  as  it  probably  will, 

* Lancet,  1885,  vol.  i.  p.  611. 
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then  apply  through  a speculum,  after  cleaning  away  the  pus, 
strong  carbolic  acid.  Repeat  this  once  a week,  and  let  mild 
astringents  be  used  with  a douche-tin  twice  or  thrice  daily  in 
the  interval.  Hicks  recommends  tr.  ferri  perchl.  diluted 
with  three  times  its  bulk  of  water,  or  powdered  alum  blown 
in  through  an  insufflator. 

Painful  vaginitis. — Vaginitis  is  not  usually  painful.  But 
there  is  a rare  kind  of  vaginitis,  the  chief  symptom  of  which 
is  pain.  The  patient  says  she  has  pain  in  the  passage,  or  that 
she  feels  swollen.  The  chief  occasion  of  pain  is  in  sexual 
intercourse.  The  patient  will  tell  you  that  this  varies,  that 
sometimes  it  is  absent  or  slight,  while  sometimes  it  is  bad, 
and  that  the  passage  at  such  times  seems  blocked.  You  will 
elicit  further  that  the  pain  and  the  dyspareunia  vary  with  the 
discharge ; that  she  is  more  uncomfortable,  and  intercourse 
more  painful  and  difficult,  when  there  is  much  discharge; 
that  she  has  less  pain  when  there  is  less  discharge. 

This  form  of  vaginitis  is  not  common.  I have  only  met 
with  it  in  either  the  sterile,  or  the  relatively  sterile — -that  is, 
those  who  had  long  ceased  child-bearing.  The  treatment  is 
like  that  of  ordinary  vaginitis,  excepting  that  the  injections 
should  be  of  a sedative 
kind,  e.g.  boric  acid  or 
acetate  of  lead,  and  with 
the  addition  of  glycerine 
pessaries.  These,  by  causing 
transudation  from  the  va- 
gina, increase  discharge, 
but  they  lessen  congestion. 

The  benefit  derived  will  be 
greater  if  the  patient  stay 
in  bed. 

Granular  vaginitis. — 

This  disease  was  first  de- 
scribed by  Deville.*  It  is 
characterised  by  the  oc- 
currence of  papules  scattered  over  the  whole  vagina  and  on 
the  cervix  uteri  (Figs.  137,  138).  The  papules  are  much 
like  those  of  measles  when  at  their  height.  Sometimes 

* Archives  Generates  de  Medecinc , 1 S 4-i . 
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two  or  three  run  together,  and  so  form  a papule  of  excep- 
tional size.  To  the  linger  they  feel  like  small  shot  em- 
bedded in  the  mucous  membrane.  With  the  eye  they  are 
seen  to  be  deeper  red  than  the  surrounding  surface. 
These  papules  are  not  inflamed  glands ; they  have  been 
examined  and  found  to  contain  no  cavity.  The  disease 
chieiiy  affects  pregnant  women,  and  is  often  the  result  of 

gonorrhoea.  It  rarely  if 
ever  occurs  apart  from 
either  pregnancy  or  gonor- 
rhoea. It  is  met  with, 
therefore,  in  young  women 
•during  the  child-bearing 
years,  from  eighteen  to 
thirty-five  ; its  subjects  are 
generally  otherwise  in  good 
health.  It  is  a chronic 
disease,  and  generally  dates 
from  the  beginning  of  preg- 
nancy. It  has  little  ten- 
dency to  spontaneous  cure, 
for  if  let  alone  it' lasts  till 
pregnancy  is  over.  Its 
symptom  is  a copious  yellow  or  greenish  discharge.  The 
discharge  may  irritate  the  vulva,  but  this  is  not  the 
rule.  Beyond  its  dependence  upon  pregnancy  or  gonorrhoea, 
we  know  nothing  of  the  causation  of  granular  vaginitis. 
We  know  not  why  a few  only  of  the  many  infected  with 
gonorrhoea  should  get  papules  in  the  vagina. 

The  treatment  is,  in  essentials,  the  same  as  that  of  vaginitis 
of  other  kinds.  But  in  this  form  the  discharge  is  exceptionally 
copious,  and  therefore  stronger  astringents  will  be  needed. 
Insist  strongly  upon  rest,  and  prescribe  zinc  chloride  gr.  x. 
ad  Oj,  or  tannic  acid  3 ij,  ad  Oj. 

Pustular  vaginitis. — I have  seen  and  published*  a case 
in  which  there  were  not  only  papules  but  pustules,  like  those 
of  small -pox,  in  the  vagina.  I saw  the  patient  about  two 
months  after  delivery.  There  was  a thick  yellow  discharge, 
said  to  have  been  present  since  the  beginning  of  pregnancy. 

* Obst.  Journal,  vol.  vii. 


Fig.  138. — Granular  inflammation  of  cervix. 
(. After  Burgess,  from  a patient,  subject  of 
gonorrhoea,  but  not  pregnant.) 
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From  the  history  it  seemed  likely  that  the  patient  had  had 
both  gonorrhoea  and  syphilis ; but  there  was  nothing  point- 
ing to  recent  infection.  The  patient  was  quickly  cured  by 
rest  in  bed  combined  with  a vaginal  injection  of  zinc  sulphate 
3j.  ad  Oj.  I know  no  similar  recorded  case. 

Vaginitis  with  gas  cysts;  so-called  “emphysematous 
vaginitis.” — I think  that  this  curious  disease  is  probably  a 
late  result  of  granular  vaginitis;  that  it  probably  begins 
with  the  formation  of  papules,  these  become  pustules,  and 
then  the  stuff  in  the  pustules  decomposes  and  liberates  gas, 
and  so  the  vagina  becomes  studded  with  little  cysts  containing 
gas.  The  characteristic  feature  of  the  disease  is  the  presence 
of  these  cysts.  You  feel  them,  like  shot  embedded  in  the 
vagina.  With  the  speculum  they  look  like  greyish  black 
steely  vesicles,  in  size  from  that  of  a hempseed  to  that  of  a 
pea.  Pour  water  into  the  speculum  and  prick  one  of  them — - ' 
and  when  pricked  they  collapse  with  an  audible  pop — and 
you  will  see  a bubble  of  gas  float  up.  This  disease  is  rare. 
Only  two  cases  have  been  reported  in  England,  one  by  Gervis* 
in  which  the  cervix  uteri  was  affected,  and  the  other  by  me  ;f 
but  a number  have  been  published  in  Germany.  Like 
granular  vaginitis,  most  cases  have  occurred  in  pregnant 
women,  and  in  many  there  has  been  gonorrhoea.  If  a result, 
as  I think  it  must  be,  of  granular  vaginitis,  it  is  a late  one ; 
for  often,  as  in  Gervis’s  case,  every  sign  of  inflammation  is 
absent.  Matthews  Duncan  thought  it  was  “probably  not  an 
inflammation.”  But  in  a case  published  by  Braun  the  vesicles 
contained  pus  as  well  as  gas.  Hence  I take  the  view  I have 
stated  above.  I think  it  probably  a temporary  and  final  stage, 
which  if  let  alone  ends  in  rupture  of  the  vesicles,  liberation  of 
the  gas,  and  return  to  a healthy  condition.  In  most  of  the 
published  cases  the  condition  has  been  put  an  end  to  by 
pricking  the  bladders.  In  some  the  passage  of  the  child’s 
head  during  delivery  has  squashed  the  bladders,  so  that  after 
childbed  no  sign  of  them  has  been  visible. 

The  treatment  depends  upon  the  amount  of  inflamma- 
tion present.  Vaginitis  should  be  treated  as  I have  advised 

* “ Obst.  Trans.,"  vol.  xxvi. 

t Lancet , 1891,  vol.  i.  In  this  paper  I have  collected  th  literature  on  the 
subject. 
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granular  or  pustular  vaginitis  should  be  treated ; with  the 
addition  that  the  cysts  should  be  pricked  and  the  gas  let  out. 

Membranous  vaginitis. — There  are  rare  cases  in  which 
membranous  shreds  or  even  casts  of  the  vagina  have  been 
passed  (Fig.  139).  In  some  cases  it  has  been  known,  in  others 

suspected,  that  these  were 
due  to  the  sloughing  of 
the  epithelium  from  the 
action  of  caustics,  In 
others  there  has*  been  a 
tendency,  believed  to  de- 
pend upon  the  nervous 
system,  to  inflammation  of 
cutaneous  and  mucous  sur- 
faces ; the  exfoliation  of 
pieces  from  the  vagina  co- 
existing with  membranous 
enteritis  and  eruptions  on 
the  skin.*  In  yet  others, 
the  passage  of  these  mem- 
branes is  inexplicable. 

These  membranes  are 
greyish  white  in  colour,  and 
often  translucent.  They  are 
smooth  on  both  sides,  al- 
though they  may  be 
thrown  into  folds.  When 
are  found  to  be  made 


Fig.  139. — Exfoliation  of  vaginal  mucous 
membrane.  ( After  R.  Barnes,  from  a 

specimen,  G G 5,  in  the  Museum , St. 
Thomas's  Hospital.) 


examined  microscopically,  they 
up  of  layers  of  pavement  epithelium. 

Treatment. — This  is  (1)  to  remove  any  cause  that  can 
be  found  ; to  dissuade  or  prevent  the  patient  from  using 
any  injurious  application ; (2)  to  douche  the  vagina  with  a 
sedative  wash,  such  as  a saturated  solution  of  boric  acid, 
and,  if  this  fail,  with  mild  astringents  ; (3)  the  only  drug 
likely  to  be  of  use  given  internally  is  arsenic  : a drug  which 
undoubtedly  benefits  scaly  diseases  of  the  skin.  If  the  disease 
seems  to  be  independent  of  a local  cause,  give  arsenic  in 
as  full  doses  as  the  patient  can  take. 


* See  Rhys  Griffiths,  Brit.  Med.  Journal,  1894,  vol.  i.,  a paper  with  full 
references. 
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DISCHARGE  FROM  THE  CERVIX. 

How  to  ascertain  source  of  discharge. — Discharge  lying 
m the  vagina  and  clinging  about  the  cervix  may  come  from 
the  vagina.  But  it  often  comes  both  from  uterus  and  vagina. 
In  that  case,  when  you  wipe  away  what  is  clinging  to  the 
cervix,  you  may  see  the  discharge  issue  from  the  cervical 
canal.  There  may  be  an  erosion  visible  on  the  vaginal 
portion  ; or  the  discharge  may  come  from  the  cervical  canal, 
although  the  vaginal  portion  is  healthy  ; or  it  may  come  from 
the  body  of  the  uterus. 

There  are  two  ways  of  finding  out  whether  discharge 
comes  from  the  vagina  or  the  uterus.  One  is  by  treating 
the  vagina  or  the  cervix  uteri,  as  the  case  may  be.  If  the 
discharge  comes  from  the  cervix,  treatment  of  the  vagina 
alone  will  not  stop  it ; and  if  it  comes  from  the  uterine  laxly, 
treatment  neither  of  the  cervix  nor  of  the  vagina  will  check 
it.  The  other  is,  by  finding  disease  of  the  cervix  or  body 
of  the  uterus  such  as  causes  discharge.  The  conditions  of 
the  cervix  uteri  which  lead  to  discharge  as  their  principal 
symptom  are  seldom  met  with  in  the  nullipara,  because  they 
are  generally  the  result  of  injury  to  the  cervix  during 
childbirth.  Therefore  I have  first  to  describe  what  these 
injuries  are. 

Production  of  cervical  lacerations.  — In  some  few 
labours  the  os  uteri  expands  solely  by  stretching  to  a size 
large  enough  to  let  the  child  pass.  But  in  most,  as  the 
force  which  is  dilating  the  os  increases  as  the  size  of  the 
os  increases,  shortly  before  delivery  this  force  • becomes 
great,  and  the  enlargement  of  the  os  is  finished,  not  by 
stretching,  but  by  tearing.  If  the  accoucheur  adds  to  the 
force  by  pulling  with  forceps  before  dilatation  is  complete, 
the  tearing  is  generally  greater  than  in  delivery  left  to 
nature.  The  tears,  whether  produced  by  unaided  nature 
or  Avith  forceps,  are  generally  lateral.  They  may  involve 
only  the  vaginal  portion,  or  they  may  extend  up  to  the  os 
internum,  down  into  the  vagina,  and  outAvards  into  the 
cellular  tissue.  They  are  often  multiple,  running  in  a stellate 
fashion  from  the  os  uteri ; but,  if  so,  the  lateral  tears  are 
usually  the  deepest.  Big  tears  are  said  to  be  more  frequent 
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on  the  left  side,  but  the  preponderance  is  not  great.  Tears, 
great  or  small,  are  so  frequent  that  their  presence  is  a valuable 
presumptive  evidence  of  childbearing. 

As  some  persons  think  that  these  tears  entail  very  im- 
portant after-effects,  the  first  practical  question  is,  Can  any- 
thing be  done  to  prevent  such  effects  ? 

Should  tears  of  the  cervix  be  sewn  up  at  once  ? — 
Some  writers  have  advised  accoucheurs  to  sew  up  at  once 
all  tears  of  the  cervix.  This  is  difficult  and  troublesome. 
Nay  more,  as  Freund  has  pointed  out,  these  tears  are  very 
irregular,  and  in  the  condition  of  parts  after  delivery  it  is 
very  difficult  to  trace  out  the  whole  extent  of  such  a tear. 
You  may  think  you  have  sewn  up  the  whole  of  it  when 
there  is  a gap  above  or  outside  your  line  of  suture  which 
you  have  not  perceived ; and  your  stitches,  by  preventing 
free  exit  of  discharge  from  such  a spot,  may  favour  retention 
and  decomposition  of  discharge,  and  thus  blood  poisoning. 
In  sewing  up  a very  deep  tear,  it  is  possible  to  include  the 
ureter  in  the  stitches.  During  the  involution  of  the  uterus 
these  tears  heal  to  a very  large  extent.  I therefore  agree 
with  Freund  that  the  suture  of  lacerations  of  the  cervix 
immediately  after  delivery  is  only  desirable  when  required  to 
stop  bleeding. 

The  results  of  cervical  lacerations. — (1)  Each  tear  of 
the  cervix  is  an  open  wound.  If  during  lying-in  the  genital 
organs  are  kept  clean,  and  the  lochia  flow  away  property, 
the  wounds  heal.  The  opposite  surfaces  of  the  tear  may 
unite,  and  then  no  trace  of  the  tear  remains.  But  they 
seldom  do,  and  then  the  wound  heals  by  granulation. 
Epithelium  develops  on  one  side  from  the  mucous  mem- 
brane of  the  vaginal  surface  of  the  cervix  ; on  the  other 
side  from  that  of  the  cervical  canal ; and  a fibrous  scar 
is  formed  where  they  meet. 

(2)  When  the  cervix  surrounding  the  os  externum  has 
been  thus  made  into  two  lips,  with  a large  gap  between 
them,  and  the  patient  gets  up,  the  intra-abdominal  pressure 
drives  the  cervix  uteri  against  the  posterior  vaginal  wall. 
This  pressure  forces  the  lips  of  the  cervix  asunder,  and 
eversion  of  the  lower  part  of  the  cervical  canal  is  the  result. 
By  this  eversion,  mucous  membrane  which  should  not  be 
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exposed  to  any  friction  or  pressure  is  exposed  to  friction 
and  pressure  against  the  vagina. 

(3)  The  effects  of  such  pressure  and  friction  are  not  the 
same  in  every  case.  In  some  the  part  of  the  cervical  canal 
exposed  by  eversion  undergoes  changes  which  make  it  like 
that  of  the  vaginal  portion.  Its  columnar  epithelium 
becomes  changed  into  squamous ; its  rugae  become  less 
prominent,  and  may  be  effaced ; and  its  colour  becomes 
the  same  pale  bluish  pink  as  that  of  the  vaginal  portion. 
There  is  no  inflammation  of  the  cervix;  its  lips,  although 
everted,  are  not  thickened.  There  are  no  symptoms.  This 
change  is  more  likely  to  happen  if  the  involution  of  the 
uterus  has  gone  on  well. 

Indirect  results  of  injury  to  the  cervix. — In  other  cases, 
and  especially  in  those  in  which  there  is  subinvolution,  the 
friction  and  pressure  produce  and  keep  up  chronic  inflam- 
mation of  the  cervix.  Its  lips  become  not  only  everted  but 
swollen : instead  of  their  profile  on  section  being  conical,  thus 
(Fig.  140),  it  becomes  club-shaped,  thus  (Fig.  141).  Its  surface 
often  becomes  the  seat  of  the  flat  adenomatous  growth,  known 


as  “ erosion.”  When  the  cervix  has  been  long  inflamed  the 
exuded  lymph  becomes  organised  into  fibrous  tissue,  so  that 
enlargement  and  induration  of  the  cervix  become  permanent. 
This  is  sometimes  spoken  of  as  hypertrophy,  or  hypertrophic 
swelling  of  the  cervix.  The  cervix  may  also  be  the  seat  of  a 
stalked  adenomatous  growth,  known  as  a mucous  polypus. 
There  may  be  also  a stalked  outgrowth  with  not  only  gland 
tissue,  but  so  much  fibro-muscular  tissue  as  to  resemble  the 
normal  structure  of  the  cervical  canal.  This  has  been  called 
follicular  hypertrophy  of  the  cervix.  I have  now  to  describe 
these  morbid  conditions. 

Historical  interest  of  cervical  erosions. — The  commonest 
disease  of  the  cervix  uteri  is  the  granular  erosion.  This  is  of 


Fig.  140.- — Profile  of  split  cervix, 
not  inflamed. 


Fig.  141.— Profile  of  cervix,  split 
and  inflamed. 
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historical  interest,  because  it  was  the  first  minor  uterine 
disease  which  was  treated  locally.  Gross  disease  of  the 
womb,  such  as  cancer,  big  tumours,  procidentia,  &c.,  have 
been  known  for  hundreds  of  years.  But  those  diseases  of  the 
pelvic  organs  which  did  not  give  external  signs  of  their 
presence  were  practically  unknown  till  the  early  part  of  this 
century.  Then  Recamier  introduced  the  speculum,  and  with 
it  discovered  and  treated  the  granular  erosion.  This  was  the 
beginning  of  modern  minor  gynaecology.  (Specula  were  used 
before  the  Christian  era ; but  the  knowledge  of  those  who 
used  them  is  dead,  for  we  know  not  what  they  thought  they 
saw  or  what  they  did.)  The  speculum  was  introduced  into 
English  practice  by  Dr.  Henry  Bennet.  Every  new  method 
of  treatment  passes  through  an  experimental  stage  in  which 
it  is  used  too  much,  and  in  unsuitable  cases  : this  stage  has  to 
be  passed  before  the  use  of  the  treatment  can  be  defined. 
Dr.  Henry  Bennet  exaggerated  the  importance  of  the  local 
changes  he  saw,  and  advised  and  practised  local  treatment 
too  much.  The  harm  he  did  was  transitory,  and  confined 
to  his  own  patients.  The  good  was  permanent:  he  taught 
doctors  how  to  cure  a disease  which  before  him  they  knew 
not,  although  this  disease  was  a small  one.  He  did  more 
good  indirectly,  by  opening  the  way  to  the  earlier  diagnosis 
of  cancer. 

What  is  a “granular  erosion.” — It  is  a red  granular 

surface  round  the  os  uteri  externum.  It  looks  like  a granu- 
lating ulcer,  and  therefore,  when  first  found  out,  was  called 
“ ulceration.”  But  there  is  no  loss  of  substance  ; on  the  con- 
trary, the  granular  surface  is  raised.  The  first  microscopical 
investigations  of  cervical  erosions  were  made  on  specimens 
taken  from  the  dead  body,  in  which  the  epithelium  had  been 
lost : it  was  supposed  that  this  was  the  essential  change 
during  life,  and  therefore  the  name  “ erosion  ” was  applied 
to  the  disease.  Tyler  Smith  supposed  that  this  removal  of 
the  epithelium  was  effected  by  discharge  coming  down  from 
the  uterine  body ; that  leucorrhcea  caused  erosion,  not  erosion 
leucorrhcea. 

Microscopic  anatomy. — Huge  and  Yeit  were  the  first 
who  examined  with  modern  methods  erosions  of  the  cervix 
removed  during  life.  Their  account  has  been  found  correct 
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by  all  who  have  since  examined  erosions  of  the  cervix.  The 
several  layers  of  pavement  epithelium  which  normally  cover 
the  vaginal  portion  are  replaced  by  one  layer  of  columnar 
epithelium.  There  is  a new  formation  of  gland  tissue ; 
recesses  and  follicles  lined  with  columnar  epithelium.  There- 
fore it  is  a flat  adenomatous  growth.  We  know  not  where, 
or  how,  or  why  the  growth  begins.  Ruge  and  Veit  think 
that  the  deeper  layers  of  the  normal  epithelium  pro- 
liferate, and  that  the  upper  are  shed.  Others  think  that 
the  new  glands  on  the  vaginal  portion  are  formed  by  prolifera- 
tion of  the  cervical  glands,  which  they  resemble.  Another 
view  is  that  the  formation  of  an  erosion  depends  upon  persist- 
ence of  a foetal  condition.  These  questions  are  only  of 
theoretical  interest.  Change  of  squamous  epithelium  to 
columnar,  and  columnar  to  squamous,  is  seen  in  many 
parts  of  the  body. 

Varieties  of  erosions. — When  the  growth  of  gland  tissue 
is  great,  it  may  present  features  which  have  been  given 
special  names.  When  the  follicles  are  deep  and  many,  the 
tissue  between  them  resembles  papillae  or  villi.  This  con- 
dition is  seen  chiefly  in  pregnancy,  growth  being  favoured 
by  the  increased  vascularity.  Such  an  erosion  has  been 
called  a papillary  erosion.  When  follicles  are  deep,  their 
openings  may  get  stopped  up,  and  secretion  be  retained. 
Pavement  epithelium  may  be  re-formed  over  such  a follicle. 
Erosions  with  such  blocked-up  follicles  have  been  called 
follicular  erosions.  Blocked  and  dilated  follicles  may  hang 
down  from  the  cervical  canal  and  have  been  called  ovula 
Nabothi. 

Etiology  of  cervical  erosions. — We  know  little  about  the 
causes  of  adenomatous  growths  on  the  cervix,  either  the  flat, 
commonly  called  erosion,  or  the  stalked,  commonly  called 
mucous  polypus.  Erosions  occur  in  the  virgin,  the  nullipara 
and  the  parous.  They  are  more  frequent  in  the  parous  and 
this  justifies  the  belief  that  the  stretching,  bruising,  and 
tearing  during  labour,  and  the  eversion  of  the  cervical  canal 
which  tearing  of  the  cervix  makes  possible,  favour  inflam- 
mation and  the  growth  of  adenomatous  tissue. 

Inflammation  of  cervix. — With  the  adenomatous  growth 
known  as  “erosion,”  there  is  generally  inflammation  of  the 
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cervix.  The  vaginal  portion  is  swollen,  especially  at  its  lower 
part,  so  that  instead  of  being  conical,  it  is  club-shaped.  Its 
canal  is  widened ; the  secretion  from  it  is  muco-purulent.  On 
microscopical  examination  the  tissue  underneath  and  between 
the  adenomatous  growths  is  found  infiltrated  with  leucocytes. 

Symptoms  of  erosion  and  inflammation  of  the  cervix. 
— I doubt  whether  erosion  of  the  cervix  without  inflam- 
mation causes  any  symptoms.  I speak  not  with  certainty, 
for  this  is  attainable  only  by  microscopic  examination,  which 
is  not  made  in  slight  cases.  When  the  cervix  is  eroded 
and  inflamed,  the  symptoms  are  pain  in  the  lumbo-sacral, 
hypogastric,  and  ovarian  regions,  sometimes  also  down  the 
thighs,  sometimes  nuchal  pain.  According  to  Edis,  nuchal 
pain  is  “ pathognomonic  ” of  this  disease.  It  is  not  patho- 
gnomonic, but  it  is  common,  and  I know  not  how  to  explain 
it.  There  is  usually  discharge,  either  glairy  or  purulent ; 
the  quantity  and  character  depending  on  the  amount  of 
vaginitis  associated  with  the  cervical  disease.  There  is  no 
constant  effect  pf  cervical  inflammation  upon  menstruation ; 
this  may  be  increased  or  diminished  or  be  irregular  ; changes 
in  it  depend  upon  concomitant  conditions,  not  on  the  state 
of  the  cervix,  which,  being  only  a canal  through  which  the 
menses  flow,  takes  no  part  in  menstruation.  Sexual  inter- 
course may  be  rendered  painful,  but  this  is  not  always  the 
case.  The  discharge  may,  but  seldom  does,  cause  pruritus. 

Reflex  symptoms  ? — When  inflammation  of  the  cervix 
was  discovered,  all  kinds  of  reflex  symptoms  were  ascribed 
to  it.  Symptoms  of  the  most  various  kinds  go  with  in- 
flammation of  the  cervix  because  it  is  a common  disease. 
Neurasthenia  and  hysteria  are  often  associated  with  it 
because  it  occurs  in  the  sex  and  age  in  which  those  diseases 
are  common;  and  nervous  symptoms  are  often  cured  by 
treatment  which  comprises  applications  to  the  cervix.  But 
inflammation  of  the  cervix  in  a patient  with  a healthy 
nervous  system  is  £f  trifle  and  causes  no  reflex  symptoms. 
When  a neurasthenic  woman  complains  of  the  local  symp- 
toms caused  by  inflammation  of  the  cervix,  and  of  many 
nervous  symptoms  besides,  restoration  of  nervous  tone  is 
more  important  than  cure  of  the  erosion ; treatment  limited 
to  the  cervix  will  not  cure  the  patient. 
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Treatment. — The  treatment  of  erosion  and  inflammation 
of  the  cervix  is  simple  and  successful.  It  consists  in  clean- 
liness, mild  astringent  douches,  and  the  repeated  destruction 
of  the  abnormal  epithelium  by  mild  caustics.  Prescribe  a 
vaginal  douche  as  for  vaginitis,  and  let  this  be  used  night 
and  morning.  Cauterise  the  cervix  every  five  or  six  days. 
This  is  best  done  through  a Fergusson’s  speculum.  With 
wool  held  by  the  speculum  forceps  clean  away  the  discharge 
clinging  round  the  cervix,  and  lying  in  the  cervical  canal. 
If  the  os  externum  be  narrow,  clean  the  cervical  canal  with  a 
Playfair’s  probe  having  wool  wrapped  round  it  (Fig.  142). 
Then  apply  the  caustic.  The  caustic  used  when  erosions 
were  first  discovered  and  treated  was  nitrate  of  silver,  but 
this  has  been  known  to  be  followed  by  atresia  of  the  cervical 


Fig.  142. — Playfair’s  probe. 


canal.  Nitric  acid  and  chromic  aoid  have  been  used,  but 
these  are  unnecessarily  strong.  The  best  is  carbolic  acid,  with 
one-seventh  part  of  water  added  to  liquefy  it ; the  next  best 
linimentum  iodi.  Apply  this  first  to  the  vaginal  portion  with 
wool  held  by  the  speculum  forceps,  and  then  to  the  cervical 
canal  with  Playfair’s  probe.  Or  you  may  pour  the  caustic 
into  the  speculum,  and  then  with  sound  or  Playfair’s  probe 
open  up  the  cervical  canal  so  that  the  fluid  may  run  in.  If 
you  use  this  method,  take  care  to  mop  up  all  the  caustic, 
so  that  none  may  go  on  the  vulva,  for  its  application  to  the 
vulva  will  make  the  patient  sore.  A solution  of  sulphate 
of  copper  gr.  x ad.  5j,  has  been  used  in  the  way  just 
described,  but  it  is  inferior  in  effect  to  the  stronger  applica- 
tions. Under  this  treatment  the  columnar  epithelium  will 
become  changed  into  pavement.  You  will  see  the  smooth 
pale  surface  of  pavement  epithelium  gradually  encroaching 
on  the  red  granular  surface  covered  by  columnar  cells.  About 
six  weeks’  treatment  is  usually  enough.  If  within  two  months 
the  surface  which  you  take  to  be  a granular  erosion  is  not 
altered  by  this  treatment,  either  the  condition  is  incurable  or 
(which  is  more  likely)  your  diagnosis  is  erroneous.  It  is 
hardly  necessary  to  say  that  anv  concomitant  morbid  con- 
dition should  be  treated  at  the  same  time.  See  that  the 
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patient  sleeps' well,  eats  well,  and  leads  a healthy  life.  Forbid 
alcohol.  No  other  special  directions  are  required. 

Surgical  treatment  of  erosion  and  inflammation  of 
the  cervix. — Those  who  thought  that  an  inflamed  cervix 
could  cause  all  manner  of  remote  symptoms  of  course  often 
found  that  treatment  of  the  cervix  in  the  way  described 
did  not  cure  the  patient,  even  if  it  removed  the  erosion. 
Instead  of  recognising  that  their  diagnosis  and  pathology 
were  wrong,  they  blamed  their  local  treatment  as  inadequate, 
and  applied  their  surgical  ingenuity  to  the  treatment  of  the 
eroded  cervix. 

There  are  three  operations  by  which  an  erosion  of  the 
cervix  can  be  cured:  (1)  Emmet’s;  (2)  Schroder’s;  (S) 
amputation. 

1.  Emmet’s  operation. — Emmet  saw  how  laceration  of 
the  cervix  permitted  eversion  of  the  lower  part  of  the  canal, 
and  exposed  it  to  pressure  and  friction.  It  occurred  to 
him  to  unite  the  lacerations  by  a plastic  operation,  and 
thus  to  restore  the  cervix  nearly  to  its  virginal  condition. 

Howto  perform  Emmet’s  operation. — It  is  simple.  Seize 
the  cervix  with  a volsella  and  pull  it  down  to  the  vulva.  If 
the  uterus  is  so  fixed  by  adhesions  that  it  cannot  be  pulled 
down,  do  not  perform  the  operation,  for  two  reasons : (1) 
because  pelvic  inflammation  causes  more  trouble  than  in- 
flammation and  erosion  of,  and  will  not  be  remedied  by 
sewing  up,  the  cervix ; therefore  your  operation  will  not 
benefit ; (2)  because  when  the  cervix  is  fixed  high  above 
the  vulva  the  operation  is  difficult  and  niay  be  dangerous. 

Having  pulled  down  the  cervix,  press  the  lips  together 
with  a volsella,  so  as  to  see  where  they  should  come  into 
apposition.  Holding  them  in  apposition,  take  a scalpel  or 
tenotomy  knife,  and  by  a superficial  incision  mark  out  the 
outer  boundary  of  the  surface  that  should  be  denuded.  This 
surface  should  include  the  angle  of  the  rent.  This  done, 
hold  the  lips  well  apart,  and  pare  the  edges  of  the  rent 
either  with  scalpel,  tenotomy  knife,  or  scissors.  Sufficient 
tissue  should  be  left  untouched  between  the  two  raw 
surfaces  to  make  a cervical  canal.  Make  the  raw  surfaces 
as  large  as  possible  consistent  with  the  maintenance  of 
a cervical  canal,  and  see  that  the  planes  of  the  raw 
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surfaces  on  each  side  are  so  inclined  to  one  another 
that  they,  can  easily  be  brought  into  apposition.  Take  care 
that  no  mucous  membrane  is  left  in  the  angle  of  the  rent 
or  it  will  prevent  healing  (Fig.  143).  The  freshening  of  the 
edges  is  more  easily  done  when  the  lips  are  held  well 
apart ; therefore,  unless  there  be  much  haemorrhage,  pare 
the  edges  on  both  sides  before  putting  in  the  stitches,  and 
put  in  all  the  stitches  before  tying  any  of  them  (Fig.  144). 
The  stitches  are  best  put  in  by  threading  two  curved 
needles  on  each  stitch,  and  passing  each  needle  from  within 
outwards.  The  best  suture  material  is  either  silver  wire  or 
silkworm  gut.  Aveling’s  coil  and  shot  is  the  best  mode  of 
securing  them. 

If  the  rent  extends  high  up,  its  apex  will  be  near  large 
vessels;  and  paring  may  cause  free  bleeding.  Fatal  hsemor- 


Fig.  143. — Emmet's  operation  : the  sides  of  the  rents  pared.  ( After  Emmet.) 

The  numbers  indicate  the  end  of  the  higher  sutures.  1 1 corresponds  to  ed,  b c,  in  Fig.  144. 
The  lowest  thread  is  marked  A a,  Bb. 


rhage  has  occurred,  but  ought  not  to  happen  in  competent 
hands.  Haemorrhage  will  be  checked  when  the  denuded 
surfaces  are  brought  into  close  apposition  by  fastening  the 
stitches.  If  there  be  much  bleeding  the  stitches  should  be 
at  once  inserted  and  secured,  without  stopping  to  pare  the 
opposite  side  or  insert  all  the  stitches.  The  stitches  should 
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be  removed  at  the  end  of  a week,  and  the  patient  allowed 
to  get  up. 

The  results  of  Emmet’s  operation. — When  erosion  and 
inflammation  occur  with  deep  tears  and  eversion  of  the 
cervix,  Emmet’s  operation  will  cure  the  disease  better  than 
anything  else.  It  is  seldom  required,  for  most  cases  can  be 
cured  without  it ; but  now  and  then  a case,  after  cure  by 
the  ordinary  means,  relapses  time  after  time.  Such  a case  can 
be  permanently  cured  by  Emmet’s  operation.  The  operation 
will  cure  some  local  symptoms,  but  nothing  else.  In  many 
cases  in  which  benefit  followed  this  operation  it  has  been 
really  because  the  operation  was  an  excuse  for  enforcing  rest, 
which  would  not  otherwise  have  been  taken,  for  longer  than 
was  required  merely  on  account  of  the  operation. 

Emmet’s  operation  as  a preventive  of  abortion. — Some- 
times patients  with  deep  lacerations  of  the  cervix  repeatedly 
miscarry.  During  pregnancy  the  body  of  the  uterus  contracts 
intermittently ; and  the  tendency  of  uterine  contraction  to 
expel  the  uterine  contents  is  opposed  by  the  cervix.  If  the 
cervix  is  weakened  by  deep  lacerations,  its  power  of  opposing 


Fig.  144.— Emmet’s  operation  : tlie  stitches  put  in.  ( After  Duran.) 

contraction  of  the  uterine  body  is  weakened.  By  repairing 
such  lacerations  you  may  enable  the  patient  to  carry  a child 
to  the  full  term. 

When  Emmet’s  operation  was  first  introduced,  it  used  to 
be  done  to  cure  nervous  symptoms  and  to  prevent  cancer.  It 
will  not  cure  nervous  symptoms,  for  the  condition  it  removes 
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causes  none.  It  has  been  shown  by  Sir  J.  Williams  that 
cancer  of  a cervix  that  has  been  torn  very  seldom  begins  in 
the  tears.  Hence  it  is  a cruel  fraud  to  tell  a patient  that  she 
must  have  this  operation  done  to  prevent  cancer. 

2.  Schroder’s  operation. — This  consists  in  cutting  out  of 
the  cervix  a wedge-shaped  piece,  on  which  the  adenomatous 
growth  is  situated,  and  bringing  the  sides  of  the  gap  together 
with  stitches.  I have  seen  patients  on  whom  it  has  been 
done,  and  who  have  found  no  benefit  from  it.  It  is  inferior 
to  Emmet’s  operation,  because  it  does  not  restore  the  cervix 
to  anything  like  a natural  condition.  I shall  describe  hyper- 
trophic enlargement  of  the  cervix  before  discussing  amputa- 
tion of  the  vaginal  portion. 

Hypertrophic  swelling  of  the  cervix. — Hyperplasia,  or 
hypertrophy  of  the  cervix,  is  marked  by  thickening  of  the 
vaginal  portion,  so  that  its  circumference  at  the  vaginal 
insertion  is  enlarged,  and  below  the  vaginal  insertion  it  is 
swollen  out,  club-shaped,  and,  if  fissured,  the  parts  separated 
by  the  fissures  diverge.  It  is  of  natural  colour,  and  smooth 
everywhere.  It  is  little,  if  at  all,  increased  in  length,  thus 
differing  from  the  kinds  of  hypertrophy  described  in  Chapters 
X.  and  XII.  On  microscopic  examination  such  a cervix  is 
covered  with  pavement  epithelium,  and  only  differs  from  a 
healthy  cervix  in  that  besides  being  larger  it  is  harder,  and 
contains  more  fibrous  tissue.  It  is  therefore  sometimes  called 
“areolar  hyperplasia.”  The  cervix  may  around  the  cervical 
canal  be  covered  with  a granular  erosion. 

Etiology  of  hyperplasia  of  cervix.-— Such  hypertrophy 
may  be  a result  of  subinvolution,  the  uterus  not  having 
returned  to  its  natural  size  after  delivery.  In  this  case  the 
whole  uterus  will  be  enlarged,  body  as  well  as  cervix.  If 
nothing  but  this  be  present,  there  will  be  no  erosion  and  no 
symptoms.  But  hyperplasia  of  the  cervix  is  usually  met 
with  associated  ivith  chronic  metritis.  Inflammation  of  the 
cervix  causes  it  to  be  swollen,  and  when  the  swelling  has 
lasted  long,  the  exudation  which  produced  the  swelling 
becomes  organised  into  connective  tissue,  and  the  cervix 
remains  permanently  swollen  and  hard. 

Relation  between  thickening  and  inflammation. — It  is 
certain  that  this  enlargement  of  the  cervix  is  not  always  due 
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to  inflammation,  for  it  may  be  accidentally  discovered  in 
patients  who  have  not  and  never  have  had  any  uterine 
symptoms.  I have  examined  large  numbers  of  patients  from 
ten  to  fourteen  days  after  delivery,  and  it  is  then  excep- 
tional to  find  the  cervix  as  thick,  hard,  and  everted  as  it  is 
often  seen  months  or  years  after  delivery.  I draw  the 
inference  that  when  the  thick  cervix  is  associated  with 
chronic  inflammation,  it  is  the  inflammation  which  is  the 
cause  of  the  thickening. 

Blocked-up  glands  in  the  vaginal  portion. — It  has  been 
mentioned  that  erosions  are  often  seen  on  these  thick  cervices. 
When  these  erosions  heal,  it  often  happens  that  the  orifices 
of  the  newly  formed  glands  become  blocked  up,  and  their 
secretion  is  retained  and  bulges  them  into  little  cysts.  These 
cysts  feel  like  shot  imbedded  in  the  cervix.  The  retained 
secretion  may  be  clear,  and  then  the  little  cyst  will  look  like 
a spot  a little  paler  than  the  rest  of  the  mucous  membrane. 
It  may  be  purulent  and  then  the  spot  will  be  faintly  yellow. 
The  pus  may  be  inspissated,  and  then  the  secretion  when  let 
out  will  be  of  the  consistence  of  Devonshire  cream.  These 
little  cysts  are  important,  because  they  may  be  taken  for 
nodules  of  new  growth  and  give  rise  to  a suspicion  of  cancer. 
Their  nature  is  ascertained,  and  they  are  cured,  by  pricking 
them  and  letting  out  the  retained  secretion.  They  arc 
usually  about  the  size  of  a hempseed,  but  I have  seen 
them  larger. 

Sometimes  a bit  of  the  cervix  which  has  been  separated 
by  a laceration  on  each  side  of  it  will  be  so  enlarged  by 
chronic  inflammation,  that  it  comes  to  be  a round  outgrowth 
attached  by  a narrower  pedicle.  To  this  condition  Barnes 
has  given  the  name  “hypertrophic  polypus.”  I have 
described  in  Chapter  XXVI.  the  diagnosis  between  this  con- 
dition of  cervix  and  cancer. 

3.  Amputation  of  cervix. — If  the  cervix  contains  many 
cysts,  when  in  Emmet’s  operation  the  cervix  is  pared,  these 
may  be  cut  into,  and  good  union  can  hardly  be  expected 
if  the  raw  surface  is  interrupted  by  a cyst  cavity.  It  has 
been  recommended  in  such  cases  to  cut  away  cervical  tissue 
so  freely  as  to  make  sure  of  removing  every  cyst.  It  was 
long  ago  a customary  practice  to  destroy  a greatly  thickened 
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cervix  with  potassa  fusa.  I have  seen  this  done,  but  never 
seen  benefit  from  it.  If  the  cervix  is  so  thickened  that 
Emmet’s  operation  cannot  be  done,  I think  amputation  of 
the  vaginal  portion  is  the  better  surgical  proceeding.  But 
the  symptoms  caused  by  mere  thickening  of  the  cervix  are 
rarely  enough  to  make  the  patient  willing  to  submit  to  an 
operation.  If  there  are  important  symptoms,  the  patient  has 
more  the  matter  with  her  than  a thick  cervix,  and  you 
will  not  cure  her  by  an  operation  on  the  cervix. 


Fig.  145. — Microscopic  section  of  mucous  polypus  or  adenoma.  ( After  H.  Arnntt.) 

Thege  cases  of  great  thickening  of  the  cervix  and  over- 
growth of  mucous  membrane  are  chiefly  important  because 
in  them  the  diagnosis  from  commencing  cancer  is  often 
difficult.  I have  described  in  Chapter  XXVI.  the  diagnosis 
of  early  cancer.  Here  I would  only  say,  that  in  case  there 
is  a suspicion  that  supposed  inflammatory  thickening  of 
cervix  may  be  cancer,  amputation  of  the  vaginal  portion,  or 
extirpation  of  the  uterus,  according  to  the  extent  of  the 
grounds  for  suspicion,  is  the  best  practice, 
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Mucous  polypi.  —The  least  important  new  growths  of  the 
cervix  are  mucous  polypi.  These  grow  from  the  mucous 
membrane,  and  their  structure  is  in  essentials  identical  with 
that  of  the  mucous  membrane  (Fig.  145).  They  consist  of  an 
overgrowth  of  glands,  with  connective  tissue  between  them. 
The  glands  are  healthy  excepting  for  their  increased  number 
and  size  ; they  are  lined  with  a single  layer  of  columnar 
epithelium.  The  connective  tissue  between  them  is  looser 
than  that  of  the  cervix ; sometimes  it  is  so  loose  as  to 
resemble  in  some  places  myxomatous  tissue.  The  external 
surface  of  the  polypus  is  sometimes  covered  with  columnar 
epithelium,  sometimes  with  squamous  epithelium.  Special 
kinds  of  mucous  polypi  have  been  described  and  dis- 
tinguished by  names  based  on  some  peculiarity.  Sometimes 
one  of  the  newly  formed  glands  gets  blocked  up  and  dilated 
into  a cyst ; a polypus  containing  such  a cavity  has  been 
called  a cystic  polypus.  Sometimes  the  glands  are  very 
large  and  numerous ; this  has  been  called  the  channelled 
polypus.  Those  in  which  the  connective  tissue  is  dense  and 
the  glands  are  comparatively  few,  have  been  called  ftbro- 
cellular  polypi.  Sometimes  overgrowth  goes  on  to  such  an 
extent  that  a mass  is  formed  having  a stalk,  and  made  of 
glandular  follicles,  with  tissue  like  that  of  the  normal 
cervix,  between  them.  Such  a condition  is  known  as  folli- 
cular hypertrophy  of  the  cervix.  It  is  not  common.  The 
only  one  I have  seen  occurred  in  pregnancy.  * 

Aspect  of  mucous  polypus.  — The  common  mucous 
polypus  is  a red  tumour,  in  size  from  that  of  a pea  to  that 
of  a cherry,  presenting  at  the  os  externum,  or  hanging  by  a 
stalk  out  of  it.  Generally  such  tumours  are  round,  but  they 
sometimes  look  like  a small  cock’s-comb.  The  cervix  around 
the  polypi  is  generally  inflamed.  These  polypi  are  soft,  and 
are  crushed  when  seized  with  forceps.  The  cystic  polypus  is 
rarer;  it  is  generally  larger  and  paler,  and  there  are  some- 
times many  cysts,  so  that  the  tumour  may  be  compared,  but 
not  with  great  exactness,  to  a bunch  of  grapes. f Follicular 
hypertrophy  of  the  cervix  forms  a tumour  which  is  pear- 

* “ Obst.  Trans.,”  vol.  xxii. 

t See  Thomas,  “ Diseases  of  Women,”  fifth  edition,  p.  5G0,  for  a picture  of 
one  of  ivn’isuai  size. 
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shaped,  and  firmer  than  the  common  form.  These  may  be 
as  big  as  an  egg,  but  are  seldom  so  large. 

Symptoms  of  mucous  polypi.— These  growths  cause  few 
and  slight  symptoms.  They  are  generally  associated  with 
inflammation  of  the  cervix,  because  they  press  against  and 
expand  the  wall  of  the  canal.  If  they  are  large  enough 
to  hang  down  into  the  vagina,  they  press  upon  and  rub 
against  that  canal.  Hence  they  cause  leucorrhcea,  either 
cervical  or  vaginal,  or  both.  Like  all  new  growths,  they 
attract  blood  to  the  uterus,  and  hence  the  menstrual  flow 
is  somewhat  increased.  If  the  polypus  be  very  vascular, 
it  may  bleed  when  touched,  and  then  sexual  intercourse 
will  be  followed  by  haemorrhage.  The  cervix  not  being  very 
sensitive,  these  polypi  do  not  cause  pain.  The  symptoms 
are  neter  severe  enough  seriously  to  injure  the  patient’s 
health,  and  patients  with  nothing  else  the  matter  than 
mucous  polypi  come  for  advice  rather  because  they  think 
the  symptoms  may  indicate  the  beginning  of  serious  mis- 
chief than  for  what  they  actually  suffer.  Sometimes 
symptoms  are  either  absent  or  not  complained  of,  and 
the  polypus  is  found  out  accidentally,  perhaps  post 
mortem. 

Etiology. — Nothing  is  known  of  the  causes  of  mucous 
polypi.  They  are  sometimes  associated  with  chronic  inflam- 
mation of  the  cervix  and  it  is  reasonable  to  think  that  a 
part  which  has  been  hypersemic  is  more  likely  to  develop 
new  growth  than  one  which  has  not.  But  a mucous 
polyp  is  often  seen  growing  from  a cervix  which  is  healthy 
except  for  the  expansion  and  catarrh  produced  by  the 
polypi. 

Prognosis. — Mucous  polypi  may  be  spontaneously  cured 
by  gradual  thinning  and  finally  rupture  of  the  pedicle. 
But  they  are  so  easily  removed  that  it  is  not  worth  while 
to  await  this.  It  has  been  supposed  that  they  might  lead 
to  cancer,  but  there  is  no  evidence  of  this  beyond  the 
general  fact  that  a part  which  has  been  the  subject  of  local 
derangement  of  nutrition  is  more  liable  to  cancer  than  a 
healthy  part. 

Treatment. — The  treatment  is  simple.  It  is  to  take 
hold  of  the  polypus  with  Hey  wood  Smith’s  small  tumour 
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forceps  and  twist  it  round  and  round  till  tho  pedicle  is 
broken  through.  It  is  often  advised  to  cauterise  the  stump  of 
the  pedicle,  but  this  is  unnecessary. 

DISCHARGE  FROM  THE  UTERINE  BODY. 

Discharge  from  the  body  of  the  uterus  (apart  from  new 
growths)  is  rare ; and  still  rarer  is  it  for  the  discharge  which 
escapes  by  the  vagina  to  be  furnished  mainly  or  entirely  by  the 
uterine  body.  In  most  cases  in  which  there  is  discharge  from 
the  uterine  body  there  is  also  discharge  from  the  vagina  and 
cervix.  Endometritis,  in  the  proper  sense  of  the  word — 
that  is,  inflammation  of  the  endometrium — is  generally  a 
slight  and  transitory  thing,  the  only  importance  of  which 
is  that  it  may  extend  to  the  Fallopian  tubes.  It  produces 
no  symptoms  noticeable  by  the  patient  except  a slight 
auo-mentation  and  a little  chanere  in  the  colour  of  the  dis- 
charge  already  present.  The  discharge,  instead  of  being 
yellow,  may  become  rusty.  It  might  have  been  enough 
to  speak  of  endometritis  only  in  connection  with  salpingo- 
oophoritis.  But  as  many  seem  to  think  that  inflammation  of 
the  endometrium  is  a common  and  important  disease,  I shall 
state  here  what  we  know  about  it. 

Morbid  anatomy. — When  inflamed  the  lining  of  the 
uterus  presents  the  macroscopical  and  microscopical  char- 
acters of  inflamed  mucous  membranes.  It  secretes  pus  ; 
on  section  the  tissue  is  seen  to  be  infiltrated  with  leucocytes  ; 
later  there  is  organisation  of  these  leucocytes  into  connective 
tissue ; degeneration  of  glandular  epithelium  and  thickening 
of  the  Avails  of  small  arteries  by  hj-aline  connective  tissue. 
The  causes  of  this  disease  are : — 

(1)  Puerperal  infection. — In  the  puerperal  state  endome- 
tritis is  likely  to  be  produced  if'  a bit  of  membrane  or  placenta 
remain  in  the  uterus,  and  micro-organisms  of  a less  virulent 
kind  than  those  which  produce  blood  poisoning  get  to  it. 
When  this  happens,  the  bit  of  retained  stuff  decomposes 
and  the  endometrium  becomes  inflamed.  We  do  not  yet 
know  which  are  the  micro-organisms  that  bring  about  this 
puerperal  disease  and  no  other.  The  symptoms  of  the 
endometritis  are  that  the  lochia  are  in  excess;  the  Hoav 


LEUCORRHCEA  IN  MARRIED  WOMEN. 


459 


remains  bloody  longer  than  it  should  do ; when  it  ceases 
to  be  bloody  it  is  still  more  profuse  than  it  should  be, 
and  is  first  rusty,  then  purulent.  There  may  be  slight  fever, 
and  the  lochia  may  stink;  these  two  latter  symptoms  usually 
2fo  together.  The  involution  of  the  uterus  is  retarded  and 
therefore  the  uterus  is  bigger  than  at  the  period  of  involution 
it  ought  to  be. 

Course  of  puerperal  endometritis.— (a)  It  may  be  treated 
and  cured  by  removal  of  the  retained  stuff  with  forceps  or 
curette,  and  irrigation  of  the  uterus  with  biniodide  solution, 
1-2000. 

(b)  It  may  be  spontaneously  cured  by  expulsion  of  the 
retained  stuff,  and  restoration  of  the  endometrium  to  a 
healthy  state  by  the  action  of  leucocytes.  This  event,  although 
possible,  cannot  be  counted  on. 

(c)  Natural  cure,  though  it  take  place,  may  be  slow  and 
incomplete,  and  discharge  linger  on  for  months  after  delivery. 

(cl)  The  inflammation  may  spread  to  the  Fallopian  tubes, 
and  from  them  to  the  peritoneum  and  ovary,  and  thus  chronic 
salpingo-oophoritis  be  the  result. 

I have  described  puerperal  endometritis  as  due  to  reten- 
tion of  a bit  of  placenta  or  membranes,  because  these  are 
the  cases  in  which  the  mode  of  origin  is  clearest.  But  in 
many  cases  there  is  no  evidence  of  anything  having  been 
retained.  Puerperal  endometritis  may  be  produced  without 
this  favouring  condition,  but  in  such  cases  we  know  not  how 
it  comes  about. 

Symptoms  of  chronic  catarrhal  endometritis. — These 
are  slight.  White  or  yellow  discharge.  Pruritus,  if  the 
discharge  is  irritating.  Menstruation  may  be  increased  in 
quantity,  but  is  not  always.  In  most  cases  of  leucorrhoea 
the  discharge  comes  from  the  vagina  and  can  be  cured 
by  vaginal  injections.  In  some  the  cervix  is  thick,  granular, 
and  inflamed,  and  furnishes  some  of  the  discharge.  In  these, 
treatment  of  the  cervix  and  the  vagina  stops  the  discharge. 
In  a few  the  discharge  continues  after  the  cervical  erosion 
has  been  cured,  and  notwithstanding  the  use  of  vaginal 
astringent  injections.  If  this  is  the  case,  you  may  infer 
that  the  discharge  comes  from  the  body  of  the  uterus.  It 
is  only  in  this  way — that  is,  by  the  failure  of  treatment 
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applied  to  the  lower  part  of  the  genital  tract — that  chronic 
catarrh  of  the  body  of  the  uterus  can  be  found  out. 

(2)  Gonorrhoea  may  cause  endometritis.  As  the  patient 
already  has  a discharge  from  the  vagina,  the  spread  of  the 
inflammation  to  the  uterus  causes  no  change  in  the  symp- 
toms. It  may  spread  from  the  body  of  the  uterus  to  the 
Fallopian  tubes,  and  thence  to  the  peritoneum.  When  this 
happens,  there  are  no  symptoms  by  which  the  extension 
of  the  disease  can  be  detected  until  the  peritoneum  is 
reached.  If  such  extension  takes  place  at  all,  it  takes  place 
early.  If  the  peritoneum  suffers,  it  is  usually  within  two 
months  of  the  date  of  infection. 

Gonorrhoeal  inflammation  of  the  vagina  may  get  well 
without  treatment,  although  more  slowly  and  imperfectly 
than  if  proper  treatment  be  used ; and  so,  I doubt  not, 
may  gonorrhoeal  endometritis.  If  it  does  not,  the  only 
symptom  it  causes  is  discharge,  and  the  same  rule  of 
treatment  applies  here  as  in  endometritis  of  puerperal  origin. 
If  the  discharge  continues  in  spite  of  treatment  of  the  cervix 
and  vagina,  you  may  conclude  that  it  comes  from  the  body 
of  the  uterus. 

(3)  New  growths. — A dead  fibroid,  whether  disintegrating 
or  not,  may  set  up  purulent  endometritis.  If  micro-organisms 
get  into  the  uterus,  they  find  in  the  dead  tissue  a soil  suitable 
for  their  growth.  Cancer  sometimes  does  so,  in  like  manner. 
Other  rarer  tumours,  such  as  sarcomata  or  adenomata , may 
also  do  it.  In  most  cases  this  endometritis  is  a disease 
secondary  in  importance  to  the  condition  which  caused 
it.  But  it  may  spread  along  the  tubes  and  lead  to  peri- 
tonitis. 

(4)  Banal  causes. — There  are  alleged  causes  of  endome- 
tritis, which  a French  writer*  has  grouped  together  under  the 
happy  term  “ banal.”  This  word,  according  to  the  dictionary, 
means  trite,  commonplace,  hackneyed ; and  in  matters 
medical  this  often  means  accepted  and  copied  from  book 
to  book  without  inquiry.  Some  of  these  “ banal  ” causes 
probably  do  cause  endometritis,  although  there  is  no  scientific 
proof  of  it  in  the  case  of  any  of  them. 

Among  these  banal  causes  are  (a)  suppression  of  menses. 
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If  any  harm  comes  from  this,  it  probably  is  endometritis. 
But  the  menses  are  often  suppressed  without  harm;  and 
we  know  not  in  what  cases  it  does  harm,  or  how,  or 
why.  (b)  Retroflexion.  In  most  cases  the  change  in  the 
shape  and  position  of  the  uterus  causes  no  trouble.  In 
about  10  per  cent,  the  circulation  is  interfered  with,  and 
morbid  effects  follow,  endometritis  possibly  being  one  ; but 
the  nature  of-  the  changes  in  the  uterus  has  never  been 
demonstrated.  (c)  Anteflexion.  (d)  Congenital  stenosis. 
Neither  of  these  peculiarities  produces  any  morbid  effect,  (e) 
Overloading  of  the  bowel.  This  makes  people  feel  ill,  but 
1 know  of  no  cl  'priori  or  other  reason  for  supposing  that 
it  causes  endometritis.  (/)  Over-exertion  during  menstrua- 
tion, such  as  from  riding,  driving,  dancing,  treadle-work, 
as  with  a sewing-machine  or  bicycle.  Many  women  do  these 
things  while  they  are  menstruating  as  well  as  at  other  times 
and  without  harm.  Continued  to  the  point  of  fatigue  they 
are  injurious,  whether  the  patient  is  menstruating  or  whether 
she  is  not.  I know  of  no  evidence  that  endometritis  is  the 
special  form  of  disease  apt  to  be  set  up ; but  as  such  causes 
may  produce  uterine  haemorrhage,  I think  it  possible  that 
they  may  cause  endometritis,  (g)  Excessive  sexual  activity. 
This  cause  leads  to  increased  flow  of  blood  to  the  generative 
organs,  and  such  hyperaemia  may  perhaps  go  on  to  the 
production  of  endometritis  ; but  nature  commonly  prevents 
this  by  haemorrhage,  which  relieves  the  hyperaemia. 

(5)  Endometritis  in  febrile  diseases. — In  acute  febrile 
diseases  there  is  sometimes  endometritis.  I have  seen  the 
uterus  full  of  pus  in  a young  girl  dead  of  enteric  fever. 
In  cholera,  enteric  fever,  measles,  scarlet  fever,  and  smallpox, 
haemorrhagic  endometritis— called  also  “ pseudo-menstrua- 
tion”— has  been  described.  Such  endometritis  is  at  the 
time  subordinate  in  importance  to  the  constitutional  disease 
which  produces  it.  The  state  of  the  patient  forbids  local 
treatment  unless  absolutely  necessary,  and  the  effects  of  the 
endometritis  are  not  serious  enough  urgently  to  require 
treatment.  I have  never  been  called  upon  to  treat  such 
endometritis.  Chronic  endometritis  following  these  diseases 
is  rare,  but  I have  known  increased  menstrual  haemorrhage 
and  leucorrhoea  follow  measles.  As  these  febrile  diseases, 
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taken  collectively,  are  common,  it  is  probable  that  such 
endometritis  usually  ends  in  recovery  when  the  disease 
causing  it  has  done  so. 

Symptoms  of  endometritis.— The  symptoms  of  genuine 
endometritis,  whether  gonorrhoeal  or  of  banal  origin,  are  very 
slight.  There  is  little  or  no  pain.  The  discharge  from  the 
vagina  is  not  augmented  to  a degree  which  enables  you 
to  assert  that  catarrh  has  spread  to  the  endometrium.  The 
diagnosis  is  made  by  the  physical  signs.  The  cervical  canal 
is  dilated,  so  that  a Playfair’s  probe  with  cotton  wool  wrapped 
round  it  passes  to  the  fundus  easily.  Round  the  os  externum 
the  mucous  membrane  is  red  and  has  lost  its  smooth  and 
shiny  appearance.  There  is  a rusty,  bloody,  or  purulent 
discharge  issuing  from — not  merely  lying  about — the  canal. 
Passage  of  a sound  causes  bleeding. 

Treatment  of  acute  endometritis. — Like  all  inflamma- 
tions, endometritis  will  get  well  if  its  cause  be  removed  and 
the  patient  put  under  favourable  conditions.  The  one  serious 
consequence  of  endometritis  is  the  extension  of  the  disease 
to  the  peritoneum ; if  this  be  averted,  the  disease  is  a trifle. 
Keep  the  patient  at  rest ; this  is  most  effectively  attained 
by  ordering  her  to  bed.  Keep  the  vagina  clean  and  lessen 
inflammation  in  it  by  antiseptic  and  sedative  or  astringent 
douches;  a saturated  solution  of  boric  acid  if  the  vagina  be 
sore  or  the  discharge  irritating ; chloride  of  zinc,  or  \ a 
grain  to  the  ounce,  if  the  discharge  be  copious.  This  will 
prevent  the  addition  of  fresh  germs  to  those  with  which 
the  leucocytes  are  already  battling.  Under  such  treatment 
most  cases  will  get  well  in  a week  or  two. 

The  name  “ endometritis  ” has  been  applied  to  adenomatous 
growths.  I have  described  this  form  of  “ endometritis  ” in 
Chapter  XXV. 
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LEUCORItHCEA  IN  OLD  WOMEN.' 

A vaginal  discharge  in  a woman  whose  genital  organs  have 
atrophied  is  generally  copious  and  always  morbid.  It  may 
come  from  the  vagina,  or  from  the  uterus,  or  from  both.  Its 
source  can  sometimes  be  found  out  with  the  speculum,  some- 
times only  by  the  effect  of  treatment. 

Physical  signs. — -With  the  speculum  you  see  that  the 
vagina  is  smooth,  injected,  sometimes  bleeding,  and  covered 
with  pus.  If  the  discharge  is  only  vaginal  the  cervix  will 
be  healthy.  The  visible  part  of  the  cervix  may  be  reddened^ 
and  pus  lie  in  the  os  uteri,  although  the  discharge  is  vaginal. 
If  so,  the  pus  can  be  wiped  away  from  the  os.  If  the  dis- 
charge be  from  the  uterus,  you  may  see  fresh  pus  run  out 
of  the  os  after  you  have  cleaned  it ; but  the  absence  of  this 
sign  does  not  prove  the  discharge  to  be  only  vaginal.  Pus 
may  be  in  the  uterus,  and  yet  not  run  out  at  that  moment. 
If  examination  leaves  you  in  doubt  whether  the  discharge  is 
vaginal  or  uterine,  the  effect  of  treatment  will  inform  you. 
Astringent  applications  to  the  vagina  will  have  no  effect 
upon  a discharge  which  comes  from  the  uterus. 

Causes  of  senile  vaginitis. — Vaginitis  in  an  old  woman 
may  be  due  to  gonorrhoea.  It  may  be  due  to  alcoholic 
excess;  in  this  case  the  treatment  is  to  stop  the  alcohol. 
Some  think  it  may  be  goaty.  As  we  have  no  test 
by  which  to  tell  whether  a malady  is  or  is  not  gouty, 
this  is  only  a theory.  I have  seen  an  old  woman  who 
had  a patch  of  eczema  on  her  foot,  and  also  suffered 
from  vaginitis,  and  who  said  that  the  two  diseases  varied 
inversely  with  one  another ; that  when  the  foot  was  better 
the  discharge  was  worse,  and  vice  versa,  but  I had  no  oppor- 
tunity of  observing  this  for  myself;  I had  to  take  the  patient’s 
word.  The  presence  of  a pessary  may  cause  vaginitis. 
Matthews  Duncan  described  “ lupous ” vaginitis.  With 
so-called  “ lupus  ” of  the  vulva,  better  called  esthiomene, 
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vaginitis  is  often  present.  This  vaginitis  is  identified  by  the 
past  or  present  existence  of  the  growths  or  ulcerations  of 
esthiomene,  by  its  chronic  ity,  and  its  tendency  to  recur. 
Duncan  described  a form  of  vaginitis  depending  on  esthio- 
mene, but  preceding  the  full  development  of  that  disease, 
so  that  it  was  “ lupous,”  although  “ lupus  ” was  not  present. 

Bleeding  vaginitis. — Hicks  * has  described  a case  of  an 
old  woman  in  which  the  discharge  was  blood,  and  the  vagina 
was  covered  with  granulations  like  a healing  wound.  I have 
never  seen  such  a case.  Hicks’s  case  gives  no  information  as 
to  the  cause  of  the  condition.  His  case  was  cured  by  a 
month’s  treatment. 

Treatment  of  vaginitis  in  old  women. — The  treatment 
of  vaginitis  is  the  same  in  old  women  as  in  young  women  ; 
but  the  disease,  like  all  inflammations  occurring  in  those 
whose  tissues  have  begun  to  degenerate,  is  harder  to  cure 
and  relapse  is  commoner.  If  intractable,  use  strong  appli- 
cations such  as  those  advised  for  purulent  vaginitis  (page  439). 

Uterine  leucorrhoea.  — The  discharge  may  be  uterine. 
After  you  have  mopped  away  the  discharge  lying  about 
the  cervix  you  can  see  fresh  discharge  flow  down.  You 
have  found  that  treatment  by  applications  to  the  vagina 
has  failed  to  lessen  or  alter  it  materially.  Examine  the 
uterus  bimanually.  If  it  be  enlarged,  there  is  probably 
a new  growth  Avithin  it:  either  a fibroid,  or  cancer,  or 
some  rarer  growth.  These  are  described  in  Chapters  XXVII. 
and  XXVIII.  If  the  uterus  is  not  enlarged,  the  disease  is 
probably  senile  endometritis. 

Senile  endometritis. — This  is  so  rare  a disease  that  I knoAV 
no  good  account  of  its  morbid  anatomy.  Skene  has  described 
it, f but  he  does  not  say  how  many  cases  he  has  seen,  or  how 
many  specimens,  if  any,  he  has  examined.  Hence  I cannot 
tell  how  far  his  statements  are  based  on  observation  and  how 
far  only  on  conjecture.  He  says  there  is  atrophic  thinning  of 
the  Avhole  mucous  membrane;  that  the  epithelium  changes 
from  ciliated  to  pavement,  and  then  is  lost ; that  there  are 
granulations  “of  low  vitality,”  and  pigment  spots  taken  to 
be  ecchymoses ; and  that  the  glands  become  obliterated.  In 

* Lancet,  1885,  vol.  i.  p.  610. 

f New  York  Journal  of  Gynecology  and  Obstetrics,  June,  1894. 
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the  only  case  of  purulent  discharge  from  a senile  uterus 
in  which  I have  examined  the  uterus,  it  contained  an 
adenomatous  growth  infiltrated  with  leucocytes ; the  growth 
at  one  part  formed  a polyp  the  size  of  a pea.*  The  only 
other  English  cases  that  I know  of  in  which  the  uterus  has 
been  examined  and  described  have  been  published  by 
Matthews  Duncan, f Galabin,  i and  Horrocks,  § and  in  them 
the  morbid  appearances  were  similar.  The  best  paper  on 
the  subject  is  by  Maurange,  ||  who  has  reported  a few  other 
cases. 

Symptoms  and  course. — -The  symptoms  are  copious 
purulent  discharge,  often  mixed  with  blood;  pain,  which 
may  be  so  bad  as  to  keep  the  patient  awake  at  night ; and 
sometimes  wasting.  The  discharge  is  the  invariable  symptom  ; 
pain  and  wasting  may  be  slight  or  absent.  The  disease 
begins  after  the  menopause.  No  connection  has  been  shown 
between  it  and  any  condition  existing  during  menstrual  life. 
We  know  nothing  as  to  its  causation.  It  occurs  in  the 
virgin,  the  nulliparous,  and  the  parous ; I know  not  in 
which  it  is,  relatively  to  their  numbers,  the  most  frequent. 
It  has  little  or  no  tendency  to  spontaneous  cure.  I have 
seen  one  case  which  had  gone  on  for  four  years.  In  some, 
notwithstanding  the  persistence  of  the  disease,  the  condition 
of  the  patient  changes  little.  In  others  the  course  of  the 
disease  is  clinically  that  of  cancer.  In  a case  published  by 
Matthews  Duncan  this  was  so.  There  was  a 'post-mortem 
examination  and  no  disease  except  that  in  the  uterus  was 
found  ; microscopic  examination  of  the  uterus  showed  no 
cancer,  but  only  chronic  endometritis.  In  other  cases  the 
uterus  has  been  removed  during  life,  because  the  disease 
was  thought  to  be  cancer.  In  some  cases  of  cancer  of  the 
uterine  body,  as  in  one  which  I have  elsewhere  published, H 
the  growth  for  a long  time  does  not  project  on  the  surface  of 
the  endometrium ; and  if  the  cavity  is  explored  before  there 
is  any  projecting  growth  to  be  felt,  the  case  will  be  taken 

* “ Obst.  Trans.,”  vol.  xxxii.  p.  196. 
t “Obst.  Trans.,”  vol.  xvi.  J “Obst.  Trans.,”  vol.  xxiv.  p.  300, 

§ “ Obst.  Trans.,”  vol.  xxix.  p.  298. 

||  “Archives  de  Tocologie,”  May,  1896. 

If  “Obst.  Trans.,”  vol.  xxxiii.  p.  91. 
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for  endometritis.  If  yon  scrape  away  bits  which  show  no 
sign  of  cancer  when  examined  microscopically,  this  does  not 
disprove  cancer,  for  it  may  be  present  at  some  other  part 
of  the  uterus,  though  not  in  the  bit  you  have  detached. 

These  two  facts — (a)  that  the  disease  is  hard  to  dis- 
tinguish from  cancer  in  an  early  stage ; ( b ) that  it  sometimes 
runs  the  same  clinical  course  as  cancer — lead  me  to  think 
that  if  milder  treatment  does  not  quickly  produce  decided 
benefit,  it  should  not  be  continued,  but  the  uterus  should  be 
removed. 

Treatment  of  senile  endometritis. — When  consulted 
by  an  old  woman  about  a copious  purulent  vaginal  discharge, 
the  vagina  should  be  first  treated.  Swab  out  the  vagina 
with  strong  carbolic  acid.  (Take  care  that  none  goes  on 
the  vulva.)  Prescribe  frequent  astringent  injections  such  as 
zoc  chlorid.  5 to  10  gr.  to  the  pint.  Begin  with  the  weaker 
and  increase  the  strength,  if  necessary.  Repeat  the  carbolic 
application  two  or  three  times,  if  necessary,  at  weekly 
intervals.  If  discharge  comes  from  the  uterus,  there  may 
be  so  little  of  it  as  not  to  trouble  the  patient  when  the 
vaginal  discharge  has  been  stopped.  If  treatment  of  the 
vagina  does  not  abolish  the  discharge,  the  cervix  should  be 
dilated  with  laminaria  tents,  and  the  interior  of  the  uterus 
explored.  If  growths  are  felt,  they  should  be  scraped  away 
and  examined  with  the  microscope.  If  there  are  no  out- 
growths, the  endometrium  should  be  scraped  with  a blunt 
curette,  any  bits  detached  reserved  for  the  microscope,  and 
then  the  interior  of  the  uterus  swabbed  with  strong  carbolic 
acid  or  lin.  iodi.  This  will  almost  always  remove  the 
symptoms  for  a time.  If  after  a short  interval  they  return, 
and  become  as  bad  as  before,  the  best  treatment  is  to  remove 
the  uterus. 

Matthews  Duncan  advised  the  injection  of  mild  astrin- 
gents into  the  uterine  cavity  through  a hollow  sound.  His 
great  authority  makes  me  think  this  worth  trying  in  the  case 
of  a patient  averse  from  operation.  Duncan  says  it  often  fails 
and  I expect  little  from  it. 
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CHAPTER  XXXIV. 

PRURITUS  VULV/H. 

The  diseases  which  in  this  part  I speak  of  attract  attentior 
by  causing  itching,  soreness,  or  swelling  of  the  external 
genitals,  or  a combination  of  these  symptoms.  I take  first 
the  slighter  of  these  morbid  changes. 

Pruritus  vulvse. — Pruritus,  that  is,  itching  of  the  vulva, 
is  a common  complaint.  In  many  women  it  is  only  occa- 
sional, the  worst  time  being  the  few  days  following  menstrua- 
tion. In  a few  bad  cases  it  is  persistent  day  and  night,  causes 
an  almost  irresistible  impulse  to  rub  and  scratch  the  part, 
and  causes  both  great  local  suffering  and,  by  preventing  sleep, 
injury  to  health. 

Local  changes. — These  have  been  studied  by  Webster  * 
and  by  Sanger,  t Their  accounts  are  based  on  the  examina- 
tion of  strips  of  mucous  membrane  taken  from  cases  in  which 
the  pruritus  was  so  intractable  that,  as  a last  resource,  the 
itching  part  was  excised.  It  is  difficult  to  say  whether 
the  changes  observed  were  primary,  and  caused  the  itching, 
or  whether  they  were  due  to  chronic  inflammation  produced 
by  long-continued  rubbing  and  scratching.  I think  them 
mainly  of  the  latter  kind. 

The  most  sensitive  part  of  the  vulva  is  the  clitoris,  which 
has  a special  sensibility  of  its  own.  Next  to  that  come  the 
preputium  clitoridis,  the  nymphae,  and  last  the  labia  majora 
The  relative  fineness  of  tactile  sensibility  in  these  parts  is, 
according  to  Webster,  as  1,  T25,  and  4.  The  clitoris  contains 

* “laboratory  Reports,  R.  Coll.  Rhys.,  Edinburgh,”  vol.  iii.,  1891. 

+ “ Cent,  fiir  Gyn.,”  1894. 
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two  groups  of  the  bodies  known  as  the  genital  corpuscles  of 
Krause — that  is,  tactile  corpuscles  of  simple  structure  believed 
by  him  to  be  peculiar  to  the  genital  organs.  One  group  lies  on 
each  side  of  the  middle  line  of  the  glans,  more  abundantly 
on  the  upper  surface.  There  are  also  a few  Pacinian  bodies  at 
the  posterior  part  of  the  glans  clitoridis  near  its  junction 
with  the  prepuce,  and  a few  Meissner’s  corpuscles.  In  the 
labia  minora  there  are  a few  Pacinian  bodies,  chiefly  in  the 
upper  part  of  the  labia,  near  their  attached  edges.  The 
most  numerous  nerve  endings  are  the  end  bulbs  (not  the 
genital  corpuscles  described  by  Krause),  which  are  found 
in  the  papillse.  Meissner’s  corpuscles  are  rare.  These  nerve 
terminations  are  the  sensory  organs  of  the  vulva. 

In  chronic  pruritus  the  mucous  membrane  is  sometimes 
thickened,  sometimes  not,  according  to  the  duration  of  the 
case  and  the  amount  of  rubbing  and  scratching.  Micro- 
scopically there  are  signs  of  chronic  inflammation,  exudation 
of  leucocytes,  and  organisation  of  fibrous  tissue.  There 
is  fibrosis  of  the  nerves  and  the  nerve  endings,  or  rather 
of  Meissner’s  corpuscles  and  of  Krause’s  genital  corpuscles; 
for  the  Pacinian  bodies  have  not  been  observed  to  be  so 
affected.  Webster  thinks  that  this  fibrosis  is  a change 
distinct  from  the  chronic  inflammation  due  to  friction,  and 
his  opinion  is  entitled  to  respect. 

The  causes  of  pruritus  fall  into  five  classes  : — 

1.  Adventitious. 

2.  Disease  of  the  skin  or  mucous  membrane  (notably 
diabetic  eczema). 

3.  Irritating  discharges. 

4.  Venous  congestion. 

5.  Nervous  degeneration. 

1.  Adventitious  causes. — (a)  Pediculi,  when  acquired  by 
a woman  habitually  clean,  cause  itching.  The  seat  of  this 
is  the  hairy  part  of  the  skin.  By  inspection  you  will 
see  the  insects  and  their  eggs  clinging  to  the  roots  of 
the  hair.  Dirty  women,  who  habitually  carry  pediculi,  seem 
to  suffer  no  annoyance  from  them.  There  are  many  ways 
of  killing  pediculi.  Prescribe  ung.  hyd.  amm.  chlor.  to 
be  rubbed  every  night  into  the  skin  on  which  hair  grows. 
Let  the  treatment  be  continued  for  three  nights,  for  by  one 
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application  eggs  may  remain  unaffected  which  will  be  after- 
wards hatched.  A germicide  solution  may  be  used,  but  the 
rubbing  in  of  an  ointment  ensures  its  thorough  application. 
The  acams  scabiei  may  burrow  in  the  vulva  and  cause  itch- 
ing, but  itching  from  this  cause  is  not  limited  to  the  vulva. 
( b ) Dirt.  Some  women,  especially  among  the  unmarried, 
who  are  scrupulously  clean  in  other  respects,  do  not  often 
carefully  wash  the  vulva;  and  if  this  is  not  done,  secre- 
tion may  accumulate  and  may  cause  itching.  Tn  such 
patients  you-  may  find  layers  of  sebaceous  matter  in  the 
recesses  between  the  labia  minora  and  majora  and  between 
the  clitoris  and  its  prepuce.  The  treatment  is  to  explain 
to  the  patient  the  necessity  of  washing  the  internal  folds 
of  the  vulva  as  well  as  the  outside  skin,  (c)  Worms. 
These  are  said  to  be  causes  of  pruritus  vulvse.  I have 
known  adults  complain  of  thread  worms,  who  denied  ever 
having  had  pruritus  vulvre.  I suppose  they  may  cause  it, 
but  I have  never  seen  a case  so  caused,  and  I believe  that 
such  cases  are  rare.  The  treatment  is  to  kill  the  worms. 
(d)  Pessaries.  Sometimes  the  wearing  of  a vaginal  pessary 
will  cause  pruritus,  the  vaginal  secretions  seeming  to  form 
with  the  material  of  the  pessary  an  irritating  compound. 
This  may  happen  with  pessaries  of  almost  any  material. 
I have  known  it  with  pewter  and  with  indiarubber  instru- 
ments. We  know  not  why  it  happens  and  therefore  can 
neither  predict  nor  prevent  it.  The  treatment  is  to  remove 
the  pessary  and,  if  required,  substitute  one  of  a different 
material. 

2.  Inflammation  of  the  skin  or  mucous  membrane. — 

Any  inflammation  about  the  vulva,  when  not  enough  to 
produce  soreness,  may  cause  itching.  Among  these  are 
eczema,  herpes  zoster,  furuncle,  inflammation  of  Bartholin’s 
gland,  chancre,  &c.  Look  at  the  part  and  you  will  see 
whether  any  such  condition  is  present.  I have  seen  urticaria 
mentioned  as  a cause  of  pruritus  vulvse ; I have  never  met 
with  it.  These  diseases  and  their  treatment  will  be  described 
in  the  next  chapters. 

Diabetes  and  pruritus. — In  any  case  of  severe  pruritus, 
examine  the  urine  for  sugar.  Its  cause  may  be  glycosuria  or 
diabetes.  In  women  after  the  climacteric,  glycosuria  is  a 
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frequent  cause  of  pruritus.*  The  symptom  has  been  thought 
due  to  the  direct  irritation  of  the  skin  by  saccharine  urine. 
The  torula  cerevisiee  has  been  found  in  the  secretion  clinging 
to  the  vulva,  and  the  inference  has  been  drawn  that  fermen- 
tation in  the  saccharine  urine  makes  it  irritating.  The 
pruritus  has  also  been  put  down  to  the  presence  of  sugar 
in  the  perspiration.  But  these  theories  do  not  explain  it; 
for  the  dermatitis  which  is  present  is  not  limited  to,  nor 
does  it  start  from,  or  chiefly  affect,  the  parts  most  liable 
to  be  moistened  with  saccharine  urine ; nor  does  the  dis- 
tribution of  skin  inflammation  in  diabetes  correspond  to  the 
activity  of  perspiration.  Lecorche  found  pruritus  present 
in  about  a third  of  diabetic  women.  Glycosuria  brings  with 
it  a tendency  to  inflammation  of  the  skin,  and  the  itching  of 
the  vulva  is  produced  by  this  inflammation.  In  the  majority 
of  cases  it  is  a dry  papular  inflammation  ; indeed,  there  may 
be  very  little  to  be  seen.  The  itching  precedes  the  dermatitis, 
and  the  dermatitis  is  aggravated  by  rubbing  and  scratching. 
It  may  be  a moist  eczema,  with  much  discharge,  or  there 
may  be  a boil  or  boils  on  the  labia.  This  tendency  occurs 
early  in  diabetes  ; itching  of  the  vulva  is  not  uncommonly 
the  symptom  Avhich  leads  to  the  discovery  that  there  is 
sugar  in  the  urine.  Fagge  says  that  it  comparatively  sel- 
dom occurs  in  those  cases  in  which  the  quantity  of  urine 
is  great  and  the  typical  symptoms  of  diabetes  are  fully 
developed.  Remember  that  glycosuria  and  diabetes  are  not 
the  same  thing. 

Treatment. — The  treatment  here  consists  of  two  parts — 
(a)  the  general  treatment  of  glycosuria  by  diet,  drugs,  &c., 
for  full  information  upon  which  consult  works  on  general 
medicine ; ( b ) the  local  treatment,  which  consists  in  great 
cleanliness  and  applications  such  as  those  I shall  elsewhere 
advise  for  eczema  not  of  diabetic  origin.  The  difference 
between  diabetic  and  non-diabetic  dermatitis  is  that  the 
former  will  not  get  well  till  you  have  cured  the  general 
condition  which  is  its  cause.  As  you  improve  the  diabetes, 
your  local  treatment  will  be  more  effective. 

3.  Irritating  discharges.— Any  discharge  which  keeps 
the  vulva  moister  than  usual  may  cause  itching.  In 

* See  Lecorche,  “ Annales  de  Gynecolog'ie,”  Oct.,  1S85. 
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gonorrhoea,  in  cancer,  in  senile  endometritis,  irritation  of 
the  vulva  may  be  a prominent  symptom.  Therefore,  in 
investigating  a case  of  pruritus,  always  inquire  about  dis- 
charge and  notice  the  condition  of  the  cervix  and  vagina. 
If  there  is  an  abnormal  discharge,  you  must  correct  this 
to  cure  the  itching.  The  treatment  of  the  discharges  I have 
described  in  Part  VI. 

In  some  of  the  worst  cases  of  pruritus  you  will  find 
nothing  to  account  for  it.  You  can  see  nothing  wrong  with 
the  skin  or  mucous  membrane  of  the  vulva.  The  patient 
will  tell  you  she  has  little  or  no  discharge, 
and  when  you  look  you  only  find  whitish 
mucus  in  the  vagina.  With  this  ap- 
parently healthy  condition  of  the  part 
there  may  be  continual  itching,  making 
the  patient  miserable,  and  this  may  occur 
in  the  virgin.  I know  not  the  cause  of 
the  itching  in  these  cases,  but  I suspect 
it  to  be  a microbe  which  decomposes 
the  vaginal  secretions  and  makes  them 
irritating. 

Treatment. — The  treatment  of  these 
cases  consists,  in  the  first  instance,  of 
sedative  and ' antiseptic  washes  to  the 
vagina,  followed  by  sedative  powders  to 
the  vulva.  Tell  the  patient  to  douche  the 
vagina  with  a saturated  solution  of  borax 
or  boric  acid,  or  a lotion  made  by  adding 
liq.  plumbi  acet.  3 ss.  to  a pint  of  water;  and  after  this, 
to  hold  the  labia  apart,  and  puff  on  a powder  to  the 
mucous  membrane  with  an  insufflator  (Fig.  146).  The 
best  are  “ dermatol  ” (a  trade  name  given  to  a gallate 
ot  bismuth),  thiol,  and  boric  acid.  These  applications 
will  give  relief — sometimes  complete  relief.  But  the  relief 
given  may  last  for  so  short  a time  that  complete  relief 
can  only  be  got  by  repeating  the  application  oftener  than 
the  patient  conveniently  can.  It  so,  the  best  thing  is  to 
swab  the  vagina  and  cervix  with  strong  carbolic  acid 
seven  parts  to  one  of  water.  I have  cured  obstinate  cases 
in  this  way,  and  the  success  ot  this  treatment  I can  only 
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explain  by  its  germicide  effect.  An  application  of 
this  kind  will  generally  relieve  for  some  days.  It  may 
completely  cure,  or  it  may  have  to  be  repeated  more 
than  once.  Take  care  that  none  of  the  acid  goes  on 

the  vulva,  for  if  it  does,  it  will  produce  long-continued 
smarting. 

4.  Venous  congestion. — Itching  is  especially  frequent 
when  there  is  venous  congestion  of  the  pelvic  organs,  in 
pregnancy,  ani  in  corpulent  people  with  varicose  veins, 
just  as  pruritus  ani  is  common  with  piles.  Pruritus  vulvae 
is  said  to  occur  from  venous  congestion  produced  by 
heart,  lung,  or  liver  disease;  but  it  is  not  often  complained 
of,  possibly  because  it  is  a trifle  compared  to  the  other 
concomitant  symptoms.  The  itching  is  an  effect  of  a 
combination  of  causes ; the  nutrition  of  the  parts  is  lowered 
by  clogging  with  venous  blood  and  they  are  irritated  by 
discharge. 

Treatment. — The  treatment  consists,  as  in  other  kinds  of 
pruritus,  of  cleanliness  and  sedative  applications ; vaginal 
douches  of  borax,  boric  acid  (saturated  solutions),  or  lead 
acetate ; powdering  the  vulva  with  boric  acid,  dermatol,  thiol, 
or  nitrate  or  carbonate  of  bismuth.  Calomel  ointment  is 
sometimes  useful,  but  in  pruritus  vulvae  I have  not  found 
this  so  useful  as  in  pruritus  ani.  Why  it  should  relieve 
itching  of  the  anus  better  than  that  of  the  vulva  I know 
not.  In  this  form  of  pruritus,  so  long  as  the  cause  exists, 
the  effect  of  local  treatment  will  be  only  temporary. 

Pruritus  of  this  kind  is  increased  by  exercise,  by  drinking 
much  fluid,  and  especially  by  alcohol.  Therefore,  if  the 
pruritus  is  the  only  thing  to  be  considered,  it  is  well  to  forbid 
these  things.  But  you  should  take  all  the  features  of  the 
case  into  consideration  and  not  limit  your  view  to  the 
local  trouble. 

5.  Nervous. — Itching  of  the  vulva  in  aged  Avomen  is 
sometimes  a symptom  of  degenerative  changes  in  the  nervous 
system.  This  is  not  common.  Treatment,  if  the  itching 
be  from  this  cause,  will  fail.  Therefore,  in  an  old  woman, 
look  for  some  other  cause,  and  if  in  doubt  give  the  patient 
the  benefit  of  the  doubt,  and  use  remedies  (such  as  those 
mentioned  above)  Avhich  may  relieve  and  wild  not  harm, 
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Dr.  Savill*  has  recommended,  on  empirical  grounds,  for 
general  pruritus,  calcium  chloride,  in  doses  of  from  20  to 
40  grains.  Thus  : — 

R calcii  chloridi,  3 ss. 
tr.  aurantii,  3j 
aq.  chlorof.  ad  3] 

three  times  daily  in  water  after  meals.  Others  have  found 
this  remedy  useful,  but  I cannot  say  that  the  results  I have 
found  from  it  have  been  striking. 

Some  other  causes  are  assigned  in  books  for  pruritus. 
Jaundice.  This  sometimes  causes  general  itching  and  the 
vulva  may  share  in  this ; but  I know  not  of  its  causing 
pruritus  of  the  vulva  alone.  Uraemia.  If  in  this  disease 
pruritus  vulvse  be  present,  it  is  such  a trifle  in  comparison  with 
the  grave  general  symptoms,  that  it  is  seldom  mentioned. 
I know  of  no  investigation  into  its  frequency  in  uraemia. 

Treatment  of  pruritus  by  excision. — Recently  pruritus 
has  been  treated  with  success  by  excision  of  the  skin  and 
mucous  membrane  which  are  the  seat  of  the  itching.  As 
most  cases  of  pruritus  can  be  cured,  those  in  which  this  will 
be  needed  are  rare.  The  only  cases  suitable  for  it  are  those 
in  which  all  other  treatment  has  failed,  and  the  itching  is 
limited  to  a definite  tract  of  diseased  integument  which  can 
be  taken  away. 

* Brit.  Med.  Journal , Sept.  19th,  1896. 
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CHAPTER  XXXV. 

INFLAMMATIONS  AND  ULCERATIONS  OF  THE  VULVA. 

The  diseases  which  I describe  in  this  chapter  have  as  their 
main  symptom  soreness  of  the  vulva.  There  is  often  also 
swelling;  but  soreness,  rather  than  swelling,  is  that  which 
makes  the  patient  seek  advice.  Sometimes  “irritation” 
is  complained  of,  but  this  word  is  used  vaguely  by  women ; 
you  will  find  it  sometimes  means  soreness,  sometimes  itching. 
If  one  of  the  diseases  I am  about  to  describe  be  the  cause 
of  the  patient’s  suffering,  you  will  see  it  when  you  inspect 
the  vulva. 

Inflammation  of  sebaceous  follicles. — This  is  an  occa- 
sional cause  of  pruritus.  It  is  a pathological  process  allied  to 
the  acne  which  occurs  on  the  face,  and  therefore  Huguier 
called  it  vulvar  acne.  In  the  beginning  it  is  not  an  inflam- 
mation, but  a distension  of  the  gland  by  an  accumulation 
of  its  own  secretion.  Whether,  and  if  so  why,  the  duct  is 
blocked,  whether  the  secretion  is  excessive,  or  whether  it  is 
abnormal  in  quality,  we  know  not.  The  amount  of  sebaceous 
secretion  retained  at  the  bottom  of  folds  in  the  vulva  differs 
in  different  women ; sometimes  much  of  it  is  seen  in  women 
in  every  other  respect  most  attentive  to  personal  cleanliness. 
When  a sebaceous  follicle  is  distended,  the  retained  secretion 
after  a time  provokes  inflammation,  and  the  follicle  suppur- 
ates. When  the  follicle  is  emptied  the  inflammation  sub- 
sides. These  inflamed  follicles  are  seen  chiefly  on  the  hair- 
parts  ; they  are  not  numerous  ; there  are  only  a few  scattered 
here  and  there ; some  yellow  or  white,  the  size  of  a pin’s 
head,  or  smaller ; some  inflamed,  Avith  a little  circle  of  redness 
round  each.  There  is  no  accompanying  dermatitis.  The  irri- 
tation they  cause  is  only  slight ; nothing  like  the  intolerable 
itching  of  eczema.  We  know  nothing  about  the  cause  of  this 
disease.  Crops  of  inflamed  sebaceous  follicles  may  come  and 
go  for  years. 
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The  treatment  is  to  squeeze  out  the  contents  of  the 
distended  follicles,  and  wash  the  vulva  thoroughly  with  a 
germicide  soap;  of  which  there  are  several  made.  Calcium 
sulphide,  one  or  two  grains  internally,  three  times  a day, 
will  sometimes  make  acne  of  the  face  disappear.  I have  had 
no  experience  of  its  me  in  vulvar  acne,  but  I should  think  it 
worth  trying. 

Herpes  zoster  of  the  labium. — This  is  a rare  form  of 
herpes.  It  is  distinguished  from  other  inflammations  of  the 
labium  by  its  acute  and  apparently  causeless  origin,  its 
unilateral  character,  its  rapid  recovery,  and  freedom  from 
relapse.  It  consists  in  a crop  of  vesicles,  on  one  side  only, 
the  advent  of  rvhich  is  preceded  by  pain,  and  the  develop- 
ment of  which  is  accompanied  by  congestion  of  the  surround- 
ing skin  and  mucous  membrane.  The  vesicles  become 
pustules,  which  break  and  dry  up  into  scabs.  The  inflam- 
mation then  subsides,  the  disease  gets  well,  and  never  re- 
lapses. Fagge  says  that  the  vesicles  run  exactly  the  course 
of  those  of  smallpox.  The  disease  differs  from  smallpox  in 
that  the  pustules  occur  only  in  the  part  supplied  by  one 
nerve,  and  that  the  disease  depends  on  inflammation  of 
that  nerve. 

There  is  no  treatment  that  has  any  effect  on  the  course  of 
herpes  zoster.  It  runs  its  course  and  gets  well  within  a 
fortnight.  All  that  you  can  do  is  to  diminish  the  effect 
of  the  inflammation  around.  Lessen  vaginal  discharge  by 
an  astringent  injection  (zinc  chloride,  5 grains  to  the  pint) ; 
and  vulvar  soreness  and  irritation  by  a sedative  powder,  such 
as  boric  acid  or  dermatol. 

Dermatitis,  or  “eczema”  of  the  vulva. — I use  the 

word  “eczema”  because  this  disease  is  commonly  described 
under  that  name.  Dermatitis  is  more  correct.  The 
different  morbid  changes  which  inflammation  of  the  skin 
may  present  cannot,  as  a rule,  be  demonstrated  on  the  skin 
of  the  vulva  as  they  can  on  that  of  more  exposed  parts. 
This  is  because  (1)  the  skin  of  the  vulva  is  moistened  by 
secretions,  is  covered  with  hair,  and  is  liable  to  friction : 
and  (2)  the  disease  is  seldom  seen  in  the  beginning. 
Hence  all  that  is  seen  in  most  cases  of  this  disease  is 
that  the  labia  are  swollen,  red,  moist,  and  excoriated.  At 
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the  periphery  of  the  disease,  on  the  thighs  or  the  lower 
abdomen,  a few  vesicles  or  pustules  may  be  detected,  but 
as  a rule,  no  characteristic  skin  lesion  can  be  seen  on  the 
vulva.  The  inflammation  often  extends  beyond  the  vulva 
laterally  to  the  genito-crural  fold  and  upper  part  of  the 
thighs;  backwards  to  the  perineum  and  natal  cleft;  forwards 
to  the  mons  veneris ; and  inwards  to  the  nymphse.  When 
the  mucous  membrane  is  affected,  it  becomes  white,  thick, 
swollen,  something  like  the  skin  of  a washerwoman’s  hands, 
and  loses  its  polish,  so  that  it  looks  drier  than  normal; 
when  spread  out,  red  sulci  are  seen  marking  its  folds.  This 
condition  is  sometimes  ascribed  to  friction,  and  as  in  this  con- 
dition itching  is  intolerable,  there  has  generally  been  friction, 
but  friction  alone  does  not  produce  such  an  appearance. 

Etiology.— This  disease  is  not  common.  It  affects  usually 
fat,  elderly  women,  and  those  who  are  pregnant.  We  do  not 
know  its  cause.  Probably  it  depends  upon  a parasitic  micro- 
organism. It  has  been  thought  to  depend  on  diet,  but  there 
is  no  diet  from  which  we  can  predict  that  eczema  will  arise, 
and  no  regulation  of  diet  which  will  cure  it.  It  is  often 
said  to  depend  upon  gout,  or  a gouty  tendency  or  diathesis. 
But  we  have  no  definite  criteria  by  which  to  distinguish 
a patient  who  has  a tendency  to  gout  from  one  who  has  not ; 
and  till  we  have  such  criteria  this  theory  cannot  be  tested. 
To  call  the  disease  “ gouty  ” is  only  a verbal  explanation ; it 
assigns  it  without  good  evidence  to  a cause  about  which  we 
know  next  to  nothing.  The  disease  is  made  worse  by 
scratching;  by  causes  which  dilate  the  vessels  of  the  part, 
such  as  long  standing  or  walking,  and  the  use  of  alcohol ; and 
by  those  which  increase  cutaneous  secretions,  such  as  the 
drinking  of  much  fluid.  Eczema  of  the  vulva  often  begins 
suddenly.  If  properly  treated,  it  will  get  well  in  two  or 
three  weeks ; if  neglected,  it  may  go  on  for  months  or 
years,  and  the  more  chronic  it  becomes  the  more  difficult, 
it  is  to  cure. 

Relation  to  diabetes.  — Dermatitis  of  the  vulva  is 
especially  frequent  in  the  diabetic.  Some  have  thought  it  due 
to  some  irritating  effect  of  saccharine  urine  and  sweat.  But, 
as  Boulton  has  pointed  out,*  the  inflammation  extends  to 

* Obstetrical  Journal,  1880. 
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parts- — e.g.  the  mens  veneris — with  which  urine  does  not 
come  in  contact ; and  as  to  sweat,  if  this  be  the  cause,  it 
is  singular  that  it  should  not  occur  in  any  other  part  of 
the  body;  singular  also  that  the  sweat  should  give  so  much 
trouble  in  a disease  of  which  dryness  of  the  skin  is  a 
prominent  symptom.  We  know  not  how  diabetes  causes 
vulvar  eczema,  any  more  than  we  know  how  it  causes 
carbuncles ; they  are  probably  both  trophic  lesions,  produced 
through  the  nervous  system.  The  explanation  is  here  not 
important ; the  fact  is  very  important.  For  if  vulvar  eczema 
is  diabetic,  the  way  to  cure  it  is  to  treat  the  diabetes. 

Diagnosis. — This  is  easy.  The  symmetrical  redness, 
swelling,  and  moisture  of  the  labia  are  seen  when  the  parts 
are  inspected.  Separate  the  labia  and  see  that  there  is 
no  circumscribed  growth  or  ulceration.  Then  test  the  urine 
for  sugar. 

Treatment. — I describe  the  treatment  of  an  acute  non- 
diabetic case.  The  treatment  of  a chronic  case  is  the  same, 
only  the  slower  result  may  make  the  patient  less  diligent 
in  it. 

Put  the  patient  under  favourable  conditions,  removing 
causes  which  aggravate  the  disease.  Therefore  keep  her 
recumbent;  forbid  alcohol;  tell  her  to  drink  no  more  fluid 
than  is  needful  to  allay  thirst ; and  not  to  scratch. 
Excepting  as  to  alcohol  and  the  amount  of  fluid,  diet  is 
not  important. 

Whether  the  disease  be  produced  by  a microbe  or  not, 
there  is  little  doubt  that  the  secretion  of  the  morbid  surface 
is  locally  irritating  and  contagious.  Therefore  an  essential 
part  of  treatment  is  to  cleanse  the  surface,  by  washing  away 
the  discharge  and  killing,  if  possible,  its  contagious  elements ; 
and  this  must  be  done  by  non-irritating  agents.  Direct  the 
patient  to  take  a hip  bath  night  and  morning  of  water  at 
a temperature  of  about  98°,  to  which  Wright’s  liquor 
carbonis  detergens  has  been  added,  in  the  proportion  of  a 
tablespoonful  to  each  gallon  of  water,  remaining  in  the  bath 
long  enough,  and  so  bathing  the  part  while  in  it,  that  all 
scab  may  be  detached.  After  the  bath,  let  her  dry  the 
inflamed  part  by  puffing  powdered  boric  acid  on  to  it  with 
an  insufflator.  If  there  be  discharge  from  the  vagina,  this 
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must  be  checked  by  an  injection  which  shall  combine  a 
sedative  with  an  astringent  effect.  The  drug  which  unites 
these  properties  is  lead.  Order  liquor  plumbi  acetatis,  half 
an  ounce  to  be  mixed  with  each  pint  of  water.  Clinical 
physicians  find  that  eczema  is  benefited  by  aperients  and 
antacids.  We  know  not  why,  but  in  reasonable  doses 
they  can  do  no  harm.  Therefore  give  mag.  sulph.  gj,  mag. 
carb.  gr.  x,  three  times  a day.  Arsenic  is  powerful  against 
skin  lesions;  therefore  add  liq.  Fowleri  iq  ij  to  each  dose, 
and  increase  the  amount  of  arsenic  if  it  does  not  cause 
irritation  of  the  conjunctiva,  or  epigastric  pain. 

I have  found  treatment  on  these  lines  successful.  I 
presume  not  to  place  the  remedies  in  order  of  importance. 
But  speedy  cure  is  only  effected  when  the  disease  is  recent; 
when  it  has  lasted  long  it  is  very  obstinate.  In  such  cases, 
when  local  irritation  makes  life  intolerable  and  remedies  fail 
to  give  relief,  more  radical  measures  are  justified.  Such  cases 
have  been  cured  by  cutting  away  the  diseased  skin  and 
mucous  membrane.  The  thick  tender  vascular  labia  are 
thus  replaced  by  a fibrous  cicatrix;  and  if  the  patient  be 
old,  such  an  operation  entails  no  functional  disability.  I have 
not  yet  met  with  a case  so  intractable  as  to  require  such 
treatment* 

Follicular  vulvitis.  — Matthews  Duncan  t says  that 
though  this  is  said  to  be  a common  disease,  yet  he  has 
never  seen  a case.  It  is  said  to  be  common,  because  so  many 
writers  of  textbooks  have  copied  from  one  another,  instead  of 
(like  Duncan)  writing  from  experience.  The  name  has  been 
applied  to  two  different  conditions. 

One  of  these  diseases  was  described  by  Huguierf  (Fig.  147). 
It  is  seldom  seen  in  English  hospital  practice  ; still  less  often 
in  English  private  practice ; common  in  foreign  hospitals,  in 
Avhich  women  of  the  lowest  class  are  compulsorily  detained. 
It  consists  of  inflammation  of  the  piliferous  and  sebaceous 
follicles  of  the  skin  of  the  vulva,  and  sometimes  the  adjoining 
skin.  It  is  most  frequent  in  pregnant  women.  Three-fourths 
of  the  cases  seen  by  Huguier  were  in  the  pregnant.  Its 

* See  Sanger,  “ Cent,  fur  Gyn.,”  1894. 

f “ Lectures  on  Diseases  of  Women,”  4th  edition,  p.  182. 

J “Mcinoires  de  l’Acad.  Nat.  de  Med.,”  t.  xv.,  1850. 
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conditions  of  origin  are  discharge,  pruritus,  dirt,  and  scratch- 
ing. It  is  manifested  by  the  presence  of  papules  in  the  skin, 
and  these  papules  may  become  pustules ; the  suppuration  de- 
pending on  the  inoculation  of  pathogenic  microbes.  There 
may  be  only  a few  papules,  or  they  may  be  so  aggregated 


Fig.  147. — Follicular  vulvitis  affecting  skill  of  vulva.  ( After  Huguicr.) 

together  that  the  whole  labium  becomes  swollen,  red, 
and  granular,  covered  with  sticky,  offensive  secretion, 
and  isolated  papules  and  pustules  are  seen  around  on 
the  labio-crural . fold  and  the  mons  veneris.  Such  severe 
inflammation  as  this  is  produced  by,  and  accompanied  with, 
intense  pruritus  and  scratching ; hence  in  such  cases  there 
are  pustules.  There  may  be  many  pustules,  and  the  tops 
of  them  may  be  scratched  off,  leaving  little  pitted  ulcers. 
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The  condition  is  then  a general  dermatitis  of  the  vulva,  in 
which  the  initial  lesion  cannot  be  identified,  unless  it  can  be 
inferred  from  lesions  on  the  adjoining  skin.  The  disease 
has  no  regular  course.  It  continues  as  long  as  the  causes 
which  gave  rise  to  it  continue. 

This  follicular  inflammation  may  accompany  eczema, 
the  scratching  induced  by  eczema  inflaming  the  follicles. 
Both  diseases  lead  to  the  same  general  dermatitis  of  the  labia. 
The  initial  lesions  can  only  be  made  out  by  observing  the 
less  affected  skin  at  the  periphery  of  the  inflamed  part.  It 
may  accompany  syphilis,  and  it  is  possible  for  inflamed 
follicles  to  be  so  inoculated  by  scratching  that  they  become 
so  many  soft  chancres.  Huguier  counted  twenty-seven 
chancres  in  one  patient. 

Diagnosis. — The  diseases  from  which  this  form  of  folli- 
cular vulvitis  may  have  to  be  distinguished  are  the  follow- 
ing: — (1)  Herpes  zoster  of  the  labium.  Here  the  disease 
affects  one  labium  only.  The  crop  of  vesicles  is  preceded 
by  pain,  not  by  discharge  and  itching.  It  runs  a definite 
course;  the  crop  of  vesicles  dries  up,  and  the  symptoms 
subside.  (2)  Ecthyma;  that  is,  pustules  on  the  vulva  pro- 
duced by  a condition  of  the  patient’s  general  health.  Here 
the  pustules  on  the  vulva  are  not  numerous,  and  there 
are  pustules  on  other  parts  of  the  body.  (3)  Chancre. 
This  is  more  difficult  because  syphilis  may  produce  and  be 
combined  with  follicular  inflammation.  The  special  seat  of 
chancres  is  the  mucous  membrane  around  the  vaginal  orifice  ; 
that  of  follicular  inflammation  the  skin  of  the  labia.  In 
folliculitis,  different  follicles  will  be  seen  in  different  stages 
of  inflammation — some  papules,  some  pustules,  some  little 
pitted  ulcers  made  by  scratching;  soft  chancres  will  be  all 
in  about  the  same  stage.  If  a hard  chancre,  or  condylomata, 
be  suspected  to  co-exist,  the  bullet  bubo  in  the  groin  will 
be  felt. 

The  treatment  of  this  form  of  follicular  vulvitis 
must  be  on  the  same  lines  as  that  of  eczema  of  the 
vulva. 

2.  The  other  form  of  follicular  vulvitis,  of  which  I have 
seen  one  case,  consists  in  deep  red  spots,  of  about  the  size 
of  a pin’s  head,  scattered  on  the  vestibule  and  inner  surface 
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of  the  nymphte.  According  to  Robert,*  these  are  inflamed 
mucous  glands,  and  out  of  them  a tiny  droplet  of  pus  can  be 
squeezed  (Fig.  148).  He  regards  them  as  a result  of  gonorrhoea. 
In  the  only  case  I have  seen  gonorrhoea  was  probable,  but 


Fig.  148. — Follicular  vulvitis  affecting  mucous  membrane.  (From  a drawing  bg 
Burgess  of  a patient  of  the  author’s.) 

not  certain.  The  condition  got  well,  but  I am  unable  to  assign 
the  recovery  to  any  form  of  treatment.  Treat  such  a case  by 
puffing  a sedative,  antiseptic,  or  astringent  powder,  such  as  dcr- 
matol,  iodoform,  zinc  oxide,  or  thiol,  on  to  the  affected  part ; 
together  with  the  treatment  proper  for  gonorrhoea,  if  present. 

Chancres. — The  Hunterian  or  indurated  chancre. — 
This  chancre  is  not  inoculable  on  the  same  individual. 
Hence,  when  lateral,  it  is  on  one  side  only.  When  on 
the  labium,  it  often  causes  oedema  : hence  oedema  of  one 
labium  only  should  suggest  chancre.  The  common  seat  of 
chancre  is  at  the  vaginal  orifice,  for  this  is  the  part  at 
which  a breach  of  surface  is  apt  to  occur  in  sexual  inter- 
course. When  so  situat  d,  it  is  difficult  to  pick  up  the 
tissues  around  and  feel  induration.  Hence  it  has  been  said 
that  chancres  in  women  are  not  indurated  : it  should  have 
been  said  that  the  conformation  of  the  vulva  is  such  that 
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induration  around  chancres  in  women  cannot  easily  be  per- 
ceived. At  the  vaginal  orifice  a chancre  looks  like  a little 
fissure  with  a coppery  red  border.  When  on  the  labium, 
it  looks  at  first  like  a pimple.  In  this  situation,  induration 
is  distinct.  If  the  sore  is  on  the  free  edge  of  the  labium, 
it  will  be  covered  with  a crust,  and  may  seem  not  to  dis- 
charge. If  on  the  inner  surface,  it  looks  like  a small  abrasion 
with  a coppery  indurated  areola  round  it.  If  in  doubt,  feel 
for  the  bullet-bubo  in  the  groin  corresponding  to  the  chancre. 
If  the  chancre  be  median,  the  glands  in  both  groins  will  be 
enlarged.  It  is  said  that  the  course  of  chancres  in  women 
is  more  protracted  than  in  men,  owing  to  the  liability  of 
the  part  to  congestion.  I know  no  good  evidence  of  this. 
In  case  of  pregnancy,  it  is  said  that  a chancre  becomes 
especially  dark,  of  a port-wine  colour. 

Chancre  may  occur  on  the  cervix  uteri.  Those  who 
have  made  a point  of  looking  for  it  say  that  it  is  far 
from  uncommon*  I have  seen  and  published  one  case.f 
Such  a sore  has  not  the  uniform  red  granular  appearance 
of  an  erosion,  but  is  more  mottled  with  yellow  and  ecchy- 
mosis  here  and  there ; and  it  has  a broad  zone  of  congestion 
round  it  which  is  not  present  with  an  erosion. 

Soft  chancres. — Soft  chancres,  like  the  hard,  are  com- 
monly seated  on  or  near  the  vaginal  orifice  and  fourchette, 
and  for  the  same  reason.  But  being  inoculable,  they  are 
often  symmetrical,  a chancre  inoculating  itself  on  the  opposite 
side  of  the  vulva.  The  virus  may  be  carried  by  fingers, 
nails,  or  otherwise,  to  any  part  of  the  vulva,  the  vagina,  or 
even  cervix  uteri.  In  the  beginning  a soft  chancre  looks 
like  an  ordinary  pimple.  When  developed,  it  is  a round 
sore  with  a surface  of  the  colour  of  wash  leather,  and  a red 
areola  round  it.  If  situated  on  an  exposed  part,  where  the 
discharge  can  dry,  the  chancre  may  be  covered  with  a scab. 
If  the  inguinal  glands  are  affected,  it  is  not  the  hard  bullet- 
bubo  of  syphilis,  but  enlargement  with  tenderness  and 
perhaps  suppuration.  The  diagnosis  can  be  settled  by 
inoculating  the  discharge  on  the  thigh,  but  this  is  not 
necessary. 

* Rasumow,  “ Vierteljahr.  fur  Derm,  und  Syphilis,”  1S80, 

t “ Obst,  Trans.,”  vol,  xxvii, 
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Phagedsena. — In  books  written  before  antiseptic  treatment 
was  introduced,  various  lesions  will  be  found  mentioned 
winch  have  been  produced  by  what  were  called  phagedeenic” 
chancres.  Phagedena  is  one  of  the  diseases  that  arise  when 
antiseptic  care  is  not  taken.*  In  the  present  day  it  only 
is  seen  in  neglected  subjects,  and  the  surgeon  is  consulted, 
not  the  gynaecologist.  There  is  a condition  which  has  been 
called  the  “ chronic  chancroid  of  prostitutes  ” ; and  it  is  said 
to  be  sometimes  attended  with  hypertrophy  of  the  tissues,  t 
Here  I only  mention  it  to  say  that  it  seems  to  me  identical 
with  so-called  lupus  of  the  vulva,  or  esthiomene. 

Treatment  of  chancres. — The  local  treatment  of  hard 
and  soft  chancres  alike  consists  in  cleanliness  and  antiseptics. 
In  the  male  soft  chancres  are  often  treated  by  the  “ abortive  ” 
method;  that  is,  destroying  them  with  strong  caustics.  But 
women  seldom  come  for  treatment  early  enough  for  this. 

The  part  is  kept  clean  by  washing  out  the  vagina  night 
and  morning  with  an  antiseptic  injection.  Bear  in  mind 
that  the  presence  of  one  kind  of  venereal  disease  does  not 
protect  the  patient  from  another  kind,  and  does  not  prove 
that  the  patient  has  not  been  exposed  to  the  contagion 
of  syphilis.  Therefore  the  best  antiseptic  is  a mercurial  one : 
corrosive  sublimate  1-2000. 

To  heal  chancres  the  remedy  is  iodoform.  The  best  way 
to  apply  this  is  to  puff  it  on  the  sore  with  an  insufflator.  Oint- 
ments are  not  good  ; they  may  become  rancid,  and  are  dirty 
and  disagreeable  to  apply.  It  is  sometimes  recommended  to 
separate  the  labia  with  a piece  of  lint,  that  they  may  the 
better  be  kept  clean.  This  is  theoretically  good  advice ; 
practically  I think  it  causes  more  irritation  than  it  prevents. 
If  a hard  chancre  is  present  mercury  is  essential.  The 
patient  may  have  been  inoculated  with  both  viruses,  that 
of  the  soft  and  that  of  the  hard  chancre.  Therefore  it  is 
well  in  any  kind  of  chancre  to  give  mercury.  If  the  chancre 
heals  without  bullet-bubo  or  secondary  rash,  leave  off  the 
mercury.  Prescribe  a pill  of  liyd.  c.  creta  gr.  j,  pulv.  ipec. 
co.  gr.  j (commonly  known  as  Hutchinson’s)  twice  a day.  The 

* For  an  account  of  phagedsena  see  James  “ On  Inflammation,”  1832,  p.  490, 
ft  seq. 

f Rollet,  “ Traite  de  Malad.  Ven.,”  Paris,  1865. 
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Dover’s  powder  prevents  the  slight  laxative  effect  that  the 
mercury  would  otherwise  have.  There  is  reason  to  think 
that  by  its  use  induration,  or  the  occurrence  of  secondary 
symptoms,  may  be  prevented.* 

Syphilitic  condylomata. — These  patches  are  seen  either 
on  the  skin,  on  or  near  the  labia  or  the  mucous  membrane,  or 
on  both.  They  have  been  seen  high  up  in  the  vagina  and 
on  the  cervix  uteri.  They  might  perhaps  be  seen  oftener  in 
the  latter  situation  were  it  not  that  in  cases  in  which  they 
might  be  expected  the  condition  of  the  vulva  generally 
makes  examination  with  the  speculum  undesirable.  On  the 
skin  they  form  flat  or  slightly  convex  broad-based  discs. 
They  often  a little  overhang  the  base.  They  are  not  pointed, 
like  non-vcnereal  warts.  On  the  mucous  membrane  they 
form  reddish  or  greyish-white  patches,  either  disc-shaped, 
or  of  sinuous  outline  formed  by  the  coalescence  of  discs. 
They  cause  discharge,  which  is  often  offensive.  Condy- 
lomata are  among  the  earliest  secondary  symptoms  of 
syphilis.  In  cases  left  untreated  they  begin  to  appear 
about  two  months  after  contagion.  When  in  doubt  as  to 
the  diagnosis  of  such  patches,  look  for  the  bullet-bubo 
in  the  groin,  for  a rash  on  the  skin,  and  for  ulceration  of 
the  tonsils. 

Treatment. — The  treatment  is  (1)  local,  (2)  constitutional. 
(1)  Local.  Keep  the  parts  dry  and  clean,  and  apply  mercury. 
Let  the  patient  use  a vaginal  injection  night  and  morning 
of  corrosive  sublimate,  1-2000.  After  doing  this,  let  her  puff 
from  an  insufflator  over  the  mucous  patches  a powder  com- 
posed of  equal  parts  of  oxide  of  zinc  and  calomel.  (2)  The 
constitutional  treatment  consists  in  giving  mercury. 

Furuncle. — An  ordinary  boil  occasionally  forms  upon  the 
labium,  but,  occurring  in  this  place,  it  differs  not  from  a 
boil  occurring  elsewhere.  In  the  beginning  a boil  may  raise 
suspicion  of  chancre.  The  course  of  the  sore  place  (speedy 
suppuration  and  discharge  of  a core  of  cellular  tissue)  will 
reveal  its  nature.  The  etiology  and  treatment  of  boils 
generally  is  beyond  the  scope  of  this  work.  The  only  local 
treatment  required  is  to  keep  the  part  clean. 

' Lupus  of  the  vulva,  or  esthiomene. — These  are  names 

* See  Hutchinson,  “ Allhutt’s  System  of  Medicine,”  vol,  ii, 
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given  to  a disease  peculiar  to  women,  which  consists  in  chronic 
ulceration  with  fibrous  overgrowths.  The  name  “ lupus”  was 
applied  to  it  because  it  was  thought  identical  with  common 
lupus,  such  as  is  seen  in  the  face  and  elsewhere,  it  being 
supposed  that  the  disease,  when  affecting  the  vulva,  was 
so  modified  by  the  local  conditions  of  warmth  and  moisture 
as  to  present  peculiar  characters.  This  view  of  its  pathology 
was  adopted  by  Matthews  Duncan.  But  it  is  not  universally 
accepted.  Mr.  Jonathan  Hutchinson  says,  “all  dermatologists 
would  repudiate  the  name  lupus  as  inapplicable”  to  this 
form  of  disease.  Mr.  Hutchinson  thinks  it  a remote  form 
of  syphilis,  due  partly  to  syphilis,  partly  to  local  irritation. 
Dr.  Thin,  who  examined  Dr.  Duncan’s  cases,  says  the  histo- 
logy is  not  that  of  lupus.  He  thinks  it  a disease  sui  generis. 
I see  in  it  no  resemblance  to  lupus.  In  most  cases  there 
is  no  clear  evidence  of  syphilis.  Whatever  the  pathology 
of  the  disease,  it  is  a morbid  condition  which  is  peculiar  to 
women,  and  has  definite  characters.  I think  it  better  to 
adopt  a name  that  implies  no  theory  and  involves  no  con- 
fusion. I therefore  prefer  the  name  “ esthiomdne”  (hadionevos, 
eating),  given  to  the  disease  by  the  French  observers  who 
first  described  it*  The  best  description  of  the  disease  has 
been  given  by  Matthews  Duncan.-j-  The  main  features  of  the 
disease  are  two — ulceration  and  overgrowth  (Fig.  149). 

Ulceration. — Ulceration  is  present  at  some  time  in  all 
cases,  but  the  disease  may  be  seen  before  ulceration  has 
taken  place,  or  after  it  has  healed.  Ulceration  may  be 
present  at  one  place  and  overgrowth  at  another;  or  the 
hypertrophied  parts  may  be  ulcerated.  The  ulceration  most 
often  affects  the  vulva,  the  labia,  clitoris,  vestibule,  and 
urethral  orifice ; but  it  may  spread  to  the  mons  veneris, 
thighs,  perineum,  anus,  and  rectum.  The  ulceration  may 
be  continuous  with  the  rest  of  the  disease,  or  may  be 
separated  from  it  by  strips  of  healthy  tissue.  There  may 
be  one  ulcer,  or  more  than  one.  The  surface  of  the  ulcer 
is  generally  pale.  It  may  be  granulating  or  smooth,  accord- 
ing to  whether  it  is  healing  or  not.  Its  margins  may  be 
thick  and  fibrous  or  overhanging,  and  its  base  indurated  or 

* See  Huguier,  "Mein,  de  l’Acad,  Nationals  de  Medecine,”  vol.  xiv.,  IS  13. 

t “ Obs.  Trans.,”  vol.  xxvii. 
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not,  according  to  the  degree  to  which  the  parts  which  the 
ulceration  is  attacking  are  the  subject  of  hypertrophy.  It 
secretes  pus.  Such  ulcers  have  been  known  to  bleed 
spontaneously  and  profusely,  but  this  I have  not  seen.  The 
ulcers  are  not,  as  a rule,  very  tender ; women  suffering  from 
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Fig.  149. — “ Lupus  ” of  the  vulva,  or  esthiomene. 


( After  Matthews  Duncan.) 


this  disease  have  been  known  to  cohabit  with  their  husbands 
and  bear  children.  The  ulceration  may  be  extensive  and 
superficial ; it  may  extend  down  into  the  subcutaneous 
tissue,  forming  a pit ; it  may  undermine  skin,  or  it  may 
perforate  a labium  or  the  recto-vaginal  septum.  It  attacks 
skin,  mucous  membrane,  and  subcutaneous  soft  tissues,  but 
never  bone,  which  latter  fact  is  one  of  the  reasons  for 
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doubting  the  syphilitic  nature  of  the  disease.  The  ulcera- 
tion spreads  by  slow  disintegration  of  tissue,  not  by 
sloughing,  and  in  time  it  stops  spreading  and  heals.  It 
may  spread  in  one  direction  while  it  is  healing  in  another. 
We  know  the  laws  neither  of  its  extension  nor  of  its  healing. 
Its  healing  is  the  feature  which  distinguishes  this  disease 
from  cancer.  Ulcers  formed  by  the  breaking  down  of  cancer 
never  heal  anywhere,  although  wounds  formed  in  the  partial 
removal  of  cancer — that  is,  in  tissue  only  slightly  infiltrated 
by  cancer  growth — may  do  so.  The  ulceration  of  esthiomene 
may  attack  the  urethra  and  widen  it.  I have  seen  it  so 
enlarged  as  to  admit  the  thumb.  In  cicatrisation  it  may 
cause  stricture  of  the  urethra,  and  lead  to  retention  of 
urine ; this  I have  seen.  I know  not  that  the  disease  ever 
attacks  the  bladder  nor  that  it  ever  affects  the  uterus. 
Ulceration  of  the  uterus  and  upper  part  of  the  vagina 
(corroding  ulcer  of  the  uterus),  and  simple  ulcer  of  the  vagina, 
of  a pathology  hard  to  explain,  are  occasionally  seen,  and 
Duncan  implies  that  he  thought  these  were  of  the  same 
nature  as  esthiomene.  We  know  so  little  about  the  nature 
of  esthiomene  that  this  view  does  not  instruct  us  much,  if 
correct. 

Besides  ulceration — that  is,  loss  of  substance  replaced 
by  granulation  tissue — there  may  be  in  esthiomene  superficial 
excoriations  where  parts  are  exposed  to  friction. 

Duncan  described  small,  dark-coloured  tender  spots  as 
“lupus  minimus.”  But  I know  not  that  there  is  any  constant 
relation  between  these  and  the  non-tender  ulcerations  and 
hypertrophies  of  esthiomene.  I have  spoken  of  these  tender 
spots  elsewhere. 

The  overgrowths. — With  the  ulceration  there  goes  over- 
growth— thick  fibrous  indurated  lumps.  Duncan  thought 
that  these  overgrowths  were  not  an  essential  part  of  the 
disease,  but  this  was  because  he  included  under  the  term 
“ lupus  ” the  small  red  spots  which  he  called  “ lupus 
minimus.”  I apply  neither  the  name  lupus  nor  esthiomene 
to  these  spots.  In  esthiomene  there  is  always  more  or  less 
overgrowth.  There  may  be  much  ulceration  and  little  over- 
growth, or  much  overgrowth  and  little  ulceration ; indeed, 
as  the  same  spot  can  hardly  present  at  the  same  time 
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ulceration  and  overgrowth,  there  is  some  antagonism  between 
the  two.  Duncan  thought  that,  taking  all  cases  together, 
the  amount  of  tissue  destroyed  by  the  ulceration  of  this 
disease  was  greater  than  that  produced  by  new  growths.  The 
question  is  difficult  to  test,  but  he  was  probably  right.  He 
thought  that  hypertrophy  preceded  ulceration.  I know  not 
whether  it  does  so  or  not,  and  therefore  accept  his  statement. 
The  overgrowths  affect  the  same  parts  as  the  ulceration — 
labia,  clitoris,  hymen,  fourchette,  urethra,  anus,  rectum. 
They  consist  in  fibrous  induration  of  the  skin  or  mucous 
membrane  and  the  subcutaneous  tissue.  It  is  not  sym- 
metrical, although  there  may  be  masses  of  overgrowth  on 
both  sides.  The  overgrowth  may  he  a general  fibrous 
thickening  of  the  part  affected,,  so  that,  though  enlarged, 
it  ( i.e . a labium  or  the  clitoris)  preserves  its  natural  shape  ; 
or  it  may  consist  in  round  fibrous  nodules  or  groups  of 
nodules.  The  overgrowths  are  sometimes  of  a dead  white 
colour,  sometimes  of  the  natural  colour  of  the  part,  some- 
times brown,  sometimes  bluish ; if  inflamed,  they  may  be 
deep  red.  Unless  inflamed,  the  overgrowths  are  not  tender. 

With  esthiomene  there  often  goes  vaginitis,  with  purulent 
discharge ; less  frequently  there  are  urethritis  and  cystitis. 

Strictures  from  esthiomene.— The  overgrowths  may  lead 
to  contraction  of  the  vagina  or  urethra — i.e.  stricture. 
There  is  a stricture  of  the  rectum  well  known  to  surgeons 
the  origin  of  which  has  been  much  discussed  by  them — 
the  simple  or  tubular  stricture.  It  is  known  that  in  most 
cases  there  is  no  evidence  of  syphilis,  and  that  the  disease 
is  almost  confined  to  women.  It  is  produced  by  an  over- 
growth of  fibrous  tissue  in  the  lower  part  of  the  rectum, 
making  the  wall  of  the  rectum  rigid  and  its  lumen  narrow. 
Surgeons  have  invented  theories  to  account  for  it.  I do  not 
know  its  cause,  for  I do  not  know  the  cause  of  esthiomene. 
But  I take  this  stricture  to  be  the  same  disease — one 
peculiar  to  women — which  when  it  affects  the  vulva  is  called 
esthiomene.  Disease  of  the  vulva  and  of  the  rectum  often  go 
together.  For  the  rectum  to  be  affected  Avithout  the  vulva  is 
commoner. 

Differences  from  elephantiasis. — Esthiomene  is  not  the 
same  thing  as  elephantiasis.  Elephantiasis  is  an  enlargement 
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due  to  blocking  of  the  lymphatics  by  the  filaria  sanguinis 
hominis.  In  the  beginning  of  it  the  ilia  rise  can  be  found 
in  the  blood,  but  by  the  time  the  great  enlargement  which 
we  call  elephantiasis  has  taken  place,  the  lymphatics  are  so 
blocked  that  the  filarne  cannot  get  into  the  blood,  and  so 
they  are  not  to  be  detected.  In  elephantiasis  there  is  simply 
solid  fibrous  enlargement ; there  is  no  ulceration  except  that 
accidentally  due  to  friction  or  pressure ; and  the  enlargement 
is  of  the  whole  part,  not  of  isolated  lumps  and  nodules.  Nor 
is  the  enlargement  of  esthiomene  simply  the  oedematous 
swelling  which  results  from  dermatitis  and  scratching.  This 
latter  is  symmetrical,  and  goes  away  when  the  dermatitis 
is  cured. 

Prognosis. — I know  not  whether  this  disease  tends  to 
spontaneous  cure.  I have  never  left  one  untreated  to  see.  It 
is  very  slow  in  progress.  The  ulcerations  sometimes  heal 
without  treatment;  but  the  presence  of  the  overgrowths 
seems,  as  a rule,  to  keep  up  the  ulcerative  process. 

Treatment. — Much  improvement  can  always  be  effected, 
and  often  the  patients  can  be  cured  ; but  whether  they  remain 
well  without  relapses  I know  not.  The  first  thing  in  treatment 
is  to  remove  the  overgrowths.  This  is  best  done  by  cutting 
through  their  bases  with  Paquelin’s  cautery.  If  healthy  tissue 
is  cut  through,  the  wounds  heal  well.  Their  healing,  and  that 
of  the  ulcerations,  is  favoured  by  cleanliness  and  the  use  of 
alterative  applications.  These  ends  are  secured  by  the  use  of 
vaginal  injections — zinc  chloride,  gr.  \ ad  3j  ; boric  acid,  a 
saturated  solution ; peroxide  of  hydrogen  (sanitas),  &c. ; and 
the  application,  with  an  insufflator,  of  powders : iodoform, 
dermatol,  thiol  powder. 

Cancer  of  the  labium. — The  proportionate  frequency  of 
cancer  of  the  vulva  to  cancer  of  the  uterus  is  not  more 
than  one  to  thirty  or  forty.  Cancer  of  the  vulva  begins 
either  in  the  clitoris  or  the  labium.  Cancer  of  the  labium  is 
rare  in  young  women ; it  occurs  generally  in  those  advanced 
in  years.  It  begins  as  a small  hard  pimple,  usually  on  the 
inner  and  lower  part  of  the  labium.  From  a pimple  it 
becomes  a hard  raised  nodule,  often  of  a rather  paler  colour 
than  the  skin  around,  because  less  vascular,  the  vessels  being 
compressed  by  cell  growth.  At  this  stage  it  causes  so  little 
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trouble  that  it  seldom  attracts  attention,  and  therefore  we 
have  no  knowledge  as  to  its  rate  of  growth  at  this  early  stage. 
Then  it  begins  to  break  down ; that  is,  to  ulcerate.  At  this 
time,  or  shortly  before,  it  begins  to  cause  a little  smarting 
pain  and  itching.  The  latter  is  often  the  first  symptom. 
When  ulceration  has  begun,  there  is  discharge  and  more 
pain.  If  seen  at  this  time,  there  is  an  ulcer  with  a hard 
border  excavated  internally  and  swollen  externally,  and  a 
hard,  uneven  surface.  If  the  ulcer  is  large,  its  surface 
does  not  exhibit  the  uniform  colour  of  a healthy  granulating 
sore,  but  presents  here  dark  spots  from  small  ecchymoses 
and  there  greyish  or  whitish  spots  of  sloughy  tissue ; and 
the  discharge  is  brownish  or  greyish,  and  offensive  from  its 
containing  bits  of  decomposing  tissue.  As  the  cancer 
advances,  it  spreads  forwards,  backwards,  upwards,  and 
outwards ; but  usually  more  rapidly  along  the  mucous  surface 
towards  the  vagina  than  outwards  over  the  skin  of  the 
labium.  It  rarely  affects  the  opposite  side.  Sooner  or  later 
the  glands  enlarge  and  ulcerate,  but  they  are  not  usually 
implicated  until  the  disease  on  the  labium  has  advanced 
far  enough  for  easy  diagnosis. 

Duration. — We  do  not  know  how  long  it  may  last  before 
ulceration.  When  ulceration  has  begun,  the  disease  advances 
with  steadily  increasing  rapidity,  and,  according  to  Hilde- 
brandt*  death  takes  place  within  two  years  from  the  occur- 
rence of  ulceration. 

Modes  of  death. — Death  takes  place  from  exhaustion, 
aided  by  hsemorrhage.  From  the  situation  of  the  disease  it 
results  that  secondary  complications  bringing  about  death, 
such  as  occur  in  uterine  cancer,  seldom  are  present  in  cancer 
of  the  labium.  * 

Diagnosis. — The  diagnosis  of  advanced  cancer  of  the 
labium  is  easy.  The  induration  around  the  ulcer,  its 
excavated  edge,  the  signs  of  breaking  down  on  its  surface, 
and  the  enlargement  of  the  glands,  leave  no  doubt  as  to  the 
nature  of  the  disease. 

In  its  beginning  cancer  might  be  taken  for  a chancre,  or 
vice  versa.  A soft  chancre  can  hardly  be  taken  for  cancer ; 
its  flat  wash-leather-like  surface,  with  an  inflammatory  areola 

* “ Deutsche  Chirurgie  ” (Billroth  and  Liicke). 
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round  it  ; the  fact  that  it  is  often  multiple,  and  has  repro- 
duced itself  on  the  corresponding  point  of  the  opposite 
labium,  characterise  it  Avell  enough.  If  there  be  doubt, 
inoculation  of  the  discharge  on  the  patient’s  thigh  will 
produce  a similar  sore  and  make  the  matter  clear.  But  a 
Hunterian  chancre,  like  an  early  epithelioma,  may  begin 
as  a small  hard  pimple.  The  chancre  is  generally  seen  in 
young  women,  epithelioma  in  the  old.  This  will  point  you  out 
the  probability ; but  you  should  never  let  probability  decide  the 
question.  If  a chancre,  you  will  feel  the  bullet-bubo  in  the 
groin ; while  in  a very  early  cancer  there  will  be  no  glandular 
affection.  The  administration  of  mercury  will  make  the 
chancre  heal,  but  will  have  no  effect  on  cancer.  If  the 
supposed  cancer  is  no  bigger  than  a pimple,  you  may  safely 
wait  long  enough  to  make  the  trial. 

Doubt  may  arise  whether  ulceration  in  the  labium  is 
cancer,  or  esthiomene.  This  latter  disease  presents  ulceration 
with  fibrous  overgrowths.  But  the  growth  is  not  a zone  of 
hardening  round  the  ulcer  and  nowhere  else.  It  consists  of 
masses  of  hard  pale  bluish  or  pink  fibrous  tissue,  it  may  be 
near  the  ulcer,  but  it  may  be  also  at  other  parts  of  the  vulva 
or  in  the  rectum.  Its  ulceration  is  quite  superficial,  not  in- 
vading the  deeper  parts ; its  colour  is  the  healthy  red  of  a 
granulating  wound,  not  mottled  with  bits  of  sloughy  tissue 
and  dark  spots  from  the  giving  way  of  small  vessels.  In 
esthiomene,  although  extensive,  the  inguinal  glands  are  not 
enlarged  and  the  body  does  not  waste.  Lastly,  if  the  case 
be  watched,  the  fibrous  overgrowths  cut  away,  and  the 
ulceration  treated  with  antisyphilitic  remedies,  such  as  mer- 
cury and  iodoform,  the  ulceration  will  heal ; but  these  drugs 
have  no  effect  in  cancer. 

Treatment. — The  only  treatment  of  labial  cancer  is  its 
removal,  with  a broad  zone  of  healthy  tissue  round  it.  There 
are  two  ways  of  doing  this : (a)  the  knife,  (6)  the  Paquelin 
cautery-knife,  (a)  If  the  knife  be  used,  first  scrub  the  skin 
and  mucous  membrane  near  the  growth  with  a strong 
antiseptic  solution  (sublimate,  1-2000),  and  destroy  the 
surface  of  the  growth  with  the  actual  cautery,  lest  a cancer 
fragment  should  get  implanted  on  the  wound  surface.  In 
cutting,  aim  not  at  making  incisions  which  will  come  together 
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nicely,  but  at  getting  a large  margin  of  healthy  tissue  away 
with  the  growth.  The  tissue  of  the  labium  is  loose  and 
vascular,  and  as  a large  gap  in  it  is  left,  the  conditions  are  not 
favourable  to  union  by  first  intention,  however  carefully  the 
wound  is  stitched,  (b)  The  Paquelin  cautery,  which  prevents 
inoculation  by  charring  the  whole  wound  surface,  is  a quicker 
and  simpler  way  of  getting  away  the  cancer  with  precaution 
against  inoculation.  True,  the  wound  will  heal  slowly  by 
granulation,  but  probably  it  will  have  to  do  this  in  any  case. 

If  the  glands  in  the  groin  are  enlarged,  but  still  movable, 
and  the  cancer  of  the  labium  is  still  so  limited  in  area  that 
it  can  be  removed  without  leaving  a wound  too  big  to 
heal,  take  away  both  cancer  and  glands.  Remove  the  latter 
by  cutting  through  the  skin  over  the  glands,  enucleating 
the  glands  by  the  fingers  and  the  handle  of  the  scalpel, 
and  then  inserting  a small  drainage-tube  and  stitching  up 
the  wound.  Although  after  such  an  operation  relapse  is 
more  likely  to  take  place  than  after  one  in  which  the  glands 
were  not  affected,  yet  the  patient  will  get  a period  of  freedom 
from  symptoms,  and  probably  her  life  will  be  lengthened. 

Cancer  of  the  clitoris. — Cancer  beginning  in  the  clitoris 
is  in  my  experience  more  frequent  than  cancer  beginning 
in  the  labium.  As  the  clitoris  is  highly  sensitive  and  exposed 
to  contact,  the  disease  generally  attracts  attention  early.  It 
presents  itself  as  a bright  red  hard  warty  growth,  with  edges 
overhanging  its  base,  looking  something  like  a strawberry. 
I know  not  of  any  conditions  which  favour  the  development 
of  cancer  in  this  place.  Cancer  of  the  clitoris  is  less  un- 
favourable than  many  forms  of  cancer,  because  it  is  usually 
found  out  soon  enough  for  easy  removal.  The  best  way 
of  removing  it  is  to  cut  it  away  with  the  knife,  taking  away 
also  a large  margin  of  healthy  tissue.  If  the  inguinal 
glands  are  affected,  but  are  movable  enough  to  be  removed, 
they  should  be  extirpated,  by  cutting  down  upon  them  with 
the  scalpel  and  then  enucleating  them  with  the  fingers  and 
the  handle  of  the  scalpel. 

Melanotic  sarcoma.* — Almost  all  melanotic  tumours 

* See  Haeckel,  “ Arch,  fur  Gvn.,”  Bd.  xxxii.,  for  a case,  and  an  account  of 
the  literature  of  the  subject;  and  Lewers,  “ Obs.  Trans.,”  vol.  xxviii.,  for  a 
case;  also  Kalmlow,  “ Arch,  fur  Gyn.,”  Bd.  xl. 
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occur  on  parts  which  are  naturally  pigmented.  Melanotic 
sarcoma  affects  the  vulva  oftener  than  the  higher  parts  of 
the  genital  tract.  Of  melanotic  tumours,  only  about  four 
per  cent,  occur  on  the  vulva.  The  labia  majora,  perineum, 
and  mons  veneris  are  the  parts  of  the  vulva  most  affected. 
In  Lewers’s  case  there  were  growths  in  the  uterus  as  well  as 
one  in  the  vagina  which  protruded  at  the  vulva.  Most  cases 
are  in  old  women.  The  disease  is  rare. 

The  disease  attracts  attention  sometimes  by  the  swelling 
that  it  produces,  sometimes  by  haemorrhage,  sometimes  by 
discharge  and  itching.  When  examined  the  tumour  is 
a bluish  black,  reddish  black,  or  greenish  black,  circum- 
scribed firm  swelling.  It  grows  quickly,  and  soon  travels 
along  the  lymphatics  (which  may  sometimes  be  felt  and  seen 
as  black,  cords)  to  the  nearest  lymphatic  glands;  which,  when 
the  vulva  is  affected,  are  the  inguinal.  The  diagnosis  is  easy  ; 
there  is  no  other  tumour  which  resembles  it  except,  says 
Haeckel,  haemorrhagic  sarcoma.  But  melanotic  sarcoma  only 
differs  from  haemorrhagic  sarcoma  in  a minor  point,  viz. 
its  colour,  not  in  any  important  feature. 

Treatment. — The  only  possible  treatment  is  to  remove 
the  tumour.  Often  after  this  has  been  done,  recurrence 
in  internal  organs  takes  place  soon.  But  cases  have 
been  published  in  which,  after  removal,  patients  have 
remained  well  for  years.  In  one  reported  case,  in  which 
the  inguinal  glands  were  affected  and  were  removed  with 
the  tumour,  the  patient  remained  well  for  eleven  years. 
Whether  these  are  really  cures  of  sarcoma,  or  only  instances 
of  histological  mistakes,  a tumour  having  been  taken  for 
sarcoma  which  was  not  such,  I know  not.  There  is  no  other 
effective  treatment.  I have  elsewhere  referred  to  the 
treatment  of  sarcoma  by  toxins.  This  form  of  sarcoma  is 
one  of  the  forms  of  malignant  disease  upon  which  the  toxin 
has  the  least  influence ; operative  treatment  should  therefore 
never  be  postponed  that  toxins  may  be  tried.  If  the  toxin 
have  any  power  of  checking  the  growth  of  a large  tumour,  it 
would  be  expected  to  have  more  power  when  the  growth  is 
small.  The  proper  time  to  use  it,  if  it  be  used  at  all,  is 
when  the  first  signs  of  recurrence  after  removal  by  operation 
appear.  Arsenic  may  be  given,  but  expect  not  much  from  it, 
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Noma. — This  rare*  morbid  process  when  it  affects  the 
vulva  is  like  that  which  more  commonly  affects  the  cheek ; 
hence  its  alternative  name  of  “ cancrum  oris.”  As  it 
comparatively  seldom  affects  the  vulva,  detailed,  discussion 
of  its  pathology  is  out  of  place  in  this  work.  It  occurs 
in  children  who  have  been  debilitated  by  infectious,  febrile, 
or  wasting  diseases,  such  as  measles,  scarlatina,  typhoid, 
typhus,  phthisis,  &c.  It  almost  certainly  depends  upon 
a microbe,  but  as  yet  we  know  not  what.  It  begins  as 
a dark  livid  red  hard  swelling  of  one  labium  only.  This 
first  presents  vesicles,  which  break  down  into  dirty  grey  or 
bluish  red  ulcers  ; and  the  ulcerated  surfaces  become  a 
yellowish  grey  or  greenish  black  layer  of  gangrene.  This 
gangrene  may  destroy  the  whole  labium,  and  extend  to  the 
vaginal  orifice  and  the  mons  veneris.  The  prognosis  is  very 
unfavourable.  The  treatment  consists  in  the  free  destruc- 
tion of  the  whole  of  the  .sloughing  surface  with  the  actual 
cautery,  and  subsequent  frequent  washing  of  the  parts  with 
an  antiseptic  solution,  such  as  1 in  40  of  carbolic  acid. 

Acute  gangrene  of  the  vulva  in  adults.— This  is  rare. 
Cases  may  be  grouped  into  four  classes.  (1)  Those  occurring 
in  the  course  of  acute  specific  disease.  Cases  have  been  re- 
ported occurring  in  the  course  of  smallpox  and  of  typhus ; 
and  I presume*  it  might  follow  other  similar  diseases. 
(2)  Those  occurring  as  an  epidemic  puerperal  disease.  Several 
epidemics  of  it  were  reported  in  pre-antiseptic  times.  It  was 
not  gangrene  from  injury  in  delivery,  for  it  affected  not  solely 
the  parts  specially  liable  to  injury  during  labour,  and  it 
occurred  after  easy  as  well  as  after  difficult  labour.  Thanks 
to  Lord  Lister,  these  epidemics  are  now  of  historical  interest 
only.  (3)  An  acute  inflammation  of  the  genitals, ' arising 
independently  of  contagion,  and  going  on  to  gangrene, 
occasionally  occurs.  The  process  is  bilateral’,  and  ends  in 
the  production  of  a large  black  slough,  after  Avliich  it  spon- 
taneously ceases.  It  may  destroy  the  skin  of  the  labia, 
perineum,  margin  of  anus,  and  lower  part  of  vagina  and 
urethra.  We  know  nothing  as  to  its  cause,  but  as  it  begins 
with  febrile  symptoms,  it  seems  as  if  the  sloughing  were 

* For  an  account  of  noma,  see  Kinder  Wood,  “ Med.  Chir.  Trans.,”  vol.  vii„ 
1816. 
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due  to  the  intensity  of  the  inflammation.  It  is  probably 
due  to  some  poison,  and  the  bilateral  distribution  of  the 
change  points  to  the  poison  being  in  the  blood.  I know  not 
of  any  case  that  has  been  treated  before  the  formation  of  the 
slough.  After  this  has  taken  place,  the  inflammation 
spontaneously  ceases,  and  all  that  is  needed  is  to  keep  the 
part  clean;  and,  if  healing  be  slow,  to  apply  stimulants, 
such  as  tr.  benzoin  co.  (4)  Rapidly  spreading  gangrenous 
erysipelas,  affecting  skin  and  cellular  tissue,  and  differing  not 
from  that  seen  in  other  parts  of  the  body.  As  this  is  not 
peculiar  to  women,  I do  not  describe  it  here* 

* For  an  account  of  these  forms  of  disease,  see  a paper  by  the  author. 
!'Obst.  Trans.,”  vol.  xxv.,  1834. 
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CHAPTER  XXXVI. 

SWELLINGS  OF  THE  VULVA. 

Most  of  the  conditions  described  in  Chapter  XXXV.  pro- 
duce slight  swelling  of  the  vulva  as  well  as  soreness.  But  the 
ulceration  or  inflammation  is  the  more  conspicuous  change. 
In  some  of  the  conditions  I have  now  to  describe  there  is 
also  soreness,  but  in  them  swelling  is  that  which  more 
attracts  attention. 

Warts  of  the  vulva. — This  disease  begins  as  a few 
scattered  outgrowths,  usually  when  first  seen  about  as  big 
as  a millet  seed,  on  the  mucous  membrane  near  the 
fossa  navicularis.  If  neglected,  they  grow,  and  more  come. 
As  they  grow  they  form  pointed  outgrowths,  not  flat 
patches  like  condylomata.  When  large  and  many  they  are 
not  limited  to  the  fossa  navicularis,  but  grow  mostly  on  the 
labia,  but  also  on  the  clitoris  and  mons  veneris,  the  genito- 
crural  fold,  the  perineum,  and  within  the  vagina.  Such  warts 
have  been  seen  forming  a cauliflower-like  mass  as  big  as  a 
child’s  head.  Although  the  general  outline  of  the  mass  is 
convex,  yet  it  consists  of  lobules  formed  by  blunt-pointed 
outgrowths.  Where  the  surface  is  exposed  its  surface  gets 
dry,  but  where  the  secretions  cannot  evaporate  it  is  soft 
and  moist.  The  secretions  retained  in  the  sulci  between  the 
warts  decompose,  and  become  offensive.  There  is  white 
or  yellow  discharge,  but  not  bleeding.  From  this  feature, 
viz.  a copious  foul  discharge,  Emmett  has  called  the  labial 
swelling  formed  by  a mass  of  warts,  oozing  tumour  of  the 
labium”  (Fig.  150).  The  outgrowths  are  usually  roughly 
symmetrical,  for  the  conditions  which  favour  their  growth 
are  present  equally  on  the  two  sides.  Vulval  warts  grow 
faster  during  pregnancy,  and  retrograde  during  the  puer- 
perium.  Microscopically  examined,  their  structure  has  been 
found  to  be  that  of  an  overgrowth  of  the  papilke  of  thejskin. 

Etiology. — This  disease  occupies  an  intermediate  place 
between  venereal  and  non-venereal  diseases.  Warts  are 
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generally  associated  with  gonorrhoea;  and  they  do  not  occur 
in  women  who  are  both  chaste  and  clean,  nor  in  those  who, 
when  they  get  venereal  disease,  promptly  seek  treatment. 
But  they  are  seen  occasionally  in  children,  and  in  young 


women  whose  chastity  there  is  no  reason  to  doubt.  They 
are  not  inoculable.  They  are  met  with  chiefly  in  young 
women  of  the  lower  classes  ; for  women  of  mature  years,  and 
of  higher  social  position  have  generally  learned  or  been 
taught  the  advantages  of  local  cleanliness. 

Treatment. — When  the  warts  are  small,  it  will  be  enough 
to  keep  the  part  very  clean,  and  as  dry  as  possible,  and  if  this 
is  not  enough,  to  touch  the  individual  warts  with  caustic. 
Prescribe  a vaginal  douche  of  zinc  chloride,  gr.  v.  ad  Oj,  to 
be  used  twice  or  thrice  daily.  Tell  the  patient,  after  using 
it,  to  hold  the  labia  apart  with  one  hand,  and  with  the  other. 


Fig.  150. — Oozing  tumour  of  labia.  ( After  Emmet.) 
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puff  from  an  insufflator  oxide  of  zinc  over  the  whole  mucous 
membrane  of  the  vulva.  Warts  that  are  small  and  few  will 
dwindle  with  this  treatment.  If  some  remain  obstinate, 
touch  them  with  either  nitric  acid  or  carbolic  acid,  applied 
with  a pointed  glass  rod. 

If  they  are  too  large  for  this,  the  only  thing  is  to  cut 
them  off  This  ought  not  to  be  done  by  amputation  of 
the  labium.  Put  the  anaesthetised  patient  in  the  lithotomy 
position.  Cut  off  the  warts  with  scissors  curved  on  the  Hat 
(Fig.  151),  beginning  at  the  outskirts  of  the  main  mass,  so 
that  you  may  the  better  see  where  the  warts  sprout  from 
the  healthy  skin.  The  tissue  of  the  warts  is  less  resistant 


than  that  of  the  skin ; this  fact  and  the  eye  are  the  best 
guides.  If  the  warts  are  large,  bleeding  may  be  copious. 
Where  you  see  a spouting  vessel,  seize  it  with  forceps  and 
tie  it.  Most  of  the  bleeding  will  be  oozing,  which  can  be 
stopped  by  pressure.  Let  pads  of  iodoform  gauze  be  held 
on  the  oozing  surface,  and  put  outside  these  pads  of  wool 
on  which  firm  pressure  can  be  made  by  a T bandage.  After- 
wards let  the  parts  be  kept  very  clean  and  stop  the  discharge 
in  the  ways  described  above. 

If  the  patient  be  pregnant,  especially  if  in  the  second 
half  of  pregnancy,  it  is  better  not  to  meddle  with  the  warts 
until  involution  after  delivery  is  complete : (1)  because 
the  great  vascular  development  of  pregnancy  will  make  the 
bleeding  profuse;  (2)  during  the  lying-in  period  the  warts 
will  get  smaller. 

Bartholin’s  gland.  — This  gland  has  also  been  called, 
from  its  situation,  the  “ vulvo-vciginal  gland.”  It  is  situated 
behind  and  outside  the  vagina,  in  the  triangular  space  at 
the  side  between  the  vagina  and  the  rectum,  and  is  about 
two-fifths  of  an  inch  above  the  hymen.  It  is  about  half 
an  inch  from  the  ischium,  about  an  inch  from  the  free 
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border  of  the  labium  majus,  and  about  two-fifths  of  an  inch 
from  the  genito-crural  fold.  In  appearance  it  is  more  like 
the  lachrymal  gland  than  any  other.  It  varies  in  size  and 
shape  in  different  women,  in  the  same  woman  at  different 
ages,  and  on  the  two  sides.  It  is  largest  during  the  years  of 
sexual  activity.  It  is  flattened  from  within  outwards,  convex 
on  its  external,  flat  on  its  internal  surface.  It  is  separated 
from  the  vagina  by  the  deep  perineal  fascia,  and  therefore, 
when  inflamed,  it  never  bursts  into  the  vagina.  Its  outer 
and  anterior  part  is  in  relation  with  the  fat  of  the  ischio- 
rectal fossa;  behind  and  internally  it  is  in  relation  with 
branches  of  the  pudic  artery,  nerve  and  vein.  The  excretory 
duct  of  Bartholin’s  gland  runs  from  below  upwards,  from 
behind  forwards,  and  from  without  inwards ; it  is  little  more 
than  half  an  inch  long,  and  opens  in  the  angle  formed  by 
the  junction  of  the  hymen  with  the  vaginal  orifice.  In  health 
its  opening  is  formed  by  a falciform  valvular  fold  of  mucous 
membrane  ; and  it  is  not  easy  to  pass  a probe  along  it.  Its 
secretion  in  health  is  tenacious,  colourless,  and  transparent. 
In  function,  Bartholin’s  gland  seems  to  be  related  to  the 
clitoris,  and  under  the  influence  of  the  ovary,  for  its  secretion 
is  poured  out  under  sexual  excitement. 

Etiology. — Disease  of  Bartholin’s  gland  has  not  been  seen 
before  seventeen,  nor  after  forty-five,  and  is  not  common 
after  thirty.  When  seen  after  this  age,  it  is  generally  found 
that  disease  has  been  long  present.  Such  disease  occurs 
therefore  in  the  years  during  which  the  sexual  functions 
are  most  active.  The  causes  which  seem  to  provoke  it  are 
incidents  connected  with  the  sexual  functions— the  accidents 
of  pregnancy  and  labour,  excessive  or  violent  intercourse  or 
attempts  at  intercourse,  gonorrhoea,  masturbation.  Huguier 
states  that  he  has  frequently  seen  inflammation  of  Bartholin’s 
gland  rekindled  by  sexual  excitement,  after  it  had  been  made 
quiescent  by  treatment.  Such  inflammation,  he  says,  is  more 
frequent  in  summer  than  in  winter. 

Hypersecretion.  — The  discharge  which  women  call 
“ whites  ” is  sometimes  partly  furnished  by  Bartholin’s  glands. 
They  are  sometimes  large,  and  secretion  can  be  squeezed  out 
of  their  ducts.  Erotic  dreams  are  often  accompanied  by 
discharge,  and  sexual  desire  is  attended  with  moisture 
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of  the  vulva,  which  it  is  believed  comes  from  these  glands. 
In  inflammations  of  the  vulva,  secretion  of  these  sflands  is 
provoked.  Such  hypersecretion  is  not  of  great  moment, 
for  in  English  practice  women  seldom  apply  for  treatment 
for  discharge  simply  of  this  kind;  but  the  observations  of 
Huguier  are  too  numerous  to  be  passed  over  as  not  corre- 
sponding to  facts.  In  some  cases,  in  which  great  violence, 
or  gonorrhoeal  infection,  has  set  up  the  disease,  the  secretion 
may  be  purulent ; with  this  there  may  be  itching  and  sore- 
ness of  the  vulva.  Thus  we  have  cases  intermediate  between 
hypersemia  with  increased  secretion,  and  abscess. 

The  treatment  of  discharge  of  this  kind  consists  in  the 
discovery  and  removal  of  the  cause,  if  possible ; the  cure  of 
gonorrhoea ; the  leading  of  a chaste  and  sober  life ; the 
keeping  the  vagina  and  vulva  clean ; and  the  relief  of 
hypenemia  and  irritation  by  sedative  douches,  such  as  borax, 
boric  acid,  or  acetate  of  lead,  for  the  vagina;  and  dusting 
the  vulva  with  a sedative  powder,  such  as  boric  acid  or  der- 
matol.  Remedy  also  any  defect  in  the  general  health,  such 
as  amemia  or  insomnia,  by  appropriate  treatment  such  as  I 
have  described  elsewhere. 

Enlargement  of  Bartholin’s  gland. — The  causes  which 
produce  hypersecretion  from  Bartholin’s  gland  lead  also  to 
its  enlargement.  The  enlargement  may  be  big  enough  to 
swell  the  labium  visibly ; or  it  may  be  felt  by  taking  the 
hinder  part  of  the  labium  between  the  thumb  and  forefinger. 
It  may  be  due  to  one  of  four  conditions : — 

1.  Inflammation,  the  glands  being  swollen,  just  as  every 
inflamed  gland  becomes  swollen. 

2.  Fibrous  induration. 

3.  Cyst  formation. 

4.  Abscess. 

1.  Inflammation. — The  gland  is  enlarged  and  tender,  but 
it  feels  solid,  and  may  feel  lobulated.  It  is  not  elastic  or 
fluctuating.  Under  the  influence  of  rest  it  gets  smaller  and 
less  tender.  Sexual  intercourse  is  painful,  and  makes  the 
condition  worse,  as  does  local  violence  of  any  kind. 

2.  Fibrous  induration. — -Huguier  relates  a case  in  which, 
with  a cyst  of  the  duct  the  gland  was  converted  into  a mass 
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of  fibrous  tissue  an  inch  long  by  half  an  inch  in  thickness. 
This  change  is  rare ; but  I have  seen  it. 

These  morbid  states  are  probably  ulterior  consequences 
of  the  long-continued  action  of  those  causes  which  promote 
hypersecretion. 

3.  Cysts  of  Bartholin’s  glands.  — Bartholin’s  gland 
may  have  its  duct  stopped  up,  and  thus  its  secretion 
retained,  and  the  gland  converted  into  a cyst.  Huguier* 
divided  these  cysts  into  two  kinds.  (1)  Those  formed  out 
of  the  excretory  duct.  These  alter  the  form  of  the  external 
genitals  more  than  the  other.  They  are  in  the  lower  third 
of  the  affected  labium,  and  bulge  it  out,  so  that  the  labium 
seem's  divided  into  two  parts.  They  are  spindle-shaped 
while  small,  and  when  larger  become  rounded.  (2)  The 
second  group  are  those  formed  out  of  the  gland  itself. 
These  are  deeper-seated,  and  from  the  beginning  are 
rounded.  As  they  get  larger  they  extend  backwards  by 
the  side  of  the  vagina  towards  the  rectum.  Exceptional 
cases  have  been  recorded,  in  which  such  cysts  have  extended 
upwards  towards  the  urethra,  or  towards  the  pelvic  brim; 
this  I have  never  seen.  I The  cyst  contents  are  either 

yellowish  and  tenacious,  of  the  consistence  of  albumen,  or 
thick  and  brown  (from  admixture  of  blood),  or  purulent. 
The  usual  size  of  such  cysts  is  about  that  of  a cherry. 
Exceptionally  they  are  larger,  up  to  the  size  of  a hen’s  egg. 
Cysts  larger  than  this  are  rare.  The  closure  of  the  duct  by 
which  such  cysts  are  produced  is  generally  attributed  to 
antecedent  inflammation.  This  is  often  gonorrhoeal ; there- 
fore labial  cysts  and  abscesses,  like  vulval  warts,  are  often 
seen  in  prostitutes. 

Diagnosis. — These  cysts  are  in  most  cases  easily  diagnosed 
from  their  shape,  size,  and  elasticity  or  fluctuation.  Fatty 
or  fibrous  tumours  of  the  labium  do  not  fluctuate,  arc 
nearer  the  surface  of  the  labium  than  cysts  of  Bartholin’s 
glands,  and  are  not  painful.-  Cysts  of  Bartholin’s  glands 
differ  from  hydrocele  of  the  canal  of  Nuck,  in  that  the 
latter  is  situated  in  the  anterior  half  of  the  labium  rnajus, 
and  cannot  be  pressed  farther  downwards,  nor  can  it  be 

* “Mem.  de  l’Acad.  de  Med.,”  1350,  t.  xv. 

f See  Kleiiiwiichter,  “ Arch,  fiir  Gyn.,”  Bd.  xxxii. 
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reduced ; from  its  upper  pole  a bund  can  be  felt  running 
up  to  the  external  inguinal  ring;  as  its  contents  are  watery, 
it  is  translucent.  A large  Bartholin’s  cyst,  extending  up  in  a 
manner  which  has  been  described,  though  it  occurs  very 
rarely,  might  possibly  be  thought  a unilateral  licemato-  or 
pyo-colpos.  But  pressure  in  the  upper  part  of  the  vagina 
would  in  the  latter  condition  communicate  an  impulse  to 
the  lower  part  of  the  swelling;  but  not  so  if  the  swelling 
were  a cyst  of  Bartholin’s  gland.  In  unilateral  hsemato- 
colpos  there  would  be  a history  of  menstrual  pain,  which 
might  be  present,  but  is  more  likely  to  be  absent,  with  a 
Bartholin’s  cyst.  A hernia  could  only  be  confounded  with 
a Bartholin’s  cyst  by  careless  examination. 

Treatment. — The  best  treatment  is  excision.  If  the  cyst 
is  merely  incised,  and  its  contents  are  let  out,  the  incision 
will  close  and  the  cyst  refill.  If  a large  piece  is  cut  out  of 
the  cyst  wall,  and  the  wound  carefully  dressed  daily,  its  edges 
may  cicatrise  without  closure  of  the  opening,  and  cure  will 
be  obtained.  But  unless  the  dressing  is  carefully  done  the 
wound  may  close  and  the  cyst  refill.  Security  against  re- 
lapse is  only  attained  by  dissecting  out  the  cyst.  When 
the  cyst  is  small,  this  is  easy.  If  the  cyst  be  large,  it  is 
difficult;  there  is  likely  to  be  much  bleeding  from  deep- 
seated  vessels ; there  is  risk  of  wounding  the  rectum ; and 
the  skin  of  the  labium  may  have  to  be  dissected  off  so 
extensively  that,  being  deprived  of  blood  supply,  some  of 
it  may  slough. 

Operation. — Put  the  anaesthetised  patient  in  the  litho- 
tomy position.  Shave  the  labia,  wash  out  the  vagina,  wash 
the  external  parts  with  soap  and  water,  and  then  sponge 
with  sublimate.  These  things  are  best  done  while  the  patient 
is  anaesthetised,  for  they  are  disagreeable  to  her.  Make  an 
incision  through  the  skin  along  the  whole  length  of  the 
tumour,  over  its  most  prominent  part,  and  parallel  with  the 
labium.  The  skin  is  usually  movable  over  the  tumour, 
some  cellular  tissue  intervening.  Cut  down  to  this  cellular 
tissue.  Then  with  the  handle  of  the  scalpel  separate  the 
tumour  from  its  surroundings.  Take  plenty  of  time,  and  be 
gentle.  If  you  proceed  roughly  you  will  rupture  the  cyst, 
and  then  it  will  be  more  difficult  to  get  it  out,  The  handle 
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of  tlie  scalpel  will  not  be  enough  to  separate  the  tumour 
behind.  When  you  get  to  the  back  of  the  tumour,  you  must 
use  the  edge,  and  there  will  be  some  bleeding.  Tie  bleeding 
vessels  as  they  are  wounded.  When  you  have  got  out  the 


Opening 
of  abscess. 


Fig.  152. — Abscesses  in  the  ducts  of  Bartholin’s  gland.  ( After  Huguier.) 

tumour,  wash  the  wound  cavity  out  with  1-2000  sublimate 
solution,  put  in  a drainage-tube  at  its  lower  part,  and  then 
bring  together  with  stitches  the  raw  surfaces  out  of  which 
the  tumour  has  been  taken.  Dust  the  wound  with  iodoform 
and  see  that  it  is  kept  clean. 

4.  Abscess. — Just  as  there  may  be  a cyst  either  of 
Bartholin’s  gland  or  of  its  duct,  so  an  abscess  may  form 
either  in  duct  or  gland.  (A)  In  the  duct.  These  abscesses 
are  often  bilateral.  They  never  exceed  the  size  of  a very 
sr-all  walnut.  They  are  seated  in  the  thickness  of  the  lower 
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part  of  the  labium  minus.  They  form  quickly;  in  ten  or 
twelve  hours  the  mucous  membrane  becomes  tense,  and  there 
is  redness  around  the  swelling.  They  open  spontaneously 
within  at  most  two  or  three  days  on  the  inner  surface  of  the 
labium  minus,  never  on  the  outer  surface.  (Fig.  152.) 
(a)  The  opening  may  be  formed  simply  by  the  duct  be- 
coming again  patent.  In  this  case  the  swelling  may  take 
three  to  seven  days  before  it  completely  subsides,  for  the 
pus  does  not  escape  freely.  A probe  put  into  the  open- 
ing will  be  found  to  enter  a smooth-walled  rounded  cavity 
immediately  beneath  the  mucous  membrane.  The  pus  is 
more  viscous  than  ordinary  pus,  for  it  is  mixed  with 
the  secretion  of  the  gland.  As  the  cavity  is  incom- 

pletely emptied,  recurrence  of  suppuration  is  apt  to  take 
place  after  the  part  has  apparently  got  well.  (6)  The  pus 
may  escape  partly  by  the  duct,  partly  by  bursting  of  the 
cyst  wall.  In  this  case  the  closure  of  the  cavity  is  quicker;  it 
is  usually  well  within  three  days.  But  as  the  discharge  can 
escape  through  the  duct  as  well  as  through  the  abnormal 
opening,  the  latter  sometimes  heals,  and  then  recurrence  of 
suppuration  may  take  place.  ( a ) The  abscess  may  open  by 
its  wall  giving  way  and  not  through  the  duct.  As  the  wall 
is  very  thin,  the  opening  is  usually  large,  half  an  inch  or 
so  in  diameter.  The  symptoms  are  relieved  immediately. 
The  exposed  lining  membrane  of  the  duct  becomes  like 
the  mucous  membrane  of  the  rest  of  the  vulva.  The  opening 
does  not  close,  and  no  recurrence  of  abscess  in  the  duct 
does  recur,  although  the  patient  may  get  an  abscess  in  the 
gland  itself. 

The  depressed  cavity  left  by  the  bursting  of  such  an 
abscess  may  be,  and  has  been,  taken  for  a chancre.  But  a 
chancre  does  not  form  such  a deep  cavity,  nor  does  its 
cicatrix  : and  the  edges  of  a chancre  are  not  raised. 

(B)  In  the  gland.  This  is  usually  on  one  side  only ; if 
the  two  sides  are  affected,  it  is  generally  at  different  times. 
It  begins  with  sensations  of  heat,  itching,  pain,  and  soreness 
of  the  labium,  which  then  swells  and  becomes  tender.  The 
principal  seat  of  pain  is  at  the  posterior  part  of  the  labium, 
about  an  inch  or  more  in  front  of  and  outside  the  anus  ; and 
it  radiates  thence  backwards,  forwards,  and  outwards.  The 
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larger  the  swelling,  the  closer  it  approaches  the  ischium. 
The  inflammation  sometimes  subsides  without  suppuration, 
but  more  often  goes  on  to  abscess.  When  an  abscess  has 
fully  formed,  it  forms  a swelling  in  size  from  that  of  a nut  to 
that  of  a small  pear,  rarely  larger.  (Fig.  153.)  It  extends 
backwards  farther  than  the 
labium,  but  never  as  far  as 
the  anus.  It  bulges  more 
internally  towards  the  oppo- 
site labium  than  externally, 
so  that  it  effaces  folds  of 
mucous  membrane  ; and  has 
been  known  so  to  occlude  the 
vagina  as  even  to  cause  re- 
tention of  secretion  in  the 
canal.  On  palpation,  it  is 
found  that  the  upper  two- 
thirds  of  the  labium,  though 
perhaps  slightly  swollen,  yet 
present  no  marked  alteration 
to  the  touch ; while  the  pos- 
terior third  is  bulged  by  a 
rounded,  definitely-bounded 
tender  swelling.  As  the  pus 
is  contained  within  the  gland, 
far  from  either  a mucous  or 
skin  surface,  the  swelling  re- 
mains firm  and  hard  for  two 
or  three  days,  and  then  gra- 
dually  begins  to  fluctuate,  "«• 
the  fluctuation  being  earliest 

and  most  distinctly  felt  on  the  inner  aspect  of  the  swell- 
ing. There  is  neither  redness  nor  superficial  tenderness 
of  the  skin  ; these  signs  of  inflammation  are  only  seen  on 
the  inner  aspect  of  the  labium.  The  abscess  bursts  on  the 
inner  surface. of  the  labium,  never  on  its  outer  surface  or  its 
free  border.  When  the  abscess  has  burst,  a probe  put  into 
its  cavity  passes  in  a direction  towards  the  ischial  tuberosity 
for  about  an  inch;  it  enters 'a  cavity  with  an  anfractuous 
wall,  and  its  extremity  is  felt  to  be  separated  from  the  vagina 
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by  a considerable  thickness  of  firm  tissue.  In  some  rare 
cases  in  which  abscess  in  the  gland  has  been  preceded  by 
abscess  of  the  duct,  the  pus  may  escape  by  the  duct ; such 
abscesses  are  not  so  large,  and  discharge  sooner,  but  they 
are  slower  in  healing.  Abscesses  of  Bartholin’s  gland  never 
open  into  the  rectum,  nor  does  the  pus  they  contain  ever 
have  a faecal  smell.  When  the  pus  has  found  vent,  the 
symptoms  are  at  once  relieved,  and  the  abscess  closes  in  four 
or  five  days.  The  average  duration  of  the  whole  illness  is 
between  two  and  three  weeks.  The  treatment  of  a sup- 
purated Bartholin’s  gland  is  to  remove  it,  in  the  same  way 
as  a cyst  of  the  gland.  If  this  is  not  done,  suppuration 
will  recur,  time  after  time. 

Abscess  of  the  gland  thus  differs  from  abscess  of  the  duct 
in  being  (1)  more  deeply  situated,  (2)  slower  in  formation 
and  in  pointing,  (3)  larger,  (4)  more  painful,  (5)  seldom 
discharges  by  the  duct,  (6)  when  it  bursts  the  opening  is 
not  so  large,  (7)  its  interior  is  anfractuous,  not  smooth  and 
regularly  ovoid. 

Certain  complications  may  coexist  with  abscess  of 
Bartholin’s  gland.  (1)  Inflammation  of  inguinal  lymphatic 
glands ; (2)  inflammation  of  the  mucous  membrane,  skin, 
or  cellular  tissue  of  the  vulva  bejmnd  the  situation  of 
Bartholin’s  gland;  (3)  vaginitis.  It  is  more  probable  that 
these  complications  are  associated  with  inflammation  of 
Bartholin’s  gland  because  they  are  results  of  a common 
cause  than  that  they  are  its  effects. 

Other  kinds  of  suppuration  in  the  vulva. — Abscess  .of 
the  labium  due  to  inflammation  of  Bartholin’s  gland  is 
commoner  than  that  from  all  other  causes  put  together. 
There  are  a few  other  rare  causes  of  suppuration  in  or  near 
the  labia. 

1.  Furuncle. — An  ordinary  boil  may  appear  on  a labium 
majus.  (A  boil  means  inflammation  produced  by  a small 
slough  of  cellular  tissue).  It  affects  the  thickest  part  of  the 
labium,  where  there  is  most  cellular  tissue,  and  points  on  the 
free — that  is,  the  hairy — surface.  The  course  of  such  boils 
does  not  differ  in  any  way  that  I know  of  from  that  of  boils 
on  the  nucha  or  on  the  buttock. 

2.  Erysipelas  (so-called)  of  cellular  tissue. — Spreading 


SWELLINGS  OF  THE  VULVA. 


507 


suppurative  inflammation  of  cellular  tissue,  due  to  the  entry 
of  a micro-organism  into  the  tissues,  used  to  be  occasionally 
seen  in  pre-antiseptic  times.  It  was  not  common,  because 
the  genital  organs  are  but  little  exposed  to  traumatism. 
The  general  use  of  antiseptics  has  made  spreading  inflam- 
mation of  cellular  tissue  less  common  than  it  used  to  be. 
Inflammation  of  this  kind  affecting  the  labium  does  not 
differ  from  similar  inflammation  of  the  same  kind  else- 
where. It  differs  from  suppuration  of  Bartholin’s  duct  in 
that  it  spreads,  so  that  it  soon  ceases  to  be  limited  to  the 
labium. 

3.  Abscess  of  rectal  origin. — These  are  the  abscesses 
which'  most  resemble  abscess  of  Bartholin’s  gland.  They  arise 
often  in  connection  with  organic  disease  of  the  bowel,  such 
as  haemorrhoids,  fissure,  stricture,  &c.  Symptoms  connected 
with  the  rectum,  such  as  pain  in  defecation,  haemorrhage, 
discharge,  are  the  first  symptoms,  and  precede  the  abscess. 
These  abscesses  are  slower  in  bursting  than  is  abscess  of 
Bartholin’s  gland.  The  swelling  formed  by  such  an  abscess 
is  less  distinctly  limited  ; it  does  not  form  a definite  globular 
or  ovoid  tumour.  An  abscess  of  rectal  origin  generally  bursts 
into  the  rectum  or  externally,  seldom  into  the  vagina.  If  it 
does,  it  is  usually  on  the  posterior  wall,  near  the  fourchette, 
not  where  the  duct  of  Bartholin’s  gland  opens.  Its  pus  has 
a fecal  odour. 

The  treatment  of  such  abscesses  is  freely  to  open 
them,  so  that  they  may  close  from  the  bottom,  and  not 
leave  a fistula.  If  a rectal  opening  be  present,  as  a rule  it 
should  be  treated  as  a fistula  in  ano.  Consult  works  on 
general  surgery  for  details. 

4 Traumatic  abscess. — An  abscess  may  be  produced  in 
the  labium,  as  anywhere  else,  by  violence,  such  as  a fall  or 
a blow,  especially  if  violence  is  combined  with  venereal 
infection.  Such  an  abscess  does  not  form  so  definitely  limited 
a swelling  as  that  of  a suppurated  Bartholin’s  gland.  It 
may  burst  at  any  part  of  the  vulva,  but  seldom  bursts  just 
where  the  duct  of  Bartholin’s  gland  opens.  In  an  abscess 
from  such  a cause  you  will  get  a history  of  the  incidents 
which  caused  it.  When  such  an  abscess  has  burst,  it  heals, 
and  does  not  relapse. 
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Lipoma.— In  every  place  where  there  is  subcutaneous 
fat,  overgrowths  of  this  fat  occasionally  occur,  and  are  called 
lipomcita.  Such  masses  have  been  met  with  in  the  labium 
and  in  the  mons  veneris.  They  are  rare;  I have  never  seen 

a large  one.  Emmett  * 


large  one. 

describes  one  growing  by 
a long  pedicle  from  the 
labium  majus,  and  reach- 
ing nearly  to  the  knee. 
Stiegele  t has  removed 
one  measuring  twenty-two 
inches  by  six,  by  five,  and 
weighing  ten  pounds.  The 
characters  of  these  growths 
are  like  those  of  fatty  tu- 
mours elsewhere ; they  are 
circumscribed  lumps,  irre- 
gular in  shape,  made  of 
soft  elastic  lobules.  They 
are  neit^iei*  painful  nor 
1/  'mmmi  tender,  and  cause  trouble 

only  mechanically,  by 
reason  of  their  size  and 
weight.  The  only  treat- 
ment is  removal. 

Fibromata.  — Fibroid 
enlargements  occur  in  the 
labia.  They  grow  slowly, 
and  are  painless.  They 
may  become  polypoid,  as 
in  Fig.  154.  Those  that 
I have  seen  were  soft,  and 
loose  in  texture,  not  hard  and  nodular,  like  uterine  fibroids. 
They  only  cause  symptoms  mechanically,  by  their  size  and 
weight.  The  treatment  is  their  removal  with  the  knife. 
Arrest  haemorrhage  by  compression  of  bleeding  points  with 
sutures. 

Elephantiasis. — This  disease  does  not  occur  in  England. 

* “ Principles  and  Practice  of  Gynaecology,”  1878,  p.  594. 

4 Quoted  by  Hildebrandt  in  Billroth  und  Liicke,  “ Deutsche  Chirurgie.” 


Fig.  154. — Fibrous  polypus  or  Molluscum 
flbrosum  of  labium.  (After  Bunjess, 
from  a patient  of  the  author's.', 
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It  is  seen  only  in  tropical  countries,  or  in  people  who  have 
been  in  the  tropics.  It  is  believed,  with  good  reason,  to 
depend  on  blocking  of  the  lymphatic  vessels  by  the  filaria 
sanguinis  hominis*  a parasite  only  found  in  the  tropics. 
Owing  to  this  blocking  the  lymph  cannot  return,  swells  the 
affected  parts,  and  develops  into  fibrous  tissue.  It  is  seen 
during  the  ages  of  sexual  activity,  being  rare  in  old  women 
and  in  children,  and  is  of  slow  development,  extending 
over  years.  Cases  of  congenital  and  infantile  enlargement 
of  the  sexual  organs  have  been  described  under  this  name, 
but  they  were  probably  not  of  this  nature.  It  affects  most 
often  the  labia  majora,  then  the  clitoris,  and  least  often  the 
labia  minora ; often  all  these  parts  are  affected  together. 
The  affected  parts  sometimes  form  a very  large  tumour, 
weighing  twenty  pounds  or  more,  and  reaching  to  the 
patient’s  knees.  Its  surface  is  irregular,  warty,  nodulated, 
seamed  with  fissures.  As  it  is  of  low  vitality,  and  exposed 
to  pressure  and  friction  and  other  injury,  its  surface  is  often 
excoriated  and  ulcerated.  Superficial  gangrene  has  been 
seen.  The  secretions  of  the  diseased  surface,  owing  to  re- 
tention and  decomposition  in  the  fissures  of  the  surface, 
become  very  offensive.  The  lymphatics,  which  should 
return  lymph  from  the  part,  and  the  glands  to  which  they 
go,  are  swollen  and  indurated. 

During  the  development  of  the  disease  the  patient  suffers 
from  febrile  attacks,  but  these  are  due  to  the  filarise  in  the 
blood,  which  produce  the  disease  of  the  vulva,  and  not  to 
the  change  in  the  vulva  itself.  The  elephantiasis  of  the 
vulva  produces  trouble  mechanically,  by  its  size  and  weight, 
and  also  by  the  offensiveness  of  the  discharge. 

The  only  treatment  is  to  cut  away  the  mass.  Before 
doing  this,  if  the  tumour  be  large,  the  patient  should  keep 
recumbent,  and  with  the  tumour  raised,  for  an  hour  or 
two,  that  as  much  blood  as  possible  may  drain  out  of  it. 
Haemorrhage  must  be  arrested  by  tying  bleeding  points  or 
compressing  them  with  sutures.  When  growing  from  the 
clitoris,  the  urethra  is  dragged  down,  courses  along  the 
upper  and  back  part  of  the  growth,  and  must  be  dissected 

* See  Manson,  Art.  Filaria,  “ Quain’s  Dictionary  of  Medicine  and  in- 
Davidson,  “ Hygiene  and  Diseases  of  Warm  Climates,"  1S93., 
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out  before  the  tumour  is  amputated.  The  wound  left  after 
removal  of  a great  mass  of  elephantiasis  heals  slowly,  but 
completely. 

Hypertrophy  of  the  labia  minora. — The  labia  minora 

arc  sometimes  so  long  as  to  cause  annoyance.  In  the  adult 
the  labia  minora  should  be  covered  by  the  labia  majora; 
sometimes  they  project  outside  them.  This  ma}^  be  either 
a congenital  peculiarity,  or  it  may  be  from  long-continued 
inflammatory  oedema.  One  labium  may  be  enlarged,  or  both. 
When  they  are  thus  enlarged,  they  may  cause  local  dis- 
comfort, irritation,  and  get  swollen  from  oedema.  Such 
oedema  can  be  cured  by  rest,  astringents,  &c.,  but  will  be 
liable  to  return.  Cases  have  been  reported  in  which  the 
labia  minora  were  as  much  as  ten  inches  in  length.  Great 
enlargement  is  rare  in  Europeans,  but  is  common  in  certain 
African  races,  forming  the  so-called  “ Hottentot  apron.”  The 
only  permanent  cure  is  to  cut  off  the  enlarged  labium  or 
labia.  This  will  remove  the  symptoms  and  be  in  no  way 
detrimental.  It  is  easily  done ; cut  off  the  labium  with 
scissors,  and  stop  bleeding  by  sewing  the  inner  and  outer  skin 
edges  together. 

Hypertrophy  of  the  clitoris  is  occasionally  seen  ; that  is, 
the  organ  is  larger  than  usual,  but  is  in  every  other  respect 
healthy.  Cases  of  elephantiasis  are  sometimes  wrongly  de- 
scribed. under  this  title.  No  one  has  defined  the  size  that  a 
clitoris  ouoht  to  be,  or  what  is  the  smallest  clitoris  to  which 
the  term  hypertrophy  may  be  applied.  It  has  been  supposed 
that  unusual  size  of  the  clitoris  depended  on  unusual  exercise 
of  the  sexual  function;  but  Parent-Duchatelet  showed  that 
there  is  no  relation  between  the  size  of  the  clitoris  and  the 
sexual  activity  of  the  owner.  Cases  of  very  large  clitoris 
described  in  old  books  were  probably  males  with  hypospadias. 

Hypertrophy  of  the  labia  majora.— Simple  chronic 
enlargement  of  the  labia  majora  without  alteration  in  shape 
has  been  described.  This  is  unknown  as  a congenital 
peculiarity.  Sometimes  this  is  due  to  chronic  inflammation 
or  oedema,  but  it  has  also  been  seen  without  discoverable 
cause.  Emmett*  relates  a case  in  which  he  removed  both 
labia,  one  weighing  three  pounds,  the  other  two  pounds.  He 

* “ Principles  and  Practice  of  Gynsacology,”  p.  594. 
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sould  discover  no  local  cause,  but  could  attribute  it  only  to 
“ excess  of  nutrition.”  Removal  is  the  only  treatment  of  such 
hypertrophy,  if  it  be  great  enough  to  require  treatment. 


Fig.  155. — Descent  of  perineal  hernia  in  front  of  broad  ligament.  (From  a 
photograph,  by  permission  of  Dr.  W.  Smyly.) 


Enchondroma  of  the  clitoris. — Three  cases  have  been 
described  under  this  title;  not  enough  to  warrant  any  general 
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statements  about  it.  It  is  a pathological  curiosity,  if  the 
descriptions  are  free  from  error. 

Varices  of  the  vulva. — In  women  who  have  had  many 
children  the  labia  are  sometimes  enlarged  by  varicose  veins. 
These  give  rise  to  a disagreeable  sense  of  fulness  in  the  part, 
sometimes  to  itching,  but  nothing  more  so  long  as  the  patient 
is  not  pregnant.  If  the  patient  become  pregnant,  she  runs 
risk  of  painful  or  even  fatal  results  from  the  bursting  of  such 
veins.  But  in  this  work  I do  not  describe  the  diseases  oi 
pregnancy. 

The  diagnosis  is  easy..  The  bluish  colour  and  worm-like 
aspect  and  feel  of  the  veins  make  their  nature  clear.  No 
treatment  short  of  excision  can  alter  this  condition,  and  I 
have  never  seen  a case  which  called  for  such  a proposal. 

Hernia. — A labium  may  be  enlarged  by  a hernia,  like  the 
scrotum  in  the  opposite  sex.  But  labial  hernias  are  seldom 
so  large  as  scrotal  hernias.  The  ordinary  hernia  which 
descends  into  the  labium  is  inguinal  hernia — that  which 
leaves  the  abdomen  through  the  inguinal  canal. 

Two  other  hernias  special  to  the  female  have  been 
described— one  which  bulges  through  an  opening  in  the 
pelvic  fascia  in  front  of  the  hroad  ligament,  and  bulges  down 
by  the  side  of  the  vagina  into  the  labium  (Stolz)  (Fig.  155); 
and  one  which  descends  through  an  opening  in  the  pelvic 
fascia  behind  the  broad  ligament,  and  comes  down  between 
the  vagina  and  rectum,  bulging  in  the  perineum.  I have 
never  seen  either.  The  mark  of  these  swellings  is  that  they 
are  reducible,  and  go  up  with  a gurgling  sound.  Their 
treatment  is  in  the  province  of  the  general  surgeon. 
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CHAPTER  XXXVII. 

MENSTRUATION. 

What  is  menstruation  ? — Menstruation  is  the  expulsion 
of  the  menses,  that  is,  broken  up  endometrium  and  blood, 
from' the  uterus.  It  recurs  in  most  women  every  four  weeks 
throughout  the  years  in  which  pregnancy  is  possible.  The 
average  age  of  its  commencement  is  fourteen,  and  of  its 
cessation  from  forty-five  to  fifty.  It  is  said  that  in  hot 
countries  it  begins  earlier  and  in  cold  countries  later  than 
in  Europe.  But  the  evidence  that  this  depends  on  climate 
is  not  satisfactory.  In  such  countries  the  facts  have  not 
been  investigated  so  extensively  as  those  relating  to 
European  women.  Birch  * has  collected  some  evidence 
which  shows  that  in  India  menstruation  begins  on  the 
average  about  two  years  earlier  than  in  Europe ; so  has 
Joubert.  Its  advent  is  hastened  by  luxury  and  libidinous 
excitement ; retarded  by  hard  living  and  freedom  from 
sexual  ideas.  If  it  comes  on  earlier  in  hot  countries  it  is 
because  premature  sexual  stimulation  is  commoner  in  the 
South  than  in  the  North.  Menstruation  usually  recurs 
about  every  twenty-eight  days,  reckoning  from  the  beginning 
of  one  menstruation  to  the  beginning  of  the  next.  Varia- 
tions from  the  normal  rhythm  are  common  : in  some  women 
the  interval  is  longer,  in  others  shorter.  Such  deviations 
from  the  average  are  not  important,  unless  attended  by  other 
symptoms  of  ill-health.  The  duration  varies  from  one  day 
to  nine  or  ten ; five  is  about  the  average.  The  quantity  lost 
is  usually  from  four  to  six  ounces ; but  it  varies  much  in 
healthy  women.  Complete  absence  of  the  flow  is  compatible 
with  good  health.  The  quantity  is  too  great  if  the  patient 
* Davidson  on  “The  Hygiene  and  Diseases  of  Warm  Climates,’’  1893. 
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suffers  from  anaemia  afterwards  ; an  amount  short  of  this  is  not 
pathological,  and  does  not  requires  treatment.  How  much 
the  patient  can  lose  without  suffering  from  anaemia  depends 
upon  the  state  of  her  blood  and  her  blood-making  organs. 
Often  the  duration  of  the  flow  is  hard  to  define,  for  the  Aoav, 
at  first  red,  gradually  becomes  brown,  and  then  passes  into 
leucorrhcea.  A white  or  yellow  discharge  for  two  or  three 
days  after  menstruation  is  common.  Menstrual  blood  is  dark 
in  colour  and,  as  a rule,  the  secretion  of  the  uterine  and 
cervical  glands  prevents  it  from  clotting.  If  this  secretion  is 
not  in  due  proportion  to  the  quantity  of  blood,  the  blood 
clots.  Under  the  microscope,  the  menstrual  flow  is  found  to 
contain  blood  corpuscles,  both  white  and  red ; epithelium 
from  the  body  of  the  uterus,  the  cervix,  and  the  vagina ; and 
cells  in  a state  of  advanced  fatty  degeneration,  the  so-called 
compound  granular  corpuscles. 

Menstrual  changes  in  the  endometrium.— Menstruation 
is  the  outward  sign  of  changes  that  take  place  in  the  uterus, 
chiefly  in  the  lining  membrane  of  its  body.  (This  lining 
membrane  is  often  called  “ the  mucous  membrane  of  the 
uterus;”  but  this  is  not  quite  correct.  Strictly  speaking,  the 
mucous  membrane  of  the  uterus  is  its  whole  thickness  up 
to  the  peritoneum ; the  muscle  being  an  enormously  hyper- 
trophied part  of  the  mucous  membrane.  Hence  there  is 
no  layer  of  connective  tissue  marking  off  the  mucous  mem- 
brane from  the  muscle.  The  submucous  tissue,  properly  so 
called,  is  between  the  muscle  and  the  peritoneum.)  Discrepant 
statements  have  been  made  as  to  the  changes  in  the  endo- 
metrium. These  discrepancies  come  from  the  difficulty  of 
getting  good  material  for  observation.  Healthy  human  uteri 
can  only  be  got  so  long  after  death  that  it  is  doubtful  whether 
minute  changes  are  physiological  or  post-mortem  An  inverted 
uterus  can  hardly  be  taken  as  a type  of  health.  Uteri  removed 
during  life  by  persons  competent  to  examine  them  are  always 
diseased.  The  condition  of  the  whole  endometrium  cannot 
be  correctly  inferred  from  a little  bit  detached  by  a curette. 
The  only  observations  free  from  these  sources  of  error  are 
those  made  on  animals.  Mr.  Walter  Heape*  has  observed 
the  changes  in  the  uterus  during  the  menstruation  of 

* “ Phil.  Trans.,”  vol.  clxxxv.,  1894,  B.,  pp.  411 — 471. 
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semnopithecus  entellus.  Ho  finds  that  the  cycle  of  change  is 
this : starting  from  a “ period  of  rest,”  that  is,  a time  shortly 
after  menstruation,  there  is  first  growth  of  the  int  ergiandular 
tissue ; then  growth  of  the  vessels ; then  congestion ; then 
small  extravasations  of  blood ; then  these  small  extravasations 


Fig.  156. — Uterus  three  Fig.  157. — Uterus  a week  Fig.  158. — Uterus  just  before 
days  after  menstrual  after  menstrual  flow  menstruation.  The  shaded 

flow  has  ceased.  The  has  ceased.  The  shaded  part  represents  mucous 

shaded  part  repre-  part  as  in  Fig.  156.  membrane, 

sents  the  renewed 
mucous  membrane. 

[After  Sir  John  Williams , “ Obstetrical  Journal,”  Nov.,  1875.) 

become  blended  together  into  large  lacunae ; then  these  lacunae 
burst,  and  blood  escapes  into  the  uterine  cavity,  the  endo- 
metrium being  torn  away  by  the  rush  of  blood.  Afterwards 
there  is  regeneration  of  the  endometrium  from  the  embryonic 
tissue  of  which  it  is  composed,  the  undifferentiated  cells  of 
this  tissue  being  able  to  form  epithelium,  glands,  and  vessels. 

Now,  if  this  account  of  what  takes  place  in  the  monkey  be 
compared  with  the  observations  of  those  who  have  examined 
the  whole  uterus,  and  not  merely  scrapings,  in  the  human 
female  (Kundrat  and  Engelmann,  Sir  J.  Williams,  Leopold, 
Wyder),  it  will  be  seen  that  in  major  points  the  statements  of 
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different  observers  are  in  harmony  with  one  another  and  with 
Heape’s  observations,  and  that  they  are  only  discrepant 
upon  minor  points.  All  agree  that  before  menstruation  the 
human  endometrium  is  thicker,  and  that  after  menstruation 
it  is  thinner  (Fig.  156)  ; that  there  is  in  women  a growth  of 
the  endometrium  during  the  intermenstrual  period  (Fig.  157), 
and  a disintegration  of  it  during  menstruation,  such  as  Heape 
observed  in  monkeys.  The  thickness  of  the  endometrium 
before  puberty  is  about  one  twenty-fifth  of  an  inch;  before 
menstruation,  from  one-eighth  to  a quarter  of  an  inch  (Fig.  158) ; 
after  menstruation  about  one-twelfth  of  an  inch.  All  observers 
agree  that  haemorrhage  takes  place  into  the  endometrium  as 
Heape  describes.  The  points  in  which  those  who  have  ex- 
amined human  uteri  differ  are  as  to  the  mode  of  haemorrhage, 
whether  by  diapedesis  or  laceration  of  vessels  ; as  to  the  mode 
of  disintegration,  whether  by  fatty  degeneration  or  not;  as 
to  the  extent  of  disintegration,  whether  the  whole  mucous 
membrane  is  shed  or  only  part  of  it  ; and  as  to  the  mode  of 
regeneration,  whether  from  muscular  tissue  or  from  remaining 
cells  of  the  endometrium.  Now  these  are  the  points  most 
difficult  to  determine,  for  views  on  these  matters  are  based 
upon  appearances  which  may  have  been  modified  by  post- 
mortem, decomposition.  I think  that  here  we  may  fairly 
assume  that  the  human  endometrium  is  broken  up  during 
menstruation,  and  regenerated  during  the  intermenstrual 
period  much  in  the  same  way  as  that  of  the  monkey. 

Does  the  uterus  contract  during  menstruation  ? — Direct 
proof  that  the  uterus  contracts  has  not  yet  been  obtained,  be- 
cause the  alterations  in  its  size  and  consistence  are  so  slight 
that  they  cannot  be  perceived  by  our  methods  of  examination. 
I believe  that  it  does,  for  the  following  reasons : (1)  When  the 
uterus  is  big  enough  for  contractions  to  be  felt,  during  preg- 
nancy, soon  after  delivery,  or  when  it  contains  a fibroid,  inter- 
mittent contractions  are  present.  (2)  Sometimes  when  the 
uterus  contains  a foetus  or  a fibroid,  and  usually  after  delivery, 
the  uterine  contractions  are  painful.  The  pain  of  d3^smenor- 
rhcea  is  like  that  of  painful  uterine  contractions.  (3)  When 
the  uterine  cavity  contains  a foetus,  a fibroid,  a placenta,  or 
clots,  the  uterine  contractions  have  for  their  function  to  expel 
the  contents,  and  are  normally  accompanied  with  dilatation  of 
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the  cervix.  During  menstruation  contractions  seem  required 
to  expel  blood  and  broken-up  endometrium  ; and  it  has  been 
proved  by  measurement  that  there  is  dilatation  of  the  cervix.* 
(4)  After  menstruation  is  over  the  uterine  cavity  is  smaller  than 
it  would  be  if  the  endometrium  had  been  removed  and  contrac- 
tion of  the  uterus  had  not  occurred.  But  (as  Champnevs  points 
out)  this  diminution  in  size  should  rather  be  called  retraction. 

Vascular  changes  with  menstruation. — Before  menstrua- 
tion there  is  an  increased  flow  of  blood  to  the  pelvic  organs. 
When  menstruation  begins,  contractions  of  the  uterus  squeeze 
the  blood  out  of  that  organ ; but  the  congestion  of  the  other 
pelvic  organs  is  not  relieved  until  the  menstrual  haemorrhage 
is  free.  This  congestion  makes  the  vagina  and  cervix  uteri  a 
deeper  red  and  softer.  It  produces  in  most  women  a disagree- 
able feeling  of  fulness  in  the  pelvis,  and  a little  backache  and 
lassitude.  There  is  increased  vascular  tension  everywhere.  I 
have  seen  in  a patient  recovering  from  purpura  a fresh  crop 
of  spots  come  out  before  menstruation.  Adhesions  in  the  iris 
have  been  seen  to  bleed  at  this  time.  Haemorrhoids  bleed 
more  near  the  time  of  menstruation.  Epistaxis  may  occur; 
and  if  this  is  copious  it  may  so  weaken  the  patient  that 
the  menstrual  bleeding  may  not  come  on.  This  is  the 
explanation  of  some  of  the  cases  of  so-called  vicarious 
menstruation.  According  to  Giles, | the  increase  in  vascular 
tension -is  greatest  on  the  day  preceding  and  the  first  two  days 
of  menstruation.  There  is  also  a slight  rise  in  temperature 
preceding  menstruation,  and  reaching  its  maximum  (99.9) 
two  days  before  menstruation.  According  to  Schrader,  | 
immediately  before  menstruation,  there  is  diminution  in  the 
excretion  of  nitrogen. 

Relation  between  ovulation  and  menstruation. — Ovula- 
tion is  the  liberation  of  the  ovum  from  the  ovary : menstrua- 
tion indicates  the  monthly  preparation  of  the  uterus  to  receive 
the  fertilised  ovum.  These  two  processes  have  a common 
aim,  but  no  closer  connection.  The  ovaries  are  essential  for 
every  part  of  the  reproductive  process ; the  uterus  is  not. 

* See  a paper  by  the  author,  “ Obs.  Trans.,’’  1894. 

t “ Obst.  Trans.,”  vol.  xxxix. 

t Sea  Strassman,  “Arch,  fiir  Gyn.,”  Bd.  lii. , for  a full  account  of  the 
literature  of  the  subject  and  references. 
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Ovulation  occurs  without  menstruation.  The  ovaries  are 
developed  earlier  than  the  uterus,  and  may  be  perfectly 
developed  though  there  be  no  uterus,  or  only  a rudimentary 
one.  The  ovaries  of  the  foetus  while  it  is  in  utero  produce 
ova,  and  it  has  even  been  denied*  that  ova  are  ever  formed 
after  birth.  Graafian  follicles  ripen,  though  they  have  not 
yet  been  proved  to  burst,  long  before  menstruation  has 
appeared ; and  there  is  reason  to  think  that  they  may 
degenerate  without  bursting  before  puberty.  Graafian 
follicles  also  ripen  and  burst  during  periods  of  amenorrhcea 
after  the  climacteric,  and  when  the  uterus  is  absent. 

Does  ovulation  coincide  with  menstruation? — At  one 
time  it  was  supposed  that  it  always  did.  But  the  most  recent 
observations  go  to  show  that  while  ovulation  is  in  the  human 
female  spontaneous— that  is,  it  is  not  known  to  depend  upon 
any  external  cause — yet  that  it  does  not  always  coincide  with 
menstruation, f though  it  generally  does.  The  relation  between 
ovulation  and  menstruation  is  that  if  the  ovary  happens  to 
contain  an  ovum  ripe  enough  the  menstrual  congestion 
determines  its  rupture. 

A case  is  often  quoted  which  was  observed  by  Dr.  Oldham 
in  1857,  in  which  in  a patient  with  hernial  ovaries,  one  or  both 
of  them  increased  in  size  and  then  shrank,  about  every  three 
weeks.  This  patient  had  no  uterus  or  vagina,  so  that  the 
menstrual  nature  of  the  swelling  could  not  be  proved. 
Against  this  may  be  put  two  cases  observed  by  Werth,f  in 
which  a patient  Avith  a rudimentary  uterus,  had  also  an  ovary 
in  a hernial  sac,  which  swelled  and  became  painful  periodically; 
but  observations  showed  that  the  swelling  and  pain  did  not 
recur  regularly.  Swelling  of  the  ovary  may  merely  mean 
vascularity,  not  bursting  of  a follicle. 

Another  fact  thought  to  indicate  that  ovulation  takes  place 
about  the  time  of  menstruation,  is.  that  women  are  undoubtedly 
more  liable  to  conceive  during  the  Aveek  folloAving  menstrua- 
tion than  at  any  other  time.  But  conception  may  take  place 
at  any  time ; so  that  if  liability  to  conceive  proves  ovulation, 
OA'ulation  takes  place  at  all  periods  of  the  monthly  cycle. 

* Van  Bcncden,  quoted  by  Nagel,  “ Arch,  fur  Gyn.,”  Bd.  xxxii.,  S.  11. 

f For  a summary  of  the  evidence-  see  Heape,  op.  cit. 

J “Arch,  fur  Gyn.,”  Band  xii. 
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Tlie  greater  frequency  of  conception  soon  after  menstruation 
may  depend  upon  some  condition  of  the  uterus.  f 

Arguments  derived  from  the  examination  of  the  ovaries. 
— Those  who  have  drawn  conclusions  in  this  way  have  argued 
in  a fallacious  circle.  The  early  observers  assumed  that 
follicles  burst  at  or  near  the  time  of  menstruation ; and  then, 
from  this  datum,  the  signs  of  corpora  lutea  at  different  ages 
were  described,  the  age  of  each  corpus  luteum  being  taken  as 
the  time  that  had  elapsed  between  the  time  of  examination 
and  the  last  menstruation.  Other  later  observers,  using  these 
descriptions,  inferred  the  date  at  which  a follicle  had  burst 
from  the  characters  of  the  corpus  luteum.  But  if  the  follicle 
did  not  burst  at  the  menstrual  period,  the  signs  supposed  to 
indicate  the  age  of  a corpus  luteum  are  all  fallacious.  The 
fact  is,  that  it  is  not  possible  to  be  certain  that  a Graafian 
follicle  is  about  to  burst ; nor  is  it  possible  to  tell  Avith  any 
precision  the  age  of  a corpus  luteum.  The  mere  fact  that 
different  observers  have  differed  in  their  conclusions  as  to  the 
time  at  which  follicles  burst  shows  that  there  is  no  uniformity, 
for  if  a follicle  burst  regularly  before  or  during  or  after 
menstruation,  there  avouIcI  be  resemblance  betAveen  all  ovaries 
examined  at  these  respective  dates.  Leopold,  Avho  has  investi- 
gated the  condition  of  the  ovaries  Avlien  the  abdomen  Avas 
opened  during  life,*  finds  that  “ ripe  ” follicles  (that  is,  follicles 
projecting,  thinned  at  their  most  prominent  part,  and  Avitli  a 
circle  of  injected  vessels  round  this  point)  may  be  met  Avith  on 
any  day  of  the  menstrual  cycle,  and  so  may  recently  ruptured 
follicles.  I think  it  established  that  ovulation  does  not  in- 
variably coincide  Avith  menstruation. 

Menstruation  depends  upon  ovulation. — When  the  ovaries 
are  imperfectly  developed  menstruation  does  not  take  place. 
When  they  are  removed  menstruation  stops.  A few  cases  are 
met  Avitli  in  Avhich  after  the  ovaries  had  been,  it  Avas  believed, 
removed,  menstruation  Avent  on.  Such  cases  are  mostly 
because  either  (a)  the  ovaries  have  not  been  completely 
removed  ; or  (b)  there  Avas  a neAv  groAvth  in  the  uterus,  Avhicli 
provoked  haemorrhage ; or  (c)  there  Avas  a third  ovary,  an 
excessively  rare  thing,  but  Avhich  some  think  happens. f 

* “ Arch,  fur  Gyn.,”  Bd.  xxi. 

t For  references  to  cases  see  Feoktistow,  “ Arch,  fur  Gyn.,”  Band  xxvii. 
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CHAPTER  XXXVIII. 

DYSMENORRHCEA. 

What  is  dysmenorrhcea  ? — This  word  has  been  used  in 
two  different  senses — to  denote  a symptom  and  to  denote  a 
disease.  Most  authors  mean  by  it  pain  recurring  regularly  once 
a month.  In  this  sense  it  is  a symptom,  which  may  be  due  to 
various  causes.  Matthews  Duncan  restricted  its  application 
to  painfulness  of  the  uterine  contractions  which  expel  the 
menstrual  decidua.  In  this  sense  it  is  a disease.  In  this 
and  the  following  chapters  I use  the  word  to  denote  a symptom. 

Unavoidable  errors  in  treating  dysmenorrhcea. — We  our- 
selves have  no  means  of  measuring  pain  in  another.  We  are 
dependent  upon  the  patient’s  statements  as  to  the  fact  of  pain, 
and  as  to  its  kind  and  severity.  Pain  that  is  very  severe  has 
effects  upon  the  patient  that  other  people  can  see ; but  short 
of  this,  we  cannot  find  out  for  ourselves  anything  about  it. 
The  only  way  of  testing  what  the  patient  says  is  by  noting 
whether  her  statements  are  discrepant  or  consistent  with  one 
another,  and  with  what  her  friends  tell  us.  Hence,  in  judging 
as  to  pain,  some  error  is  unavoidable. 

The  severity  of  pain  depends  upon  the  condition  of  the 
patient’s  nervous  system.  A sensitive  patient  feels  acutely 
what  a strong  one  would  hardly  notice.  Such  a patient  may 
suffer  much  from  the  menstrual  congestion,  although  there  is 
nothing  abnormal  excejot  her  sensitiveness.  Nothing  will 
cure  such  menstrual  pain.  The  problem  in  dysmenorrhcea 
is  to  distinguish  these  cases  from  those  that  can  be  cured. 

The  importance  which  the  patient  attaches  to  pain,  and 
the  way  in  which  she  describes  it,  depend  on  how  she  has  been 
brought  up.  If  she  has  been  trained  to  live  for  others  she  will 
only  complain  when  her  pain  is  so  bad  as  to  prevent  her  from 
fulfilling  her  duties.  If  she  has  been  taught  to  think  much  of 
her  own  ease,  and  to  use  words  loosely,  she  will  make  a great 
fuss  over  slight  pain,  and  describe  it  in  inflated  and  incorrect 
language ; and  the  result  of  treatment  will  be  disappointing. 
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Kinds  of  menstrual  pain. — Menstruation  may  cause  pain 
in  two  ways.  (1)  The  uterine  contractions  which  expel  the 
blood  and  the  decidua  may  be  painful.  (2)  The  conges- 
tion of  the  pelvic  organs  which  is  at  its  height  just  before 
menstruation  may  be  painful.  This  pain  from  congestion  may 
be  (a)  diffused  over  the  whole  genital  sphere — lower  abdomen, 
lower  back,  down  thighs  and  in  breasts  ; or  (b)  it  may  be  felt 
especially  in  the  ovaries. 

Monthly  pain  due  to  painful  uterine  contractions. — 

There  are  three  forms  of  the  dysmenorrhoea,  which  consists  in 
painful  uterine  contractions.  These  are  : — 

1.  Obstructive ; 

2.  Membranous; 

3v  Spasmodic. 
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CHAPTER  XXXIX. 

OBSTRUCTIVE  DYSMENORRHtEA. 

Former  errors. — It  was  at  one  time  thought  that  all  dys- 
menorrhoea  was  from  mechanical  obstruction.  Two  kinds  of 
mechanical  obstruction  were  supposed  to  be  common : (a)  It 
was  said  that  when  the  uterus  was  bent  forwards  or  backwards, 
the  canal  was  bent  at  an  angle,  so  that  there  was  a spin- 
or kink  which  blocked  it  up  ; that  blood  accumulated  behind 
this  obstruction,  and  dilated  the  uterine  cavity  ; that  uterine 
contractions  were  provoked  to  expel  this  retained  blood,  which 
having  to  be  more  powerful  than  when  the  uterine  canal  was 
not  bent,  were  painful.  It  is  now  known  that  when  the  uterus 
is  bent  the  thickness  of  its  wall  makes  the  curve  in  its  canal 
a gradual  one,  without  kink  or  spur  anywhere ; and  no 
specimen  is  known  to  exist  in  which  the  cavity  of  a healthy 
uterus  is  dilated  without  anything  except  a bend  to  ac- 
count-for  it.  There  is  no  such  thing  as  obstruction  of  the 
canal  of  a healthy  uterus  by  bending. 

(b)  It  was  said  that  dysmenorrlicea  was  due  to  “ stenosis  ” 
of  the  canal,  which  was  too  small  to  let  the  blood  through. 
The  advocates  of  this  theory  differed  as  to  where  the  stenosis 
was ; some  said  at  the  internal  os,  others  at  the  external.  The 
treatment  was  to  cut  or  stretch  the  uterine  canal  at  the 
part  supposed  to  be  contracted.  Such  treatment  was  often 
effective,  and  this  was  thought  to  prove  that  the  theory 
was  correct.  But  the  cure  of  dysmenorrlicea  by  dilatation 
is  not  merely  a case  of  opening  up  an  orifice  too  small  to 
let  the  blood  pass.  The  following  reasons  show  this : (1) 
Congenital  smallness  of  the  external  os,  so  that  it  will  not 
admit  even  a probe,  is  sometimes  seen,  without  any  menstrual 
pain.  (2)  The  instruments  used  to  cure  this  so-called  stenosis 
— Simpson’s  metrotome  for  instance — were  so  big  that  they 
could  not  be  passed  through  a canal  which  was  really  ob- 
structed. (3)  No  such  changes  as  take  place  behind  strictures 
of  the  urethra,  bowel,  etc.,  and  in  the  uterus  itself  as  a result 
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of  acquired  obstruction,  have  ever  been  seen  in  the  uterus  as 
a result  of  congenital  stenosis  of  the  canal.  (4)  In  most  cases 
of  severe  dysrnenorrhoea  the  cervical  canal  is  normal  in  size. 

Real  causes  of  obstructive  dysrnenorrhoea. — The  most 
characteristic  cases  are  those  in  which  the  cervix  has  been 
amputated,  for  cancer,  and  at  the  point  at  which  it  was  cut 
off,  the  canal  is  surrounded  with  a ring  of  cicatricial  tissue. 
(In  this  operation  it  is  desirable  to  remove  the  mucous 
lining  of  the  canal  as  high  up  as  possible,  and  this  require- 
ment makes  it  impossible  to  stitch  the  mucous  membrane 
in  such  a way  as  to  prevent  atresia.  When  the  cervix  is 
amputated  for  hypertrophy,  stenosis  and  atresia  can  and 
ought  to  be  prevented.)  The  cicatricial  tissue  contracts. 
Hence,  often  within  a year  or  two  of  the  operation  the 
patient  comes  back  complaining  of  pain  with  menstruation, 
getting  worse  month  after  month.  If  not  treated,  the  con- 
dition often  goes  on  to  complete  atresia.  In  cancel'  of  the 
cervix,  the  new  growth  may  so  block  the  cervical  canal  as  to 
cause  painful  menstruation,  and  even  retention  of  menstrual, 
fluid.  The  same  thing  may  happen  from  a fibroid.  Obstruc- 
tion due  to  cancer  will  undergo  natural  cure  by  the  breaking 
down  of  the  new  growth. 

Diagnosis  of  obstructive  dysrnenorrhoea. — This  rests  on : 
(1)  The  history.  The  pain  is  recently  acquired;  it  never 
dates  from  the  beginning  of  menstruation.  (2)  It  has  fol- 
lowed an  operation ; or  it  has  been  preceded  by  symp- 
toms such  as  a new  growth  produces.  (3)  If  the  patient 
has  been  pregnant  she  will  say  that  the  pain  is  like  that  of 
labour  or  abortion.  These  points  are  suggestive,  not  con- 
clusive. The  cause  of  the  pain  is  only  to  be  found  out  by 
physical  examination,  which  patients  the  subject  of  the  con- 
ditions which  cause  obstructive  dysrnenorrhoea  will  readily 
allow.  In  the  most  common  form— the  cicatricial — you  find 
that  the  cervix  is  absent,  and  you  cannot  pass  a sound.  With 
the  speculum  you  see  at  the  top  of  the  vagina  a linear  or  stel- 
late scar,  in  which  there  is  an  opening,  so  fine  that  you 
can  only  get  in  a very  small  probe,  or  a fine  flexible  bougie 
held  in  a pair  of  forceps;  and  this,  when  in  the  canal,  is 
gripped  by  it.  Remember  that  difficulty  in  entry  does  not 
prove  contraction,  for  the  point  of  the  instrument  may  catch 
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in  some  fold ; it  is  the  grip  of  the  stricture  when  you  try 
to  withdraw  the  probe  that  proves  the  smallness  of  the 
passage.  If  due  to  cancer  or  fibroid,  difficulty  in  the  passage 
of  a probe,  and  gripping  of  it  when  passed,  will  demon 
strate  obstruction. 

Treatment  of  obstructive  dysmenorrhoea. — The  treat- 
ment is  removal  of  the  obstruction. 

In  cicatricial  stenosis,  having  found  the  canal  with  a 
probe  insert  the  point  of  a bistoury  and  enlarge  the  canal  by 
cutting.  Make  an  opening  measuring  about  half  an  inch 
from  side  to  side.  Measure  with  a sound  the  distance  from 
the  orifice  to  the  fundus  of  the  uterus.  You  should  have 
ready  glass  or  vulcanite  stems  about  the  size  of  a No.  8 
catheter,  and  of  lengths  differing  about  a quarter  of  an  inch 
from  one  another,  and  ranging  from  one  to  two  inches.  Place 
in  the  canal  one  of  these  stems  about  a quarter  of  an  inch 
shorter  than  the  length  of  the  canal.  Let  the  patient  wear 
this  for  about  three  weeks  while  the  incisions  are  healing, 
so  that  the  cut  surfaces  may  not  unite  again,  but  heal  over 
apart  from  one  another  without  uniting.  The  patient  is  safer 
in  bed  while  she  is  wearing  the  stem;  but  if  proper  precau- 
tions as  to  the  length  of  the  stem  and  as  to  antiseptics  have 
been  used,  the  risk  of  harm  from  getting  up  is  small. 

Obstructive  dysmenorrhoea  from  cancer  is  very  rare. 
Scraping  the  cancer  away  is  the  cure.  A fibroid  which  causes 
dvsmenorrhoea  by  blocking  the  cervix  can  be  removed. 
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CHAPTER  XL. 

MEMBRANOUS  DYSMENORRHCEA. 

What  is  membranous  dysmenorrhoea  ? — Membranous 
dysmenorrhoea  is  a disease  in  which  the  endometrium,  instead 
of  being  broken  up  and  shed  in  a pulp,  is  shed  entire,  like  a 
cast  of  the  uterus,  or  in  large  pieces.  These  pieces  stick  in 
the  canal,  and  provoke  uterine  contractions,  which  are  painful. 

Frequency. — We  have  no  exact  knowledge  what  propor- 
tion of  women  pass  membranes  during  menstruation,  because 
women  seldom  notice  membranes  in  the  discharge  unless  they 
look  for  them.  They  generally  take  them  for  clots.  If  you 
insist  on  patients  bringing  to  you  every  clot  that  is 
passed,  and  examine  them,  you  will  find  that  membranous 
dysmenorrhoea  is  commoner  than  is  generally  supposed. 
Scanzoni  found  membranes  passed  by  two-thirds  of  his 
dysmenorrhoea  patients,  but  only  one-sixth  of  these  found 
out  the  membranes  for  themselves.  Sir  J.  Williams  found 
membranes  in  three-fourths  of  his  dysmenorrhoea  patients. 
I have  often  found  membranes  passed  by  patients  who 
had  no  idea  that  they  passed  any  other  solid  substance 
than  clots.  Membranes  are  sometimes  passed  without 
pain.  The  presence  and  severity  of  the  pain  depend 
much  on  the  state  of  the  nervous  system.  I have  known 
patients  pass  membranes  with  pain  while  attending  as 
hospital  out-patients,  and  then  menstruate  and  pass  mem- 
branes without  pain  after  treatment  in  hospital  with  rest, 
good  food,  and  tonics. 

Monthly  abortion. — In  some  cases  these  membranes  are 
monthly  abortions.  If  the  patient  is  not  impregnated,  the 
membrane  comes  away  as  a pulp.  If  she  is  impregnated,  the 
decidua  becomes  more  developed,  thicker,  and  comes  away 
entire  or  in  large  pieces.  We  know  not  why  these  patients 
abort  every  month  ; but  cases  enough  have  been  published  to 
put  the  fact  beyond  doubt.*  The  patient  finds  that  while  she 

* See  (Jhampneys,  on  “ Dyamenorrhoea,” 
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is  living  as  a married  woman  she  passes  membranes  with 
pain  every  month ; but  that  when  the  chance  of  conception 
has  not  happened,  menstruation  is  painless. 

Causation. — We  know  practically  nothing  about  the  causes 
of  membranous  dysmenorrhoea.  It  undoubtedly  is  sometimes 
primary — that  is,  occurs  in  otherwise  healthy  virgins  at  the 
beginning  of  menstruation.  It  has  been  attributed  to  “ inflam- 
mation.” But  in  cases  in  which  it  is  first  noticed  after  an 
attack  of  pelvic  inflammation,  it  is  possible  that  membranes 
may  have  been  passed  before  the  inflammation,  but  that  the 
inflammation  made  their  passage  painful : or  that  the  occur- 
rence of  inflammation  made  the  patient  examine  the  discharge 
and  thus  find  the  membrane,  which  was  not  noticed  before. 
If  it  be  granted  that  this  disease  is  due  to  inflammation,  it 
must  be  admitted  that  not  all  pelvic  inflammations  cause 
membranous  dysmenorrhoea ; and  we  have  no  knowledge  what 
kind  of  inflammation  causes  it,  or  why.  It  has  been  attributed 
to  an  excess  of  fibrous  tissue  in  the  uterus.*  It  is  supposed 
that  there  is  air  excess  of  fibrous  tissue,  because  the  disease 
occurs  sometimes  in  young  women  with  small  uteri,  sometimes 
in  women  with  subinvolution ; in  these  conditions  it  is  sup- 
posed that  fibrous  tissue  is  in  excess.  But  this  is  a theory  ; 
there  is  no  evidence  that  membranous  dysmenorrhoea  is 
peculiar  to  these  conditions.  It  has  been  said  to  be  due  to 
disease  of  the  ovaries,  but  no  definite  change  in  those  organs 
has  ever  been  shown  to  be  associated  with  it. 

Diagnosis. — The  diagnosis  of  this  form  of  dysmenorrhoea 
is  made  by  the  discovery  of  the  membranes.  There  are  no 
characters  of  the  pain  so  definite  and  constant  that  they  can 
be  trusted  to  for  diagnosis.  The  only  peculiarity  is  that  the 
pain  increases  in  severity  until  the  membrane  passes,  and  then 
at  once  improves.  If  the  membrane  is  passed  in  more  than 
one  piece,  the  pain  gets  better  after  one  piece  is  passed ; then 
gets  worse  again,  and  is  again  relieved  after  the  passage  of 
another  bit.  A description  such  as  this  is  interesting,  but 
not  all  patients  describe  their  pains  with  exactness  and 
accuracy ; and  if  a description  like  this  is  given  it  does  not 
follow  that  the  peculiarities  of  the  pain  are  due  to  bits 
of  membrane.  The  severity  of  the  pain  depends  upon  the 

* See  Sir  J.  Williams,  “ Obst.  Trans.,”  vol.  xix. 
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patient’s  general  health ; worse  when  this  is  depressed,  better 
when  this  is  good. 

How  the  pain  is  produced. — The  pain  is  due  like  most 
menstrual  pains,  partly  to  the  congestion  of  the  pelvic  organs 
which  precedes  menstruation,  partly  to  uterine  contractions 
These  occur  in  every  menstruation,  but  in  membranous 
dysmenorrhcea  they  become  more  painful  when  the  membrane 
plugs  the  canal.  The  membrane  is  detached  from  below 
upwards,  so  that  its  lower  part  may  enter  the  os  internum 
and  provoke  pain,  while  the  upper  part  is  still  attached, 
so  that  the  membrane  cannot  move  on.  The  increased  pain 
is  partly  because  more  forcible  contractions  are  needed,  partly 
because  the  os  internum  is  sensitive  and  the  membrane 
irritates  it.  It  has  been  said  * that  the  contractions  are 
“ abnormal,  partial  and  unconsentaneous.”  This  is  theory. 

Prognosis. — With  membranous  dysmenorrhcea  there  is 
generally  sterility.  Membranous  dysmenorrhcea  sometimes 
gets  well,  but  no  treatment  can  be  relied  on  to  cure  it.  If  the 
patient’s  circumstances  and  mode  of  life  continue  the  same, 
membranous  dysmenorrhoea  will  continue  to  the  menopause. 
If  the  tone  of  her  nervous  system  can  be  improved,  the  pain 
will  be  felt  less.  Sometimes  local  treatment  will  cure  it,  but 
cure  cannot  be  predicted. 

Characters  of  the  membrane. — A complete  dysmenorrhoeal 
membrane  is  a flattened  triangular  bag,  a cast  of  the  uterine 
cavity.  It  is  formed  of  two  triangular  pieces,  and  where  these 
join,  at  the  top  and  sides,  it  is  thinner  than  elsewhere,  and 
therefore  often  the  two  pieces  are  separate.  Often  it  is  broken 
up  into  more  than  two  pieces.  It  is  about  an  inch  and  three- 
quarters  in  length,  about  an  inch  in  breadth,  and  from  a 
twenty-fifth  to  a twelfth  of  an  inch  in  thickness.  Its  outer 
surface  is  rough,  its  inner  surface  marked  with  sulci  and 
dotted  with  little  pits,  which  are  the  orifices  of  the  uterine 
glands.  When  fresh  the  membrane  is  a dull  pink  in  colour. 
When  entire  the  sac  has  three  openings,  one  corresponding 
to  the  os  internum  and  one  to  each  Fallopian  tube.  Micro- 
scopically, it  is  formed  of  connective  tissue,  thickly  studded 
with  small  round  cells,  and  containing  vessels  and  gland  tubes 
lined  with  columnar  epithelium.  It  differs  from  the  healthy 

* Champneys,  op.  cit.,  p.  4G. 
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uterine  mucous  membrane  in  being  so  thickly  studded  with 
round  cells.  Some  observers  have  described  large  cells  like 
decidual  cells ; but  the  specimens  in  which  these  were  found 
were  probably  monthly  abortions.  (Fig.  159.) 

Substances  resembling  dysmenorrhoeal  membranes. — 


As  much  may  turn  on  the  diagnosis  of  a solid  substance 

passed  from  the  uterus,  it  is 
important  to  know  what  such 
substances  may  be,  and  what 
are  the  characters  of  each. 

1.  Clot.  A membrane  may 
be  rolled  up,  and  so  look  like 
a clot.  You  can  unroll  a 
membrane.  Try  to  unroll  a 
clot,  and  it  breaks  down  with 
a crumbly  fracture.  Cut  it 
through  and  you  will  find  it 
dark  red  and  homogeneous 
throughout.  If  there  be  doubt, 
the  microscope  will  settle  it. 

2.  Fibrinous  cast  of 
uterus.  Clot  may  become  so 
moulded  to  the  shape  of  the 
uterus  as  to. form  a fibrinous 

cast  of  the  uterine  cavity.  It  is  said  that  they  are  common.  I 
think  them  not  so  common  as  membranous  dysmenorrhcea. 
Such  a cast  will  not  be  dotted  with  the  orifices  of  glands 
on  its  inner  surface.  Its  fracture  will  be  like  that  of  clot. 
If  in  doubt,  microscopical  diagnosis  is  easy. 

3.  Vaginal  exfoliations.  In  a rare  form  of  vaginitis,  the 
vaginal  epithelium  is  shed  in  large  pieces.  I have  described 
this  in  Chapter  XXXII.  These  form  translucent  flakes, 
smooth  on  both  sides,  not  dotted  with  orifices  on  either  side. 
Sometimes  this  may  be  produced  by  caustics  or  astringents ; 
but  these  things  are  not  generally  used  while  the  patient  is 
menstruating,  and  the  patient  will  usually  be  aware  of  what 
has  caused  the  shreds. 

4.  Early  abortions.  In  the  cases  of  monthly  abortions 
mentioned  above,  the  diagnosis  is  not  important,  for  the  case 
is  practically  membranous  dysmenorrhoea,  which  is  curable  by 


Fig.  159.— Dysmenorrhoeal  membrane. 
Natural  size.  ( After  R.  Barnes, 
from,  a specimen,  G G 4,  in  the 
Museum  of  St.  Thomas's  Hospital.) 


MEMBRANO  US  D YSMENOBBRCEA. 


529 


living  a single  life.  The  cure  reveals  the  nature  of  the  mem- 
brane. Diagnosis  is  chiefly  important  in  cases  in  which  the 
passage  of  a membrane  leads  to  imputations  on  the  patient’s 
chastity.  In  the  early  months  the  ovum  is  often  expelled 


Fig.  160. — Microscopical  characters  of  chorionic  villi  on  section.  (After 
Bland  Sutton.)  Diagrammatic. 

entire;  if  then  the  embryo  is  found  within  it,  there  can  be 
no  doubt  as  to  its  nature.  But  the  membranes  may  break, 
and  the  embryo  be  lost,  and  then  an  opinion  has  to  be  given 
on  the  nature  ot  the  membrane.  An  aborted  ovum  has  a 
decidua  reflexa,  and  an  amnion.  Nothing  like  these  struc- 
tures is  found  in  a dysmenorrhceal  membrane.  But  now  and 
then  the  amnion  is  detached  and  expelled  with  the  foetus 
inside  it,  and  the  decidua  may  be  broken,  so  that  the  decidua 
letiexa  cannot  be  identified  by  its  relation  to  the  decidua  vera, 
i i 
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In  that  case  diagnosis  may  be  impossible  without  the  micro- 
scope. Two  histological  features  mark  a membrane  as  the 
product  of  pregnancy : (a)  large  decidual  cells ; (h)  chorionic 
villi.  The  latter  are  characteristic.  Chorionic  villi  as  seen  on 
section  are  approximately  rounded  or  oval  in  shape,  hounded 
h}7  a layer  of  deeply  staining  protoplasm,  showing  no  distinct 
cell  outlines,  hut  containing  nuclei  irregularly  placed  in  num- 
bers varying  at  different  places.  This  is  called  the  syncytium. 
Within  this  are  cells  with  lightly  staining  protoplasm, 
rounded  and  deeply  staining  nuclei.  These  are  Avhat  is  called 
the  layer  of  Langhans : in  the  adult  placenta  they  form  a 
single  layer  only  (Fig.  ICO).  Decidual  cells  have  been  seen 
in  membranes  not  formed  in  pregnancy;*  so  it  is  unwise  to 
insist  on  an  opinion  based  on  this  appearance  alone.  The 
decidua  of  pregnancy  is  thicker  than  that  of  menstruation. 
But  the  difference  in  thickness  between  the  membrane  of 
menstruation  and  that  of  pregnancy  is  not  so  definite  that  a 
conclusion  can  be  based  on  it  alone.  In  any  case  in  which 
there  is  doubt  as  to  whether  abortion  has  taken  place  or  not, 
the  benefit  of  the  doubt  should  be  given  to  the  patient — 
against  pregnancy  if  she  is  not  married ; in  favour  of  it  if 
thinking  she  has  been  pregnant  will  make  her  happier. 

5.  The  decidua  of  extra-uterine  pregnancy.  This  differs 
from  the  decidua  of  menstruation  in  being  larger  and 
thicker,  and  in  containing  large  decidual  cells.  The  passage 
of  such  a membrane  was  at  one  time  thought  to  be 
pathognomic  of  extra-uterine  pregnancy,  but  cases  recently 
published  f show  that  such  a membrane  may  be  passed  Avhen 
no  pregnancy  exists. 

6.  Otlter  substances.  I mention  some  other  things,  because 
it  is  said  they  may  be  mistaken  for  dysmenorrbeeal  mem- 
branes. X Exfoliation  of  mucous  membrane  of  bladder  in 
severe  cystitis.  Exfoliation  of  mucous  membrane  of  uterus 
in  phosphorus  poisoning  or  in  cholera.  Here  the  passage 
of  something  trom,  or  apparently  from,  the  genital  canal,  is  a 
solitary  incident  in  a severe  acute  disease,  not  a thing  recur- 
ring monthly.  Foreign  bodies,  such  as  paper  Avrapped  round 

* See  authors  quoted  by  Champneys. 

f See  Chapter  XIX. 

| Champneys,  op.  cit. 
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pessaries,  masses  of  coagulated  mucus,  or  of  sebaceous  matter. 
These  can  only  be  supposed  to  be  dysinenorrhteal  membranes 
by  people  who  do  not  examine  them  at  all,  and  upon  such 
descriptions  are  wasted. 

Treatment. — Membranous  dysmenorrhoea  may  get  well 
under  any  treatment.  There  is  no  treatment  from  which  cure 
can  be  predicted  ; and  such  relief  as  we  can  certainly  promise 
is  seldom  enough  to  make  disagreeable  or  protracted  treat- 
ment worth  trying.  The  methods  of  treatment  are  four : — 

1.  General  tonic  treatment ; 

2.  .Empirical  drug  treatment ; 

3.  Local  treatment ; 

v 4.  Radical. 

1.  General  tonic  treatment.  I have  mentioned  above  that 
I have  known  membranes  passed  with  pain  while  a patient 
was  out  of  health,  and  passed  without  pain  when  the  same 
patient  was  in  good  health.  Therefore,  one  important  object 
is  to  bring  the  patient’s  general  health  to  the  best  possible 
state,  by  means  which  depend  upon  the  features  of  the 
individual  case.  The  important  aids  are  regular  and 
abundant  sleep ; frequent  and  suitable  meals ; aperients 
as  often  as  required ; sunshine,  fresh  air,  and  moderate 
exercise ; iron,  quinine,  or  arsenic  if  indicated ; change  of 
air  to  a warm  or  bracing  place  according  to  the  time  of 
year  and  the  patient’s  idiosyncrasy.  The  application  of  these 
and  similar  means  to  each  case  must  be  dictated  by  your 
general  knowledge  and  common  sense. 

2.  Empirical  drug  treatment. — This  is  the  giving  of  drugs 
either  (a)  somehow  to  modify  what  takes  place  in  the  uterus, 
or  (b)  to  stop  the  pain,  (a)  The  empirical  treatment  of  mem- 
branous dysmenorrhoea  is  the  same  as  that  of  spasmodic  dys- 
menorrhoea. We  know  of  no  drug  that  will  certainly  cure 
either.  Matthews  Duncan  often  prescribed  sulphur  gr.  v.,  mist, 
guaiaci  ^j,  three  times  a day.  Sometimes  this  fails,  but  relief 
to  pain  so  often  follows  it,  that  I have  no  doubt  that  it  some- 
times cures,  though  I know  not  how.  Its  appearance  and 
taste,  and  that  it  sometimes  purges,  are  its  drawbacks. 
Ammonia  preparations  in  large  doses  are  old  empirical 
remedies.  Ammonium  chloride,  in  gr.  x— xx  doses;  liq. 
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ammonias  acetatis,  in  3,)  doses,  or  both  together  may  be  given. 
I have  known  benefit  follow  these ; I have  also  known  them 
fail.  Nothing  can  be  predicted  as  to  their  action.  If  the 
patient  is  one  of  the  active,  irritable  type,  give  arsenic  a 
good  trial.  The  power  of  this  drug  over  scaly  skin  diseases 
(psoriasis,  pemphigus,  etc.),  and  upon  nutrition  generally,  makes 
it  a reasonable  expectation  that  it  may  modify  the  endome- 
trium. Its  action  upon  the  nervous  system,  as  shown  by  its 
effect  in  gastralgia,  is  an  additional  reason  for  expecting  it  to 
do  good.  I cannot  say  that  my  expectations  from  it  have 
been  realised,  but  I think  I have  seen  benefit.  I have 
known  Matthews  Duncan  prescribe  mercery,  and  anything 
recommended  by  that  great  physician  is  worth  trial.  This 
drug  will  make  syphilitic  changes  go,  and  often  some  that 
are  not  sy^philitic.  On  the  same  principle,  in  an  obstinate 
case,  I should  try  iodide  of  potassium.  Dr.  Champneys 
(on  the  authority  of  “ the  thoughtful  and  trustworthy  Litz- 
mann  ”)  recommends  castoreum.  I know  no  one  who  has 
found  benefit  from  it.  ( b ) The  best  drug  to  relieve  the  pain 
is  antipyrin.  In  some  people  this  drug,  even  in  small  doses, 
produces  toxic  symptoms.  Therefore,  begin  with  a small 
dose,  gr.  xv.  three  times  a day,  with  spt.  chlorof.  3SS.  If  this 
fails,  but  does  no  harm,  cautiously  increase  the  dose  and  its 
frequency.  If  antipyrin  does  not  suit,  try  phenacetin,  beginning 
with  gr.  x.  as  a dose. 

Do  not  give  either  chloral  or  morphia.  If  one  of  these 
drugs  is  taken  for  a frequently  recurring  pain,  there  is 
danger  of  the  patient  getting  to  take  the  drug  habitually.. 
Removal  of  the  ovaries  or  uterus  is  better  than  letting  the 
patient  get  the  morphia  or  chloral  habit. 

3.  Local  treatment. — Two  kinds  of  local  treatment  may 
be  tried. 

(a)  Dilatation. — By  widening  the  canal,  more  room  is  made 
for  the  passage  of  the  membrane.  Dilatation  of  the  cervix  also 
makes  contraction  of  the  body  more  regular  and  effective.  In 
membranous  dysmenorrhcea  dilatation  of  the  cervix  almost 
always  does  good.  Sometimes  benefit  is  permanent ; more 
often  it  only  lasts  a month  or  a few  months,  and  the  patient  may 
get  tired  of  having  it  repeated.  I shall  consider  the  methods 
of  dilatation  after  describing  spasmodic  dysmenorrhcea. 
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(b)  The  curette  and  caustic. — In  this  disease,  the  endo- 
metrium is  in  a morbid  state,  which  is  probably  inflamma- 
tory. The  rational  way  of  curing  a chronic  inflammation  of 
the  endometrium  is  by  scraping  it  away,  and  applying  a strong 
caustic,  such  as  nitric  acid.  This  line  of  treatment  is  so 
reasonable  that  in  a bad  case  it  is  worth  a trial.  But  it  often 
fails,  Electricity  has  been  used  for  membranous  dysmenorrhcea. 
It  does  no  good. 

4.  Radical  treatment. — This  consists  in  the  stoppage  of 
menstruation  by  spaying,  or  by  hysterectomy.  It  is  plain 
that  if  the  sole  disease  is  painful  menstruation,  this  must  be 
stopped  when  the  menopause  arrives.  If  the  menopause  is 
artificially  brought  about  early,  the  patient  must  be  as  effect- 
ively cured  as  by  the  natural  menopause.  Lawson  Tait  has 
cured  a case  in  this  way.*  This  treatment  is  seldom  indi- 
cated, because  the  pain  is  seldom  bad  enough  to  make  a 
sensible  patient  think  the  consequences  of  the  artificial  meno- 
pause worth  incurring. 

* Dr.  Champneys  (op.  cit.,  p.  56)  quotes  a case  by  Mr.  Doran,  which  he  says 
“ shows  the  other  side  of  the  picture.”  On  reference  to  the  original  I find  that 
Mr.  Doran  expressed  doubt  whether  the  ovaries  had  been  removed. 
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CHAPTER  XLI. 

SPASMODIC  DYSMENORRHIEA. 

The  two  kinds  of  dysmenorrhea  which  have  been  de- 
scribed in  the  preceding  pages  can  be  identified  with  certainty. 
The  narrowing  of  the  canal  in  the  first  class,  the  membrane 
in  the  second,  settle  the  nature  of  the  case.  The  cases  that  I 
now  have  to  describe,  in  which  there  is  no  obstruction,  and 
no  solid  substance  is  known  to  be  passed,  form  the  majority 
of  the  cases  in  which  menstruation  is  painful.  In  these  cases 
the  first  question  is  this  : Is  the  pain  due  to  uterine  contrac- 
tion, or  to  pelvic  congestion  ? If  we  think  it  is  due  to  uterine 
contraction,  then  the  question  comes,  Can  it  be  cured  ? 

What  is  spasmodic  dysmenorrhcea  ? — This  disease  is 
so  called  because  it  is  believed  that  in  it  the  uterine  con- 
tractions which  accompany  menstruation,  instead  of  being, 
as  in  health,  slow  and  gradual,  are  “ spasmodic  ” ; that  is, 
violent,  sudden,  and  painful.  That  they  are  sudden  and 
painful  is  inferred  from  the  character  of  the  pain.  That  they 
are  violent  is  believed  because,  when  the  disease  persists 
long,  there  is  hypertrophy  (not  dilatation)  of  the  body  of 
the  uterus. 

Old  names  for  spasmodic  dysmenorrhcea. — This  disease 
has  been  called  “ neuralgic  dysmenorrhcea.”  All  pain  is,  in 
a literal  sense,  neuralgia — i.e.  nerve  pain.  Hence,  although 
this  term  is  not  incorrect,  yet  it  is  too  comprehensive.  We 
want  a word  which  will  denote  this  form  only.  This  disease 
has  also  been  called  “ obstructive  dysmenorrhcea.”  I have 
described  real  obstructive  dysmenorrhoea,  and  have  given 
reasons  for  rejecting,  as  causes  of  it,  congenital  strictures  and 
flexions,  once  supposed  to  be  its  common  causes.  The  great 
reason  why  spasmodic  dysmenorrhcea  was  supposed  to  be 
obstructive  was,  that  it  was  found  that  it  was  cured  by  means 
designed  to  remove  obstruction.  Hence  it  is  necessary  to 
consider  the  theory  of  the  disease. 
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Theory  of  spasmodic  dysmenorrhcea. — There  is  a pro- 
perty of  the  uterus  which  is  called  “polarity.”*  This  means 
that  there  is  an  antagonism  between  the  body  and  the 
cervix  uteri.  This  is  seen  during  labour  ; weak  pains  and  an 
unyielding  cervix  go  together ; Avhen  the  cervix  is  dilated, 
pains  become  regular  and  strong.  After  delivery,  in  “ hour- 
glass ” contraction  (or  “ relaxation,”  as  Matthews  Duncan 
more  correctly  called  it)  the  cervix  uteri  is  contracted  and  the 
body  relaxed.  When  the  cervix  is  dilated  the  body  contracts. 
In  spasmodic  dysmenorrhcea  it  is  believed  that  the  want  of 
physiological  relaxation  of  the  cervix  prevents  normal  regular 
painless  contraction  of  the  body.  When  the  circular  fibres 
of  the  cervix  are  temporarily  paralysed  by  stretching, 
then  the  body  contracts  in  a normal  way.  In  spasm 
of  the  male  urethra,  a large  catheter  can  easily  be  passed. 
So  in  spasmodic  dysmenorrhcea,  a bougie  as  large  as  the 
cervical  canal  will  usually  admit  can  be  passed  through 
it.  (The  parallel  does  not  hold  throughout,  for  this  reason : 
that  the  contents  of  the  uterus  are  expelled  by  its  own 
contraction,  while  those  of  the  bladder  are  not.)  This 
pathology  rests  upon  inference  only.  No  observe tions  have 
yet  been  made  which  show  that  the  uterine  canal  in 
spasmodic  dysmenorrhcea  during  the  pain  is  any  smaller 
than  the  uterine  canal  of  a patient  who  is  menstruating 
painlessly.  But  we  know'  that  there  is  no  organic  narrow- 
ing; that  the  canal  is  large  enough  to  let  the  menstrual 
blood  pass,  and  always  does  let  it  pass. 

The  os  internum  is  abnormally  sensitive.  The  passage 
of  a bougie  along  it  causes  more  pain  than  in  a healthy 
patient.  As  the  disease  is  not  fatal,  the  state  of  the  os 
internum  has  never  been  examined  anatomically,  and  there- 
fore we  do  not  know  why  it  is  sensitive. 

Diagnosis  of  spasmodic  dysmenorrhcea. — In  spasmodic 
dysmenorrhcea  there  are  no  physical  signs,  except  the  hyper- 
trophy of  the  uterine  body  which  may  result  when  it  has 
lasted  very  long.  There  is  no  peculiarity  about  the  uterus 
or  the  genital  organs,  or  any  other  part  of  the  body,  from 
which  we  can  say  that  the  pain  is  spasmodic,  or  even  that 
there  is  pain  at  all.  Various  shapes  of  the  cervix  (conical, 

* See  Champncys,  Obst.  Jcurnalt  ,vol.  vii. 
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etc.)  have  been  described  in  old  books,*  and  figured  as  causes 
of  dysmenorrheea.  But  those  who  took  these  shapes  of  the 
cervix  for  causes  of  dysmenorrheea  did  not  inquire  how  often 
they  are  met  with  in  patients  who  menstruate  without 
pain.  The  diagnosis  of  spasmodic  dysmenorrheea  has  to  be 
made  from  the  characters  of  the  pain  and  the  history. 

Characters  of  the  pain. — They  are  these  :—(a ) Great 
severity.  Thus  looking  over  my  own  casebooks,  I find  one 
patient  who  said  she  sat  up  all  night  with  the  perspiration 
dripping  from  her ; others  have  said  they  rolled  about  upon 
the  floor,  or  rolled  about  in  bed ; sometimes  the  patients 
faint,  about  one-fourth  of  them  vomit.  The  pain  is  far 
more  severe  than  any  other  kind  of  menstrual  pain.  Judge 
of  the  severity  of  the  pain,  not  by  the  words  the  patient 
uses  to  describe  it,  but  by  effects  of  it  manifest  to  others, 
such  as  vomiting,  sweating,  fainting,  restlessness,  etc.  (b)  It 
is  paroxysmal.  The  pain  caused  by  pelvic  congestion  is  a 
continuous  aching;  that  of  uterine  spasm  comes  and  goes, 
in  pangs  and  twinges,  like  the  pains  of  labour,  or  after-pains. 
Each  paroxysm  is  generally  described  as  lasting  a minute 
or  two,  or  five  or  ten  minutes.  I suspect  that  when  the 
longer  period  is  named  it  is  because  the  time  appears  long 
to  the  patient  when  she  is  in  pain ; but  possibly  the 
paroxysm  may  last  as  long  as  this.  Sometimes  it  is  not 
paroxysmal ; the  uterine  contraction  is  tonic,  not  clonic. 
The  pain  of  pelvic  congestion  is  generally  remittent ; but  its 
attacks  last  longer — two  or  three  hours,  not  two  or  three 
minutes,  as  in  spasmodic  pain,  (c)  Short  duration.  Often 
it  only  lasts  a few  hours.  In  one  case  I treated  it  only 
lasted  ten  minutes,  but  this  ten  minutes  made  the  patient 
vomit.  It  seldom  lasts  longer  than  two  days.  This  holds 
good  of  the  majority.  But  long  duration  of  the  pain 
does  not  show  that  the  pain  is  not  spasmodic.  (1)  The 
spasmodic  pain  may  be  preceded  and  followed  by  pain  of 
longer  duration  due  to  pelvic  congestion,  and  the  patient 
in  her  description  may  not  distinguish  between  the  two 
kinds  of  pain.  (2)  In  some  cases  the  uterine  contraction  is 
tonic,  not  clonic.  I have  notes  of  some  cases  in  which  the 
pain  was  continuous,  and  lasted  several  days.  These  are 

* See  Courty  and  K.  Barnes. 
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exceptional:  and  it  is  in  them  that  hypertrophy  of  the  uterine 
body  is  most  marked,  (cl)  The  effect  of  position.  The  pain 
of  pelvic  congestion  is  always  relieved,  though  not  always 
removed,  when  the  patient  lies  down,  and  gravity  no  longer 
opposes  the  return  of  blood  from  the  pelvis.  But  the  pain 
of  spasmodic  dysmenorrhoea  is  not  lessened  by  lying  down. 
Some  patients  prefer  to  walk  about ; attention  is  thus 
diverted  from  the  pain ; many  say  they  cannot  lie  down, 
but  roll  about  on  the  bed  or  floor  when  the  attacks  of  pain 
come,  (e)  The  seat  of  pain.  This  is  not  narrowly  limited. 
The  pain  is  bilateral,  and  referred,  like  that  of  labour, 
to  the  lower  abdomen  and  lower  back.  There  is  often  with 
it  aching  in  the  breasts  and  thighs,  especially  on  the  left 
side;  but  this  is  from  the  accompanying  congestion  of  the 
pelvic  organs,  and  is  not  present  only  during  the  spasms  of 
pain.  The  seat  of  pain  does  not  help  in  diagnosis,  except 
that  pain  fixed  in  the  region  of  the  ovary  is  not  spasmodic. 
(/)  Time  of  pain.  It  usually  begins  suddenly  with  the 
How,  often  waking  the  patient  up  at  night.  This  is  very 
characteristic,  but  not  constant,  for  the  pain  may  precede  the 
How,  or  not  come  on  till  after  the  flow  has  begun ; and  it 
is  often  preceded  by  diffused  aching  from  pelvic  congestion, 
which  comes  on  gradually.  iff)  Relation  of  pain  to 
quantity.  During  the  height  of  the  pain  the  flow  is  scanty, 
and  when  the  How  becomes  free  the  pain  is  relieved.  It 
is  not  the  case,  as  it  would  be  were  the  pain  due  to 
mechanical  obstruction,  that  the  less  the  amount  lost  the 
less  the  pain.  The  relation  between  the  pain  and  the 
quantity  of  the  flow  in  spasmodic  dysmenorrhoea  is  not 
peculiar  to  it,  and  therefore  does  not  help  in  diagnosis. 
(It)  The  effect  of  remedies  helps  in  diagnosis.  The  pain  of 
spasmodic  dysmenorrhoea  is  relieved  by  local  warmth — hot 
bottles,  sandbags,  etc.— and- by  alcohol;  it  is  made  worse 
by  ergot.  The  pain  of  pelvic  congestion  is  also  relieved  by 
local  warmth,  but  is  made  worse  by  alcohol.  The  effect  of 
position  has  been  mentioned  above. 

In  short,  the  characteristic  features  of  the  pain  are : 
its  great  severity,  its  paroxysmal  character,  the  short  duration 
both  of  each  paroxysm  and  of  the  whole  pain,  and  its  not 
being  relieved  by  lying  down. 
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Clinical  history. — Spasmodic  dysmenorrhcea  in  two-thirds 
of  the  cases  dates  from  the  beginning  of  menstruation.  In 
about  one-third  it  begins  suddenly,  after  years  of  painless 
menstruation ; but  almost  always  before  the  age  of  twenty- 
five.  It  may  so  develop  either  in  a virgin,  a sterile  married 
woman,  or  a fertile  woman.  We  know  nothing  about  its  causes. 
A specialist  is  hardly  ever  called  in  at  the  beginning,  and 
therefore  we  can  only  find  out  what  the  patient  recollects. 
I have  known  it  assigned  to  causes  so  various  that  I can  only 
think  them  coincidences,  if  they  were  even  that — causes  such 
as  chill,  wetting  of  the  feet,  nervous  shock  or  excitement, 
over-lifting,  accident,  etc.  There  are  few  women  who  cannot, 
if  they  think  hard  enough,  bring  to  memory  some  incident 
of  this  kind,  at  or  about  the  required  date.  A lady 
medical  writer  has  said  that  all  dysmenorrhcea  could  be 
prevented.  I know  not  how,  nor  does  she  say  how.  Some 
patients  have  told  me  that  their  first  menstruation  appeared 
without  their  having  been  forewarned  about  it ; and  they 
blamed  this  ignorance  for  their  suffering,  and  their  mothers 
for  their  ignorance.  Mothers  ought  not  to  let  menstruation 
be  a surprise  to  their  daughters.  But  I have  never  yet  met 
a patient  who  could  tell  me  any  definite  way  in  which  her 
ignorance  led  to  harm.  It  has  been  suggested  that  girls 
thus  ignorant  may  use  cold  water  to  check  the  flow,  or  may 
not  take  the  rest  which  they  need  if  they  are  suffering. 
Either  of  these  imprudences  may  possibly  do  harm,  but  I 
know  of  no  facts  showing  a connection  between  them  and 
dysmenorrhcea.  In  some  cases  the  dysmenorrhcea  intermits, 
menstruation  being  one  month  painful,  the  next  month 
painless.  Sometimes  there  seems  to  be  a definite  cause 
for  such  intermission ; thus  one  patient  of  mine  from  the 
age  of  sixteen  to  eighteen  used  to  “ roll  herself  up  with  pain  ” 
each  month.  Then  she  went  to  Jamaica  as  nursemaid  for 
seven  months.  She  menstruated  without  pain  Avhile  there, 
but  when  she  returned  to  England  the  pain  returned. 
Vedeler*  tells  of  a patient  who  had  no  pain  except  when 
living  in  a town  (Christiania).  When  she  went  to  the 
country,  the  pain  ceased ; when  she  came  back  to  town, 
she  again  had  the  pain.  I have  had  one  patient,  who  had 

* “ Arch.  >.  Gyr.,,”  Bd.  xxi. 
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fibroids,  and  in  whom  the  pain  was  felt  between  the  menstrua- 
tions— not  at  the  time.  The  nature  of  the  pain  was  shown 
by  its  cure,  every  time  that  it  recurred,  by  dilatation  ol 
the  cervix. 

Spasmodic  dysmenorrhoea  and  marriage. — It  is  some- 
times stated  that  spasmodic  dysmenorrhoea  is  made  worse 
by  marriage.  My  experience  makes  me  think  this  an  error. 
The  pain  is  unaffected  by  marriage,  unless  excessive  pelvic 
congestion  follows  marriage,  in  which  case  the  pain  of  pelvic 
congestion  becomes  added  to  the  spasmodic  pain.  Spasmodic 
dysmenorrhoea  is  often,  but  not  invariably,  associated  with 
sterility.  If  the  patient  become  pregnant,  the  dysmenorrhoea 
is  usually  cured.  Often  it  is  associated  not  only  with 
sterility,  but  with  absence  of  sexual  desire  and  pleasure ; and 
sometimes  with  vaginismus.  When,  Avith  dysmenorrhoea, 
sexual  desire  and  pleasure  are  absent,  cure  of  the  dysmenor- 
rhoea will  often  create  them.  I cannot  say  how  often  this 
is  so,  because  routine  inquiries  on  this  point  cannot  be  made  ; 
but  I have  been  told  of  it  often  enough  to  make  me  sure 
that  it  is  not  coincidence,  but  cause  and  effect. 

In  what  patients. — Spasmodic  dysmenorrhoea  occurs  in 
sensitive  Avomen.  The  subjects  of  it  are  often  tall,  well- 
nourished,  not  anaemic,  intelligent,  but  ahvays  sensitive  and 
often  Aveak.  It  seldom  occurs  in  women  of  Avhat  the  late 
Dr.  H.  G.  Sutton  used  to  call  the  “ fibrous  type  ” — Avomen 
Avith  broad  and  deep  chests,  strong  jaAvs,  long  lips,  Avide 
arched  (Norman,  not  Gothic)  palates,  sound,  regular  (not 
croAvded)  teeth.  Sometimes  Ave  meet  Avith  it  in  under-sized, 
thin,  Aveak,  pale  patients,  Avho  are  subject  to  headache  and 
backache,  and  cannot  bear  any  strain,  mental  or  physical ; 
in  such  patients  cure  is  unlikely. 

Treatment. — Spasmodic  dysmenorrhoea  has  no  tendency  to 
spontaneous  cure.  The  only  natural  cure  is  pregnancy.  It 
is  bad  for  a young  girl  to  have  her  thoughts  dwell  on  her 
sexual  organs ; and,  therefore,  if  the  pain  is  slight,  it  may  be 
better  for  it  not  to  be  treated.  This  is  especially  the  case  if 
the  patient  be  contemplating  marriage,  for  this  may  lead  to 
cure  by  pregnancy.  In  such  a case,  therefore,  postpone 
treatment  until  sterility  in  marriage  calls  for  it.  Pregnancy 
does  not  ahvays  cure  dysmenorrhoea;  but  if  it  does  not,  no 
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other  treatment  consistent  with  preservation  of  the  function 
will  do  so.  Treatment  being  required,  that  treatment  is  of 
three  kinds : — 

1.  General,  or  medicinal. 

2.  Local. 

3.  Radical. 

1.  General  or  medicinal  treatment. — This  is  of  three 
kinds  : — 

(a)  Tonic. — The  commonplace  advice  to  “attend  to  the 
general  health  ” is  good  in  all  diseases ; but  is  seldom  re- 
quired in  spasmodic  dysmenorrhoea,  for  most  subjects  of  it  are 
otherwise  in  good  health.  The  patient  should,  of  course, 
be  advised  to  live  according  to  the  laws  of  health  ; and  if  she 
be  anaemic,  ill-nourished,  costive,  sleep  or  eat  badly,  these 
things  should  be  corrected  as  in  any  other  patient. 

( b ) Specific. — There  is  no  drug  that  will  always  in  every 
case  remove  the  pain  of  spasmodic  dysmenorrhoea.  Guaiacum 
will  cure  some  cases.  I know  not  how,  nor  what  cases ; but  I 
have  no  doubt  of  the  fact.  Give  gr.  x of  guaiacum  resin  in 
half  an  ounce  of  honey  three  times  a day,  beginning  a 
week  before  menstruation  is  expected.  The  drug  that 
oftenest  relieves  is  antipyrin.  If  the  pain  only  lasts  a 
few  hours,  let  the  patient  take  immediately  it  begins  one, 
two,  or,  if  necessary,  three  15  gr.  doses  (each  combined  with 
half  a fluid  drachm  of  spt.  chlorof.  or  spt.  ammon.  arom.)  at 
half-hourly  intervals.  If  the  pain  lasts  longer  than  a few 
hours  let  the  intervals  between  the  doses  be  longer.  I have 
not  given  more  than  45  gr.  in  one  day ; but  I should  do  so 
if  no  ill  effect  were  produced  by  that  dose. 

Supposed  dangers  of  antipyrin. — Some  people  think 
that  the  frequent  use  of  antipyrin  is  dangerous.  I have  never 
seen  or  heard  of  serious  ill-effects  from  it  when  prescribed 
as  advised  above.  It  is  an  analgesic,  not  a hypnotic.  It  is 
true  that  if  a patient  is  induced  to  take  it  carelessly  whenever 
she  has  a pain  or  a headache,  it  is  very  likely  that  some  day 
or  other  she  may  take  too  much.  But  this  is  not  a reason 
against  prescribing  it  in  measured  doses  once  a month. 
Occasionally  it  produces  a rose-colour  rash.  Occasionally  also 
it  produces  symptoms  like  those  of  a hysterical  seizure : 
emotional  excitement  with  frequency  of  pulse.  These  effects 
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are  not  serious.  They  are  due  to  idiosyncrasy.  They  should 
make  you  cautious  in  again  giving  the  drug  to  that  patient,  but 
not  make  you  refrain  from  prescribing  it  for  those  it  suits. 

If  antipyrin  fails,  try  phenacetin  in  10  gr.  doses.  I once 
found  exalgin  in  iij  gr.  doses  succeed  when  these  failed ; but 
further  trial  has  not  brought  further  proof  of  its  efficacy. 
What  I have  said  about  ammonia  salts  and  castoreum 
in  membranous  dysmenorrhoea  applies  also  to  spasmodic 
dysmenorrhcea.  Bromides  sometimes  give  a little  relief  by 
favouring  sleep. 

(c)  Narcotic. — That  is,  opium  or  alcohol.  Sometimes 
the  pain  is  so  severe  that  the  doctor  is  driven  to  use  an 
opiate ; or  the  patient  to  take  alcohol  in  sufficient  dose  to 
procure  sleep.  I mention  this  to  advise  against  it.  If  the 
pain  is  so  severe  as  this,  and  cannot  be  otherwise  cured,  it  is 
better  even  to  remove  the  ovaries  than  to  let  the  patient  get 
addicted  to  reliance  on  these  drugs. 

2.  Local  treatment. — -If  the  pain  can  be  relieved  by 
medicinal  treatment,  local  treatment  is  not  needed.  But 
failure  of  medicinal  treatment  does  not  always  make  local 
treatment  necessary.  The  request  of  a young  unmarried  girl 
is  not  a sufficient  reason  for  local  treatment,  for  she  may  not 
understand  the  reasons  against  it.  Before  using  local  treat- 
ment do  two  things : (1)  Judge  as  to  the  severity  of  the 
pain  from  some  evidence  other  than  the  patient’s  own 
statement.  The  pain  cannot  be  very  bad  if  no  indications 
of  its  presence  can  be  perceived  by  an  onlooker.  (2)  Explain 
the  nature  of  the  treatment  fully  to  the  patient’s  mother, 
or  to  a matron  whose  advice  the  patient  trusts,  so  that 
she  may  not  assent  to  it  without  knowing  what  it  is.  In 
married  women  the  accompanying  sterility  may  justify  local 
treatment,  even  when  the  dysmenorrhceal  pain  is  slight. 
Local  treatment  consists  in  dilating  the  cervical  canal. 

Methods  of  dilatation.- — Three  ways  of  doing  this  have 
been  practised  : — (A)  cutting  ; (B)  stretching  ; (C)  wearing  an 
instrument. 

(A)  Cutting. — This  has  been  used  to  enlarge  (a)  the  exter- 
nal (b)  the  internal  os.  (a)  Division  of  the  external  os. — There 
is  no  doubt  that  some  cases  of  dysmenorrhcea  can  be  cured  by 
dividing  the  external  os.  When  I began  to  practise  it  was 
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the  regular  treatment,  mainly  from  its  being  recommended 
in  the  meat  work  of  Robert  Barnes  * He  recommended  it 

o 

on  mechanical  grounds,  thinking  that  menstruation  was 
painful  because  the  cervix  was  malformed,  and  the  os 
externum  abnormally  small.  I have  already  said  that  these 
so-called  malformations  are  met  with  in  women  who  men- 
struate without  pain.  The  evidence  we  have  is  small,  but  so 
far  as  it  goes  it  shows  that  dysmenorrhcea  is  not  commoner 
in  women  in  whom  the  os  externum  is  abnormally  small  than 
among  women  in  general,  f On  the  other  hand,  I have 
cured  patients  by  division  of  an  os  externum  which  would 
admit  No.  12  bougie.  The  effect  of  this  operation  is,  there- 
fore, not  mechanical. 

Mode  of  operation. — Some  have  divided  the  vaginal 
portion  completely  on  both  sides,  some  on  one  side  only, 
some  behind.  I think  if  it  is  done  at  all  it  should  be  done 
completely.  Insert  a duckbill  or  Barnes’s  crescent  speculum, 
note  the  length  of  the  vaginal  portion,  fix  the  cervix  with 
a hook,  and  then  with  ordinary  scissors  cut  through  the 
cervix  on  both  sides,  taking  care  not  to  cut  beyond  the 
vaginal  insertion.  If  this  operation  is  done  with  clean  instru- 
ments, and  the  patient  is  kept  clean  afterwards,  it  is  free  from 
danger.  Faulty  as  the  theory  is,  I can  from  experience 
assert  that  this  operation  cured  some  patients,  but  I am 
unable  to  define  the  cases.  After  I had  learned  from  Mat- 
thews Duncan  the  effect  of  dilatation,  I found  that  some 
patients  in  whom  division  of  the  vaginal  portion  had  failed 
were  cured  by  dilatation  of  the  internal  os ; and,  therefore, 
I now  advise  the  latter.  I have  seen  cases  in  which  dila- 
tation of  the  internal  os  has  failed,  and  division  of  the  vasfinal 
portion,  combined  with  further  dilatation,  has  succeeded. 
Therefore,  in  a bad  case  in  which  dilatation  has  failed,  I think 
the  vaginal  portion  should  be  divided. 

(b)  Incision  of  the  internal  os. — When  dilatation  of  the 
os  internum  with  bougies  was  first  introduced,  the  bougies 
used  to  be  passed  daily,  and  left  in  a long  time.  This  pro- 
tracted treatment  was  so  unpleasant  for  the  patients,  and  so 
slow,  that  Sir  James  Simpson  introduced  incision  of  the  os 

* Clinical  History  of  the  Diseases  of  Women, 

f See  Cliampneys,  op.  cit.,  p.  66, 
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internum  with,  a sheathed  knife  called  a metrotome  as  a 
speedier  method.  In  his  hands,  and  those  of  others,  it  was 
often  fatal.  The  uterine  arteries  enter  the  uterus  at  the  level 
of  the  os  internum,  and  are  therefore  liable  to  be  wounded. 
This  operation  has  no  advantage  over  dilatation,  and  there- 
fore ought  never  to  be  done. 

(B)  Stretching. —There  are  three  chief  methods  of  stretch- 
ing the  os  internum.  ( a ) By  the  introduction  of  a two-,  three-, 
or  four-bladed  dilator,  the  blades  of  which  are  separated  by 
a screw.  I mention  these,  because  they  seem  to  be  fashion- 
able in  America  and  on  the  Continent.  With  these  in- 
struments the  pressure  by  which  the  canal  is  opened  up 
is  concentrated  on  two  or  more  points,  instead  of  being 
ecpially  distributed  ; and  it  is  difficult  for  the  hand  to  appre- 
ciate the  amount  of  resistance  to  stretching  when  this  is  done 
by  turning  a screw.  Such  instruments  tear  rather  than  stretch. 
Have  nothing  to  do  Avith  them. 

(b)  By  the  successive  passage  of  bougies  of  gradually 
increasing  size.  This  is  the  best  way.  It  Avas  introduced 
by  Mackintosh  in  1836,  and  Avas  taught  in  London  by 
MattheAvs  Duncan.  In  some  old  books  bad  results  are  spoken 
of  from  this  treatment ; but  they  came  from  the  practice,  at 
first  customary,  of  leaving  bougies  (not  always  clean) 
in  the  cervix  for  several  hours,  Avliich  is  unnecessary. 
Dilatation  Avitli  bougies  can  be  done  Avithout  an  anaesthetic 
at  the  doctor’s  house,  and  the  patient  can  Avalk  home  after- 
Avards.  But  this  is  not  advisable  unless  there  are  reasons  for 
it  special  to  the  case.  The  pain  is  often  severe,  and  the  patient 
ought  to  be  able  to  rest  after  it.  The  operation  is  better  done 
at  the  patient’s  house,  and  under  anaesthesia.  Antiseptic 
precautions  should  be  used  in  any  case.  The  cervical  canal 
Avill  usually  admit  No.  6 or  7 bougie,  to  begin  Avith ; sometimes 
it  Avill  not,  and  you  must  begin  Avith  a smaller  one.  The 
prospect  of  cure  does  not  depend  upon  the  size  of  the  canal. 
I have  lcnoAvn  a case  cured  by  the  passage  of  No.  8. 
When  the  bougie  passes  the  os  internum  the  patient  Avill 
complain  of  pain.  The  bougie  is  left  in  the  canal,  and  usually 
in  tAvo  or  three  minutes  the  pain  Avill  have  passed  off,  and  the 
next  size  can  be  passed.  If  the  pain  has  not  subsided  Avithin, 
say,  ten  minutes,  the  dilatation  had  better  be  discontinued. 
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The  dilatation  should  be  carried  to  such  a degree  as  to  stretch 
the  canal,  but  not  to  tear  it.  The  operator  should  feel  resist- 
ance to  the  passage  of  the  bougie,  and  the  instrument  should 
be  gripped  by  the  canal,  but  great  force  should  not  be  used. 
I know  not  what  is  the  minimum  amount  of  dilatation  that  is 
enough  to  cure.  I think  that  as  a rule  up  to  No.  12  is 
enough.  When  I have  dilated  the  cervix  under  anaesthesia  I 
have  always  carried  it  as  far  as  possible  without  injury. 
Metal  bougies,  those  sold  as  Matthews  Duncan’s,  are  best ; 
with  them  a speculum  is  not  needed  (Fig.  161).  Gum  elastic 


Fig.  1G1. — Duncan’s  bougies. 


flexible  bougies  can  be  used,  but  not  without  a speculum.  I 
have  never  seen  any  bad  results  from  this  little  operation. 
The  worst  that  can  happen,  if  clean  instruments  are  used,  is 
failure  to  cure. 

I have  seen  cases  in  which  a slight  dilatation  has  cured 
for  a short  time ; then  after  relapse  a larger  dilatation  has 
produced  a longer  relief  from  pain;  then  yet  greater  dila- 
tation has  procured  still  longer  benefit.  But  the  obstacles 
to  the  following  up  of  cases  in  consulting  practice  prevent 
me  from  being  able  to  assert  from  large  experience  that 
this  is  the  rule. 

(c)  By  tents. — That  is,  by  putting  in  the  cervical  canal  a 
piece  of  dry  laminaria,  which  imbibes  moisture  from  the  canal, 
swells,  and  stretches  it.  (Sponge  tents  are  here  unsuitable, 
for  if  there  is  any  difficulty  in  the  introduction  of  a sponge 
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tent,  its  tip  softens,  and  then  it  cannot  be  passed).  The  dis- 
advantage of  laminaria  is  that  it  forces  open  the  cervix  with 
enormous  and  uncontrollable  power.  If,  as  sometimes  happens, 
the  os  internum  will  not  expand  beyond  a certain  size,  the 
tent  swells  above  and  below  the  os,  and  great  force  has  to  be 
used  to  get  it  out.  This  is  injurious.  Such  powerful  dilata- 
tion is  not  wanted  in  dysmenorrhcea.  I know  of  no  advantage 
that  tents  have  over  bougies  in  the  treatment  of  this  disease. 

Prognosis  from  dilatation. — Generally  dilatation  cures, 
sometimes  it  fails.  Failure  may  be  : (1)  because  the  diagnosis 
is  incorrect;  or  (2)  the  disease  incurable.  (1)  The  menstrual 
pain  may  be  congestive  or  neuralgic,  not  spasmodic ; that  is, 
adopting  Duncan’s  use  of  the  word,  the  case  is  not  one  of 
true  dysmenorrhcea.  Diagnosis  is  often  difficult  and  some- 
times impossible ; for  you  have  to  make  it  not  from  physical 
signs,  but  from  female  phraseology.  The  patient  may  have 
both  congestive  and  spasmodic  pain;  and  you  may  cure 
the  spasmodic  pain,  but  the  patient  be  disappointed  because 
the  congestive  pain  remains.  When  diagnosis  is  doubtful, 
and  both  patient  and  pain  are  such  as  justify  local  treatment, 
you  must  dilate  in  the  hope,  rather  than  the  probability, 
of  cure.  (2)  Some  cases  of  spasmodic  dysmenorrhcea  are 
incurable.  It  is  difficult  to  identify  these  cases  before 
beginning  treatment.  Assuming  that  the  pain  is  of  the  true 
spasmodic  kind  (very  severe,  in  paroxysms  of  short  duration, 
not  relieved  by  lying  down)  the  following  are  the  points  which 
tell  against  the  prospect  of  cure : (i)  Imperfect  development 
of  the  uterus.  If  it  is  short,  or  if,  though  normal  in  length, 
it  is  small,  and  its  canal  narrow,  cure  is  less  likely  to  follow 
dilatation  than  if  the  uterus  were  full-sized,  (ii)  A neurotic 
patient.  If  she  is  very  excitable  and  sensitive ; if  she  has 
since  girlhood  been  subject  to  headaches,  backaches,  and 
neuralgias  ; if  she  is  always  easily  fatigued ; if  vaginal  exam- 
ination and  the  passage  of  a bougie  through  the  internal 
os  produce  pain  and  general  disturbance  which  does  not 
quickly  pass  off ; then  the  prognosis  as  to  cure  of  clysmen- 
orrhoea  is  not  hopeful. 

In  most  cases  in  which  the  menstrual  pain  presents  the 
features  that  I have  described  as  characteristic  of  spasmodic 
dysmenorrhcea,  it  is  cured  by  dilatation  of  the  cervix.  In 
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many  the  pain  never  returns.  Some  become  pregnant.  Others, 
although  they  remain  single  or  sterile,  menstruate  painlessly 
until  the  function  ceases.  Some  menstruate  without  pain 
for  a few  months  or  years,  and  then  the  pain  returns,  and  can 
be  again  cured  by  a further  dilatation.  In  a few,  no  benefit 
follows,  and  you  will  have  to  consider  whether  further  treat- 
ment should  be  carried  out  or  the  patient  be  advised  to 
put  up  with  the  pain.  It  is  not  possible  to  make  exact  state- 
ments as  to  the  proportion  cured,  or  the  duration  of  the 
cure,  without  following  the  after-history  for  the  greater 
part  of  their  lives  of  all  the  patients  treated  ; and  this  in 
London  practice  cannot  be  done.  The  statements  I have 
made  I know  to  be  true  of  some  patients. 

(C)  Wearing  a stem  in  the  uterus. — This  treatment 
was  introduced  to  straighten  anteflexion,  at  one  time 
supposed  to  be  a disease.  Anteflexion  being  the  natural 
shape  of  the  uterus,  could  not  be  altered  otherwise  than 
by  a rigid  stem  inside  the  uterus  to  hold  it  straight.  It 
was  found  that  these  stems  sometimes  cured  dysmenorrhcea ; 
and  this  was  thought  proof  that  the  theory  was  correct.  But 
when  an  instrument  that  just  fills  the  cervical  canal  is  left 
in  it,  the  cervix  soon  dilates  until  the  instrument  lies  loosely. 
The  stem  therefore  dilates  as  well  as  straightens.  When 
the  stem  is  taken  out,  the  uterus  at  once  resumes  its  old  shape ; 
but  if  the  dysmenorrhcea  has  been  cured  it  does  not  return, 
showing  that  it  is  the  dilatation,  and  not  the  straightening, 
which  removes  the  pain.  In  some  cases  in  which  dilatation 
with  bougies  fails,  the  more  prolonged  action  of  a stem  worn 
in  the  uterus  succeeds.  But  these  are  rare ; and  there  are 
grave  objections  to  the  experimental  use  of  this  treatment. 
Stems  usually  produce  haemorrhage  and  leucorrhoea.  If  worn 
too  long  they  cause  ovarian  pain.  In  many  cases  they  have 
caused  fatal  peritonitis.  These  dangers  are  minimised  if  strict 
antiseptic  precautions  are  used,  and  if  care  is  taken  that 
the  length  of  the  stem  is  such  that  its  end  cannot  press  upon 
the  fundus  uteri.  Even  then  the  patient  must  be  kept  under 
close  observation  while  she  is  wearing  the  stem  lest  endo- 
metritis should  be  set  up,  escape  notice,  and  extend  along  the 
tubes  to  the  peritoneum.  The  cases  in  which  a stem  cures 
after  dilatation  by  bougies  has  failed  are  very  rare.  A stem 
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should  never  be  used  without  explanation  to  the  patient 
of  the  risk  involved  and  the  probability  of  failure.  Its 
use  is  hardly  ever  justifiable  in  an  unmarried  woman.  A 
sterile  married  woman  may  think  the  danger  and  discom- 
fort worth  incurring  for  the  possible  cure  of  dysmenorrhoea 
and  sterility.  Even  in  this  case  you  will  be  wise  if  }tou 
advise  the  patient  to  be  content  as  she  is,  although  you 
may  yield  to  her  wish  if,  having  had  the  dangers  explained  to 
her,  she  yet  desires  this  treatment  to  be  tried. 

3.  Radical.  The  radical  treatment  of  spasmodic  dysmen- 
orrhoea is  to  stop  menstruation  by  spaying  or  by  hysterectomy. 
Cases  have  been  reported  in  which  menstruation  did  not  stop 
after  the  ovaries  were  supposed  to  have  been  removed.  The 
explanation  of  these  is  that  the  ovaries  were  not  completely 
removed.  In  most  such  cases  the  operation  was  done  either 
on  account  of  inflammation  or  to  stop  bleeding  from  fibroids 
and  in  these  conditions  the  parts  are  often  so  altered  that  it 
becomes  difficult  to  be  sure  of  removing  the  whole  ovary. 

Spaying  robs  the  patient  of  the  prospect  both  of  mater- 
nity and  marriage,  for  it  causes  atrophy  of  the  whole  genera- 
tive tract,  with  shrinking  and  loss  of  elasticity  of  the  vagina. 
Hysterectomy  makes  pregnancy  impossible,  but  if  the  ovaries 
are  left  behind,  does  not  produce  shrinking  of  the  vagina  or 
deprivation  of  sexual  feeling  : it  therefore  does  not  necessarily 
unfit  the  patient  for  marriage. 

Before  advising  operation  be  sure  of  your  diagnosis.  It  is 
often  difficult  to  distinguish  spasmodic  dysmenorrhoea  from 
neuralgic  pain  ; and  if  the  pain  be  of  the  latter  kind  operation 
will  do  no  good.  Operative  treatment  is  better  (more  sure 
and  less  dangerous)  than  treatment  with  stems  ; and  better 
also  than  accustoming  the  patient  to  the  habitual  use  of 
narcotics. 
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CHAPTER  XLII. 

CONGESTIVE  DYSMENORRHCEA. 

Monthly  pain  due  to  pelvic  congestion. — The  cases 
described  in  the  foregoing  pages  are  the  only  ones  to  which 
the  term  “ dysmenorrhoea  ” applies,  if  this  term  be  used  in 
the  strict  sense  adopted  by  Matthews  Duncan. 

But  patients  often  ask  for  relief  from  monthly  pain  not 
due  to  uterine  contraction,  but  to  the  pelvic  congestion  which 
precedes  and  accompanies  menstruation.  As  this  is  a part  of 
the  menstrual  process,  I think  it  proper  to  call  these  cases 
also  “ dysmenorrhoea,”  distinguishing  them  by  an  adjective 
which  indicates  the  cause  of  the  pain.  The  disease  is  con- 
gestive dysmenorrhoea. 

Kinds  of  congestive  dysmenorrhoea. — Cases  in  which 
the  menstrual  congestion  produces  more  than  usual  pain  may 
be  divided  into  three  groups. 

1.  Primary,  in  which  the  pain  has  been  felt  since  the 
patient  began  to  menstruate. 

2.  Acquired,  in  which  menstruation  has  only  recently 
been  painful. 

3.  Secondary,  in  which  there  are  physical  signs  of  disease 
.which  accounts  for  the  pain. 

What  is  ovarian  dysmenorrhoea  ? — Cases  in  which  pelvic 
congestion  causes  pain  may  also  be  divided  according  to  the 
seat  of  pain.  In  some  it  is  diffused  over  the  whole  pelvic 
region.  In  others  the  patient  points  to  the  situation  of  the 
ovary  as  the  seat  of  pain,  so  that  the  disease  is  monthly 
ovarian  pain.  These  cases  have  long  been  known  as  “ ovarian 
dysmenorrhoea,”  and  whether  this  term  be  correct  or  not, 
it  is  now  justified  by  usage.  Ovarian  dysmenorrhoea  may 
also  be  (1)  primary,  (2)  acquired,  or  (3)  secondary.  These 
words  have  the  same  meaning  when  applied  to  ovarian 
dysmenorrhoea  that  they  have  when  applied  to  congestive 
dysmenorrhoea. 
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Cl)  Primary  congestive  dysmenorrhcea. — In  these  cases 
there  seems  to  be  nothing  wrong  except  that  the  pelvic 
aching,  such  as  in  most  women  accompanies  menstruation, 
is  worse  than  usual.  The  patient  may  he  otherwise  in  good 
health.  The  uterus  is  movable ; there  are  no  physical  signs 
of  any  kind.  The  how  is  average  in  amount.  In  the  interval 
the  patient  is  well.  There  seems  to  be  a disproportion  between 
the  local  suffering  and  the  patient’s  power  of  resistance.  In 
some  cases  it  is  from  an  increased  disposition  to  complain, 
there  being  no  reason  other,  than  the  patient’s  statements  to 
think  that  she  suffers  more  than  most  women.  I have  known 
a suggestion  of  removal  of  the  ovaries  cause  nothing  more  to 
be  heard  of  the  pain.  But  other  patients  have  been  ener- 
getic, unselfish  women,  and  there  was  no  reason  to  question 
their  statements  that  they  did  suffer  much. 

Characters  of  the  pain. — In  these  cases  the  pain  is 
constant,  not  paroxysmal.  It  precedes  the  flow  by  some 
days,  often  as  much  as  a week ; it  is  worse  at  the  beginning 
of  the  flow,  and  gets  better  as  the  flow  passes  off.  It,  is  not 
so  severe  as  to  produce  visible  effects  : the  patient  does  not 
faint,  or  vomit,  or  roll  about.  It  is  lessened  by  lying  down, 
but  with  effort  the  patient  can  keep  about  in  spite  of  it.  It  is 
aggravated  by  alcohol  and  by  constipation. 

Primary  ovarian  dysmenorrhcea. — The  only  difference 
between  primary  congestive  and  primary  ovarian  dysmen- 
orrhoea  is  that  in  the  latter,  when  the  patient  is  asked  where 
she  feels  pain,  she  puts  her  finger  on  a spot  about  two 
inches  internal  to  the  anterior  iliac  spine,  instead  of  referring 
it  to  the  lower  abdomen  and  back  generally.  It  seems  as 
if  the  congestion  had  the  special  effect  of  making  the  ovary 
painful. 

Etiology. — We  know  nothing  of  the  conditions  which 
in  some  young  women  make  the  menstrual  congestion 
especially  painful.  If  it  arise  from  imprudence  when  the 
menstrual  function  began,  we  know  nothing  as  to  what 
particular  imprudence  is  likely  to  cause  it.  Ungratified 
sexual  desire  has  been  invoked  as  a cause,  but  the.  effect  of 
marriage  is  seldom  what  would  be  expected  if  this  were  true. 
I have  met  with  this  form  of  dysmenorrhcea  in  apparently 
healthy  women,  whose  history  seemed  go  show  that  during 
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childhood  and  adolescence  everything  had  been  done  to  favour 
physical  development,  and  who  could  tell  of  no  exceptional 
circumstance  that  had  made  them  ill. 

Prognosis. — The  effect  of  treatment  is  in  these  cases 
unsatisfactory.  This  kind  of  menstrual  pain  has  no  tend- 
ency to  spontaneous  cure.  Marriage  generally  aggravates 
the  pain ; time  somewhat  improves  it,  familiarity  perhaps 
breeding  contempt,  or  disappointment  with  attempts  at  relief 
leading  the  patient  to  cease  asking  for  it. 

Treatment. — The  only  treatment  is  recumbency  during 
the  pain.  Do  not  give  narcotics.  Tell  the  patient  that 
nothing  more  can  be  done,  and  then  she  will  accept  the 
inevitable.  If  she  be  costive,  give  laxatives.  Have  nothing 
to  do  with  removal  of  the  ovaries  for  this  kind  of  pain, 
for  if  menstruation  be  thus  stopped,  the  pain  may  continue. 
In  a case  in  which  this  kind  of  pain  was  said  to  lay  the 
patient  up  each  month,  and  there  was  also  contracted  pelvis, 
so  that  the  prospect  of  motherhood  was  slight,  I recom- 
mended removal  of  the  ovaries.  But  the  patient  when  told 
what  she  would  lose  by  losing  the  ovaries,  chose  rather  to 
bear  the  pain.  Some  years  afterwards  she  came  back  with 
an  ovarian  tumour.  It  was  put  to  her  that  since  an  operation 
must  be  done,  she  might  as  well  be  cured  of  the  dys- 
menorrhoea  and  the  tumour  at  the  same  time.  She  assented, 
and  both  ovaries  were  removed.  But  six  months  after  she 
returned,  saying  that  the  pelvic  pain  was  no  better,  although 
it  was  no  longer  menstrual  pain.  Ultimately,  however,  the 
pain  ceased : returning  only  from  time  to  time  when  the 
patient  was  depressed  in  nervous  tone. 

The  best  cure  is  circumstances  which  help  the  patient 
to  ignore  it.  R.  Barnes  * well  says  : “ Occupation,  physical 
and  mental,  is  the  great  panacea.  ‘ Something  to  do  ' ’ is  the 
great  female  cry.” 

(2)  Acquired  congestive  dysmenorrhcea. — In  these  cases 
the  history  is  that  the  patient  menstruated  with  little  or  no 
pain  till  recently ; she  comes  to  be  treated  because  she  suffers 
more  than  she  used  to  during  menstruation,  but  has  no 
trouble  worth  mentioning  in  the  interval. f 

* “ Diseases  of  Women,”  1st  edition,  p.  218. 
f See  a paper  by  the  author,  Lancet,  1881,  vol.  i. 
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Diagnosis. — The  distinguishing  marks  of  this  form  of 
painful  menstruation  are  the  following: — Diminution  in 
the  quantity  of  the  flow,  without  anything  to  explain  it 
in  the  patient’s  general  condition.  Wasting  or  anaemia 
may  make  menstruation  scanty,  but  such  lessening  of  the 
How  is  conservative,  is  not  accompanied  with  pam,  and 
its  cause  is  evident  in  the  patient’s  appearance.  In  acquired 
congestive  dysmenorrhoea  the  patient’s  aspect  is  that  of 
health:  she  is  florid.  With  the  decrease  in  the  quantity  of  the 
flow  there  has  come  increase  in  the  pain.  The  pain  is  not 
very  severe ; it  is  constant,  not  paroxysmal,  although  it  varies 
from  time  to  time  in  intensity ; it  is  not  definitely  localised,  but 
felt  in  the  lower  belly  and  back  and  down  the  thighs.  It  is 
described  as  an  aching,  throbbing,  or  “gathering”  pain.  It  is 
lessened,  but  not  removed,  by  lying  down.  It  begins  a day  or 
two  before,  accompanies,  and  lasts  a day  or  two  after,  the  How. 
It  is  often  accompanied  by  slight  pain  in  making  water,  and 
increased  frequency  of  the  desire  to  micturate.  Examination 
shows  no  physical  signs  of  disease.  The  uterus  is  generally 
large,  because  this  form  of  menstrual  pain  especially  occurs  in 
women  who  have  had  children ; and  it  may  be  slightly 
tender  when  compressed  during  bimanual  examination. 

Causes. — This  form  of  menstrual  pain  occurs  chiefly  in 
parous  women,  occasionally  in  the  nulliparous,  seldom  in 
virgins.  It  often  (like  most  diseases  that  affect  parous 
women)  goes  with  sub-involution,  but  not  always.  It  may 
be  produced  by  some  sudden  disturbance  of  the  vaso-motor 
system,  such  as  a chill,  a physical  or  emotional  shock, 
occurring  at  the  menstrual  period  and  checking  the  flow; 
but  often  the  patient  cannot  tell  of  any  cause. 

Prognosis. — This  form  of  dysmenorrhoea,  if  treated  within 
a few  months,  can  be  cured.  When  cured,  it  often  relapses ; 
but  if  treatment  of  the  relapse  is  prompt,  it  is  quickly  cured. 
If  left  untreated  for  many  months,  the  duration  of  the  pain 
each  month  increases,  and  it  may  at  length  become  continuous, 
lasting  from  one  menstruation  to  the  next ; and  when  it  has 
thus  become  chronic  the  effect  of  treatment  is  transitory. 

Treatment. — The  treatment  consists  in  local  depletion. 
(1)  by  glycerine,  (2)  by  blood-letting.  When  (1)  glycerine 
is  put  into  the  vagina,  its  attraction  for  water  causes  a 
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transudation  of  watery  fluid  from  the  parts  with  which  it  is 
in  contact.  I have  demonstrated  that  it  has  this  effect.*  The 
glycerine  is  best  used  in  the  form  of  pessaries,  made  of 
glycerine  with  .enough  gelatine  to  make  a solid  mass.  Let 
the  patient  insert  one  such  pessary  as  far  into  the  vagina  as 
she  can  each  night,  or  night  and  morning  if  necessary.  In  the 
latter  case  let  her  lie  down  for  an  hour  after  putting  in  the 
pessary,  lest  it  should  slip  out.  Warn  the  patient  of  the 
discharge  which  the  pessary  will  cause.  Should  you  not  have 
at  hand  a chemist  able  to  make  these  pessaries,  apply  the 
glycerine  in  plugs  of  absorbent  cotton,  each  plug  about  the 
size  of  a walnut,  and  tied  round  with  a piece  of  string  for  easy 
removal.  Let  the  patient  saturate  one  of  these  plugs  with 
glycerine  and  use  it  in  the  same  manner  as  the  pessaries. 

2.  By  blood-letting. — This  is  best  done  by  leeches.  In 
most  places  a nurse  can  now  be  got  who  can  apply  them  to 
the  cervix.  The  suction  of  the  leech  makes  a smaller  wound 
suffice  than  would  otherwise  be  needed.  Let  from  three  to 
six  leeches  be  applied.  If  a nurse  and  leeches  be  not  avail- 
able, puncture  the  cervix  through  a Fergusson’s  speculum  with 
a pointed  knife.  Let  from  four  to  six  ounces  of  blood  flow. 
If  bleeding  stop  before  this  amount  has  been  reached,  puncture 
again,  and  if  needful  more  deeply.  If  it  goes  on  after  enough 
has  been  lost,  stop  it  by  syringing  with  hot  water. 

In  the  treatment  of  a case  tell  the  patient  to  send  for  the 
nurse  as  soon  as  the  monthly  pain  begins.  After  the  leeches 
have  been  applied,  let  the  patient  keep  recumbent  till  all 
bleeding  has  ceased.  The  effect  will  be  to  relieve  the  pain, 
and  in  a few  days  menstruation  will  come  on  more  copiously. 
If  any  pain  linger  on  before  menstruation  and  after  it  has 
ceased,  let  the  patient  use  glycerine  in  the  manner  described. 
If  this  treatment  be  applied  before  the  dysmenorrhoea  has 
lasted  more  than  six  months,  the  effect  of  one  leeching  will 
probably  be  that  the  next  menstruation  will  come  on  as 
copiously  and  with  as  little  pain  as  when  the  patient  was  in 
health.  But  it  may  have  to  be  repeated  two  or  three  times. 
After  this  the  patient  may  go  for  months  in  health,  and  if  the 
flow  then  become  again  scanty  and  painful,  one  leeching  will 
again  put  matters  right.  I have  had  patients  who  have  thus 

* “ Obst.  Trans.,”  vol.  xxx. 


CONGESTIVE  DYSMENORRHCEA. 


553 


gone  on  for  years,  sending  for  a nurse  once  or  twice  in  the 
course  of  the  year.  It  is  almost  needless  to  add  that  you 
should  advise  the  patient  to  live  according  to  the  laws  of 
health,  more  particularly  not  to  let  the  bowels  be  confined ; 
to  take  no  alcohol,  and  not  to  incur  fatigue. 

Acquired  ovarian  dysmenorrhcea.  — In  this  form  a 
patient  unaccustomed  to  menstrual  pain  consults  you 
because  she  has  come  to  suffer  from  pain  in  the  ovary  with 
each  menstruation.  You  may  find  the  uterus  either  fixed 
or  movable.  If  it  is  fixed,  the  case  is  one  of  secondary 
dysmenorrhcea.  If  the  ovaries  and  uterus  are  freely  movable, 
then  the  case  is  one  of  acquired  ovarian  dysmenorrhcea : 
that  is,  it  is  ovarian  pain  felt  only  or  chiefly  during  menstrua- 
tion. In  Chapter  YI II.  I have  described  the  causes,  and 
treatment  of  ovarian  pain ; and  acquired  ovarian  dys- 
menorrhcea will  be  found  due  to  one  of  these  causes,  and 
is  to  be  treated  according  to  its  cause.  It  has  been  said 
that  such  pain  is  because  the  tunica  albuginea  is  too  thick 
or  too  tough,  so  that  Graafian  vesicles  do  not  burst  pro- 
perly. This  is  theory ; no  morbid  changes  have  ever  been 
shown  to  be  connected  with  either  primary  or  secondary 
ovarian  dysmenorrhcea.  Robert  Barnes  says  he  has  noticed 
dysmenorrhcea  complained  of  prior  to  the  development  of 
ovarian  tumours.  I should  rather  put  it,  in  the  early  stages 
of  their  growth.  It  is  only  a small  proportion  of  ovarian 
tumours  that  present  this  history,  and  we  do  not  know 
what  sort  of  tumours  lead  to  menstrual  pain  in  their  early 
stages. 

(3)  Secondary  congestive  dysmenorrhcea. — I apply  this 
term  to  cases  in  which  the  increased  menstrual  pain  is  the 
symptom  put  prominently  forward  by  a patient  who  has 
definite  organic  disease  of  the  pelvic  organs.  Under  the 
influence  of  the  menstrual  congestion  the  symptoms  of  this 
disease  become  aggravated.  Dysmenorrhcea  is  not  the  disease, 
but  one  of  the  symptoms.  The  diseases  from  which  dysmen- 
orrhcea  may  arise  are  described  in  other  parts  of  this  book. 
It  may  nevertheless  help  in  practice  if  I mention  here  the 
chief  diseases  which  may  make  a patient  consult  you  because 
menstruation  is  so  painful. 

1.  Fibroids.  When  a woman  past  thirty-five  finds  men- 
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struation  getting  more  and  more  painful,  the  growth  of  a 
fibroid  is  a probable  explanation. 

2.  Retroflexion  of  the  uterus.  This  frequently  causes 
menstrual  pain.  There  are  a few  cases— only  a small  minority 
of  the  large  number  of  women  whose  uteri  are  bent  back — in 
which  retroflexion  causes  no  other  symptoms  than  dysmen- 
orrhcea  and  dyspareunia.  These  can  be  cured  by  surgically 
curing  the  retroflexion.  The  methods  of  doing  this  are 
described  in  Chapter  XI. 

3.  Pelvic  inflammation,  especially  peritonitis  and  the 
diseases  which  cause  it,  the  common  one  being  salpingo- 
oophoritis. 

4.  Chronic  metritis.  In  this  disease  the  pain  is  not 
limited  to  the  time  of  menstruation,  but  it  is  worse  when 
the  patient  menstruates. 

5.  Movable  kidneys  often  ache  more  than  usual  when  the 
patients  menstruate. 
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CHAPTER  XLIII. 

OTHER  KINDS  OF  MENSTRUAL  PAIN. 

Rheumatic  and  gouty  dysmenorrhosa. — Sir  James  Simp- 
son described  these  diseases.  Rigby  said  that  dysmenorrhoea 
was  sometimes  due  to  the  rheumatic  diathesis.  Sir  Dyce 
Duckworth  thinks  it  sometimes  comes  from  gout.  I might 
submit  that  the  distinguishing  marks  of  the  gouty  and 
rheumatic  diatheses  are  not  very  definite ; but  passing  by 
this  point,  it  will  be  enough  to  say  that  the  views  of  these 
physicians  seem  founded  only  on  the  facts  that  they  had 
seen  patients  with  rheumatism  or  gout  who  menstruated  with 
pain.  No  one  has  ever  shown  that  dysmenorrhoea  is  more 
frequent  in  the  rheumatic  or  the  gouty  than  in  women 
not  suffering  from  either  of  these  diseases ; nor  has  anyone 
shown  how  the  knowledge  that  a patient  with  dysmenorrhoea 
is  rheumatic  or  gouty  helps  in  treatment. 

Neuralgic  dysmenorrhoea. — By  some  old  writers  spasmodic 
dysmenorrhoea  is  described  under  this  name.  I restrict  the 
term  to  cases  of  monthly  pain  due,  not  to  the  local  process, 
but  to  the  general  nervous  and  vascular  disturbance  which 
accompanies  it. 

Diagnosis  of  neuralgic  dysmenorrhoea.  — The  char- 
acteristic marks  are  : — (1)  The  patient  comes  to  you  because 
she  is  ill  when  she  menstruates.  (2)  The  troubles  she  com- 
plains of  are  either  not  at  all,  or  only  in  small  part,  referred 
to  the  pelvis.  (3)  They  are  numerous  and  multiform. 
(4)  The  patients  who  complain  in  this  way  are  all  of  the 
weak,  neurotic  type — nervous,  unequal  to  exertion,  amende, 
thin,  dyspeptic,  sensitive,  subject  at  all  times  to  headaches, 
neuralgias,  backaches,  &c.,  which  are  worse  than  usual  during 
menstruation.  Among  the  troubles  these  patients  tell  of 
are : headaches,  stupor,  hebetude,  languor,  defective  power  of 
attention,  concentration  of  thought,  and  memory,  mental 
confusion,  fainting  fits,  vomiting  (without  pelvic  pain  or 
other  evident  cause),  flatulent  swelling  of  the  belly,  nervous 
irritability,  delirium,  mania,  epilepsy,  or  hystero-epilepsy. 
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These  nervous  troubles  may  be  present  without  any  pelvic 
pain  at  all ; or  the  pelvic  pain  may  be  bad,  but  over- 
shadowed by  the  remote  symptoms. 

Treatment  of  neuralgic  dysmenorrhoea. — I can  only  in- 
dicate the  principles  of  treatment,  for  these  cases  need  to 
be  looked  at  rather  from  the  point  of  view  of  the  neurolo- 
gist than  from  that  of  the  gynaecologist.  I submit  some 
general  rules.  1.  If  there  be,  besides  the  remote  symptoms, 
local  pain  of  a kind  that  can  be  cured,  it  ought  to  be  cured. 
Thus,  in  a case  of  hystero-epilepsy  in  which  my  colleague, 
Dr.  Sansom,  asked  my  help,  cure  of  spasmodic  dysmenorrhoea 
helped  to  cure  the  hystero-epilepsy*  2.  The  remote 
phenomena  are  such  as  are  also  seen  independently  of 
dysmenorrhoea.  The  treatment  which  is  beneficial  when 
dysmenorrhoea  is  not  present,  may  be  applied  when  it  is 
present.  Vomiting  may  perhaps  be  lessened  by  correcting 
constipation.  Headaches  or  neuralgic  pains  may  be  relieved 
by  aspirin,  antipyrin,  quinine,  cannabis  Indica,  or  arsenic. 
Excessive  reflex  irritability  may  be  remedied  by  the  use  of 
bromides.  To  specify  every  kind  of  possible  nervous  disturb- 
ance, and  the  appropriate  treatment  thereof,  would  need  a 
volume.  3.  If  there  are  no  local  symptoms,  nothing  is  gained 
by  local  treatment ; on  the  contrary,  harm  is  done  by  directing 
attention  to  the  part,  and  helping  the  patient  (whose  imagina- 
tion is  active)  to  think  that  there  is,  or  is  going  to  be, 
something  wrong  there.  During  the  few  years  following 
the  introduction  of  spaying  this  operation  was  often  done 
for  troubles  of  this  kind.  The  results  are  now  known  to 
have  been  most  unsatisfactory.  Have  nothing  to  do  with 
spaying  patients  because  their  nervous  symptoms  are  aggra- 
vated by  the  menstrual  molimen. 

Intermediate  dysmenorrhoea.  t — It  is  a solecism  to  call 
a pain  that  is  only  felt  when  menstruation  is  not  present, 
“ dysmenorrhoea.”  But  the  solecism  is  sanctioned  by  usage. 
It  means  pain  recurring  regularly  once  a month,  but  not 
when  the  patient  is  menstruating. j Its  punctuality,  it 

* Lancet,  1881,  vol.  i.,  p.  369. 

f See  Priestley,  Brit.  Med.  Journal,  1871,  vol.  ii.,  p.  683;  Fasbenger, 
" Zeit.  f.  Geb.  und  Frauenk.”  Bd.  i. 

| See  also  Fehling,  “Arch,  fur  Gyn.,”  Bd.  vii. 


OTHER  KINDS  OF.  MENSTRUAL  PAIN. 


557 


having  a regular  time-relation  to  the  menstrual  flow, 
justifies  the  belief  that  it  is  connected  with  the  menstrual 
process. 

Its  symptoms. — It  comes  on  at  a regular  time — e.g.  a 
week  or  ten  days  or  a fortnight — after  menstruation  has 
ended,  lasts  a few  days,  and  then  ceases  or  gets  less  before 
menstruation  begins ; recurring  on  the  corresponding  day 
after  the  next  menstruation.  The  pain  is  in  most  of  the 
cases  in  the  region  of  the  ovary,  and  is  often  associated 
with  physical  signs  indicating  inflammation  of  the  uterine 
appendages — viz.,  fixation  of  the  uterus,  with  thickening  or 
lumps  behind  and  at  its  side. 

Their  explanation.— We  know  not  the  reason  for  this 
periodical  recurrence  of  pain.  But  we  know  that  in  men- 
struating women  ovulation  is  constantly  going  on,  that  it 
probably  occurs  periodically,  and  that  follicles  may  ripen 
and  burst  at  any  time  in  the  menstrual  cycle.  It  is 
reasonable  to  think  that  the  ripening  of  Graafian  follicles, 
like  every  other  bodily  function,  has  its  own  rhythm,  and 
does  not  widely  depart  from  it.  Hence  the  supposition  that 
this  pain  depends  upon  the  regular  monthly  maturation  of 
an  ovum.  I think  this  theory  best  explains  the  symptom, 
but  as  yet  it  has  not  been  proved.  It  has  been  suggested 
that  the  ripening  of  the  ovum  may  be  painful  because  the 
outer  part  of  the  ovary  is  thickened,  either  from  fibrous 
growth  or  organised  inflammatory  lymph,  so  that  the  follicle 
cannot  burst  properly.  Fehling  in  one  case  removed  the 
ovaries,  and  found  that  the  tunica  albuginea  was  thicker  and 
harder  than  usual.  This  kind  of  intermediate  dystnenorrhcea 
is  therefore  one  of  the  forms  of  secondary  dysmenoi'rhoea. 
But  in  one  case  I have  known  spasmodic  uterine  pain  thus 
recur  in  the  interval  between  menstruations,  and  be  cured  by 
dilatation.  The  reason  of  this  I know  not. 

Treatment. — Its  treatment  is  that  of  the  disease  of  the 
ovary  upon  which  it  depends.  If  it  be  spasmodic  uterine 
pain : dilatation  of  the  cervix. 
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CHAPTER  XLIV. 

AMENORRHCEA — MENSTRUATION  SUPPRESSED. 

The  visible  causes  of  amenorrhcea. — Consider  the  case 
of  a patient  who  complains  that  she  does  not  menstruate. 

First  look  at  the  patient.  Some  common  causes  of 
amenorrhcea  are  visible — -viz.  (1)  anaemia,  (2)  wasting  diseases, 
(3)  certain  nervous  diseases.  (1)  Anaemia  is  seen  from  the 
pallor  of  the  skin  and  mucous  membranes.  (2)  In  wasting 
disease  the  lean  appearance  will  make  you  ask  if  the  patient 
has  lost  flesh ; you  will  be  told  she  has,  and  if  you  take  hold 
of  a limb  you  will  notice  how  loosely  the  skin  hangs,  from 
loss  of  fat  that  used  to  be  underneath  it.  (3)  In  the  nervous 
diseases  which  cause  amenorrhoea  the  appearance  and  expres- 
sion of  the  face  suggest  the  condition  of  the  nervous  system. 

(1)  Anaemia. — If  the  patient  is  anaemic,  that  is  sufficient 
cause  for  absence  of  menstruation;  and  unless  there  are  other 
symptoms  pointing  to  pelvic  disease,  there  is  no  need  to  make 
a vaginal  examination.  You  have  to  find  out  the  cause  of 
the  anaemia.  I will  only  mention  the  forms  of  anaemia 
common  to  both  sexes,  and  briefly  describe  the  kind  especially 
frequent  in  women. 

The  diseases  which  produce  anaemia  may  be  divided  as 
follows : — 

a.  Idiopathic,  i.e.  those  of  which  we  know  not  the  cause. 

Chlorosis. 

Pernicious  anaemia. 

Leukaemia. 

Hodgkin’s  disease. 

b.  Secondary  to  some  definite  cause.  These  causes  may 
be  grouped  under  two  divisions  : — 

i.  Deficient  nutrition. 

ii.  Increased  waste. 

i.  Deficient  nutrition.  — Want  of  food  and  want  of 

oxygen.  In  many  diseases  of  the  stomach  anaemia  is  a 
striking  feature.  In  persons  who  pass  their  time  breathing 
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bad  air  anaemia  is  frequent.  Inquire,  therefore,  into  the 
patient’s  diet,  asking  not  merely  what  is  supplied  to  her, 
but  what  she  eats.  Ask  how  she  spends  her  time,  where  she 
lives,  and  how  much  time  she  gets  in  the  open  air. 

ii.  Increased  waste. — The  causes  of  increased  waste  which 
lead  to  anaemia  are  haemorrhage  and  albuminous  discharges. 
Haemorrhage  may  come  from  piles ; from  scurvy ; from  pur- 
pura ; from  injury,  as  in  haemophilia ; from  the  stomach,  as 
in  gastric  ulcer ; from  the  lungs,  or  from  the  nose ; and 
there  is  a rare  form  of  anaemia  due  to  intestinal  haemorrhage 
produced  by  a parasite  in  the  duodenum,  the  anchylostomum 
duodenale.  Discharges,  such  as  long-continued  suppuration, 
albuminuria,  chronic  diarrhoea,  malignant  ulcers,  tubercular 
disease,  all  impoverish  the  blood,  and  so  may  cause  anaemia. 
These  conditions  are  none  of  them  peculiar  to  women,  but 
each  of  them  may  be  the  cause  of  anaemia  in  a female ; there- 
fore, bear  them  in  mind. 

Chlorosis  is  a common  cause  of  suppression  of  menstrua- 
tion. It  is  a form  of  idiopathic  anaemia,  that  is,  of  anaemia 
coming  on  without  known  cause.  It  is  necessary  to  diagnose 
between  chlorosis  and  (1)  secondary  anaemia,  and  (2)  the 
serious  forms  of  idiopathic  anaemia,  which  are  incurable. 
The  diagnosis  between  chlorosis  and  secondary  anaemia  is  made 
by  inquiry  into  the  previous  history.  If  we  find  a distinct 
cause,  such  as  haemorrhage,  want  of  food,  or  exhausting  dis- 
charge, we  do  not  call  the  anaemia  chlorosis. 

What  is  chlorosis  ? — Chlorosis  is  a form  of  anaemia  which 
comes  on  in  young  women.  A similar  condition  is  sometimes 
seen  in  men,  but  it  is  so  much  commoner  in  women  that 
it  is  practically  peculiar  to  women.  It  is  limited  to  the  years 
after  menstruation  has  begun,  but  before  growth  is  complete. 
Although  we  know  not  its  cause,  yet  we  know  that  it  is 
aggravated  by  all  the  conditions  which  favour  the  production 
of  anaemia : deficient  food,  over-work,  and  want  of  sunlight. 
It  is  generally  thought  that  it  is  due  to  a deficiency  of  blood 
formation,  as  if  the  blood-making  organs  had  not  kept  pace 
with  the  development  of  the  body.  The  characters  of  the 
blood  are  : (1)  Pallor ; due  to  deficiency  of  red  corpuscles,  and 
still  more,  to  a deficiency  of  haemoglobin  in  these  corpuscles. 
(2)  The  blood  is  more  watery  than  usual,  and  the  corpuscles 


560 


DISEASES  OF  WOMEN. 


do  not  tend  to  form  rouleaux.  (3)  It  is  said  to  be  deficient  in 
albumen,  but  this  is  not  quite  certain.  (4)  There  is  no 
abnormal  proportion  between  red  and  white  corpuscles,  but 
there  is  a greater  variety  in  the  size  of  the  white  corpuscles 
than  in  health. 

Symptoms. — The  symptoms  are  marked.  Owing  to  the 
pale  colour  of  the  blood,  the  face,  the  mucous  membranes, 
and  the  nails  look  pale.  The  complexion  is  said  to  be 
greenish,  hence  the  name  of  the  disease  (but  it  takes  an 
artist’s  eye  to  discover  the  green).  Because  the  haemoglobin 
is  deficient,  the  tissues  do  not  get  enough  oxygen,  and 
the  patients  are  short  of  breath.  The  want  of  oxygen  in 
the  tissues  leads  to  deficient  oxidation  of  fat,  and  hence  these 
patients  are  usually  fat.  For  the  same  reason  tissues,  which 
ought  not  to  contain  fat,  undergo  fatty  degeneration.  The 
muscles  become  fatty,  especially  the  heart,  and  this  is  another 
reason  why  the  patients  are  short  of  breath.  When  the 
illness  has  lasted  long,  the  fatty  degeneration  of  the  heart 
leads  to  dilatation  of  its  cavities,  recognisable  by  the  extension 
of  the  dulness  and  the  displacement  of  the  apex  outwards. 
The  nervous  system  suffers,  not  being  nourished  by  healthy 
blood.  The  patients  are  either  somnolent  and  dull,  or  they 
sleep  badly  and  are  irritable,  but  in  either  case  they  find 
mental  exertion  a trouble.  There  is  muscular  weakness, 
the  patients  are  readily  fatigued,  and  effort  is  a burden. 
Neuralgic  pains  in  the  limbs  are  common.  The  deficient 
amount  of  oxygen  which  the  blood  carries  to  the  tissues 
makes  it  needful  that  more  blood  should  go  to  them.  The 
blood  being  more  watery,  is  not  detained  so  long  in  the  capil- 
laries, and  hence  the  heart’s  action  is  quickened.*  The  vessel 
walls,  not  being  supplied  with  healthy  blood,  are  imperfectly 
nourished,  and  hence  serum  more  easily  transudes  through 
them,  and  there  is  oedema.  In  some  cases  there  is  more  than 
this,  there  is  haemorrhage,  and  if  this  occur  it  aggravates  the 
disease.  The  patient  cannot  afford  to  lose  blood,  and  there- 
fore the  amenorrhcea  is  conservative  and  beneficial. 

In  every  case  of  apparent  chlorosis  examine  the  chest  and 
take  the  temperature.  Always  bear  in  mind  the  possibility  of 
commencing  phthisis  or  of  pleuritic  effusion.  Make  certain 
* “ Cohnheim,’’  vol.  i.  p.  457. 
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also  that  there  is  no  enlargement  of  spleen  or  of  lymphatic 
glands.  There  are  certain  auscultatory  phenomena  present  in 
chlorosis : — 1.  The  bruit-de-diable,  a continuing  humming 
noise  heard  over  the  jugular  vein.  2.  A haemic  murmur 
heard  with  the  cardiac  systole  over  the  junction  of  the  second 
left  costal  cartilage  with  the  sternum.  A similar  murmur 
may  be  heard  over  the  heart’s  apex.  There  are  other 
murmurs,  tricuspid  and  aortic,  which  are  more  rare.  These 
murmurs  can  be  distinguished  from  one  due  to  valvular 
disease  by  this  sign : a haemic  murmur  is  louder  when  the 
patient  is  lying  down,  but  the  murmur  of  valvular  disease 
is  louder  when  she  walks  about.  Appetite  is  bad.  Gastric 
juice  is  deficient,  hence  food  is  badly  digested,  and  there 
is  epigastric  pain  after  food.  The  urine  is,  as  a rule,  copious 
and  of  low  specific  gravity.  There  is  constipation. 

Opinions  differ  as  to  whether  the  gastro-intestinal  symptoms 
are  the  cause  or  the  effect  of  the  anaemia.  Dr.  William 
Hunter  thinks  that  pernicious  anaemia  is  due  to  ptomaines, 
produced  in  the  intestine  by  micro-organisms.  He  says  :* 
“ The  special  factor  required  to  initiate  the  symptoms 
peculiar  to  the  special  disease — pernicious  anaemia — is  the 
presence,  under  certain  favourable  conditions,  of  organisms  of 
specific  nature  within  the  gastro-intestinal  tract.”  These 
favourable  conditions  may,  he  thinks,  be  either  local  and 
permanent — cancer,  gastritis,  atrophy  of  gastric  glands— or 
general  and  removable — an  unhealthy  condition  of  mucous 
membrane  of  stomach  and  bowel,  induced  by  presence  of 
parasites,  or  prolonged  bad  nourishment.  Sir  Andrew  Clark  f 
thought  that  “ the  anaemia  or  chlorosis  of  girls  is  brought 
about  for  the  most  part  by  faecal  poisoning.”  He  says 
that  “ it  is  impossible  to  doubt  that  poisonous  alkaloids 
are  formed  in  the  alimentary  canal,  that  when  excretion 
is  seriously  diminished  they  must  be  in  some  degree 
absorbed,  and  that  mixing  with  the  blood  and  entering 
the  tissues  they  must  produce  some  sort  of  injurious  effects.” 
The  truth  of  this  view  he  thought  proved  by  the  suc- 
cess of  cathartic  treatment,  under  which,  in  from  one  to 
three  months,  the  patients  got  well,  while  he  had  seen 

* “Proe.  Med.'Soc.  Lond.,”  xii.  p.  392. 

f “ Proc,  Med.  Soc.  Lond.,”  vol.  xi.  p.  55. 

K Ii 


562 


DISEASES  OF  WOMEN. 


iron,  arsenic,  and  manganese  fail  when  not  accompanied 
with  aperients. 

Whether  it  be  true  or  not  that  micro-organisms  in  the 
bowel  are  the  cause  of  chlorosis  (and  we  have  no  know- 
ledge as  to  what  the  organisms  are,  or  where  they  came  from, 
if  they  exist),  there  is  no  doubt  that  these  patients  are 
generally  costive  and  that  purging  does  them  good. 

Treatment. — The  treatment  of  chlorosis  consists  in  fresh 
air,  light,  food,  iron,  and  laxatives.  All  energy  comes  from 
the  sun.  Girls  and  plants  alike  get  white  when  cut  off 
from  sunlight.  Tell  the  patient  to  he  in  the  open  air  as 
much  as  possible.  Thus  her  blood  will  be  coloured  by  the 
sun,  and  she  will  get  more  oxygen  into  it  than  she  would 
do  in  a hot  room.  Exercise  will  do  good  if  the  patient 
can  take  it,  but  the  condition  of  the  heart,  the  shortness 
of  breath,  and  the  state  of  the  muscles  make  the  patient 
unfit  for  exertion.  Prescribe  therefore  only  as  much  exercise 
as  the  patient  can  take  without  fatigue.  If  she  is  to  be  in 
the  open  air,  but  not  active,  insist  that  she  be  warmly  clad. 

The  capricious  appetite  and  the  impaired  digestive  power 
of  the  chlorotic  make  it  necessary  for  you  to  inquire  what 
and  how  much  food  the  patient  is  taking,  and  to  see  that 
the  diet  contains  enough  nitrogenous  food.  These  patients 
generally  dislike  meat.  Other  things  they  will  take  with- 
out medical  commands.  Often  the  appetite  is  fanciful. 
Remember  that  an  article  of  diet  which  is  not  itself  of 
much  nutritive  value  may  yet,  if  the  patient  likes  it,  be  useful 
by  promoting  appetite;  and  therefore  forbid  nothing  unless 
plainly  injurious.  Let  the  patient  drink  plenty  of  fluid,  for 
thus  elimination  of  waste  matters  is  helped.  Alcohol  is  not 
required  (unless  for  some  reason  special  to  the  case)  and  is 
usually  not  desired. 

Iron  must  be  given  in  a form  that  does  not  interfere 
with  digestion,  and  had  better  be  given  in  a palatable  form. 
I think  the  ammonio-citrate  best  meets  these  requirements 
and  it  can  be  combined  with  an  alkaline  carbonate  which  will 
promote  the  secretion  of  gastric  juice.  A little  spirits  of 
chloroform  will  make  it  pleasant  to  take.  Reduced  iron, 
given  in  pill,  is  a satisfactory  form. 

If  the  views  of  Sir  A.  Clark  and  Dr.  Hunter  as  to  the 
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production  of  anaemia  by  ptomaines  formed  in  the  bowel 
be  correct,  purgation  is  the  chief  point  in  the  treatment, 
and  it  does  good.  The  best  purgative  is  sulphate  of  magnesia. 
The  combinations  in  which  this  may  be  given  arc  many. 
A common  and  favourite  prescription  is  the  following : — 

Ferri  sulph.,  gr.  ij  ; 

Acid  sulph.  dil. , iiyv  ; 

Mag.  sulph.,  3j ; 

Spt.  chlorof.,  i)|xx ; 

Aq.  men th.  pip,  3.]" ; 

Under  this  treatment  the  disease  gets  well. 

(2)  Wasting  diseases.  — Consider  now  a patient  who 
you  can  see  is  not  anaemic,  but  has  become  very  thin. 

All  diseases  that  cause  wasting  of  the  body  at  length  stop 
menstruation.  This  amenorrhoea  is  conservative.  The  slight 
loss  of  blood  in  menstruation  leaves  the  body  so  much  the 
poorer,  and  if  a wasting  disease  is  present  the  body  cannot 
afford  it.  Amenorrhoea  of  this  kind  does  not  come  on  until 
the  disease  is  advanced  and  the  wasting  marked.  It  has  been 
said  that  in  phthisis  there  is  a pre-tubercular  amenorrhoea. 
I have  found  that  a pre-tubercular  amenorrhoea,  if  it  occurs  at 
all,  occurs  so  seldom  that  in  any  case  in  which  it  seems  to 
have  been  present,  it  can  only  be  a coincidence — phthisis 
happening  to  follow  some  other  cause  of  amenorrhoea. 

I shall  not  describe  the  causes  of  wasting  disease  common 
to  both  sexes : phthisis,  diabetes,  caries  of  bone,  protracted 
febrile  illnesses,  are  the  chief.  There  is  one,  however,  which 
is  a disease  almost  peculiar  to  women. 

Anorexia  nervosa. — Most  wasting  diseases  can  be  iden- 
tified by  their  physical  signs;  but  this  one,  viz.,  anorexia 
nervosa,  presents  no  physical  signs,  and  you  will  not  find  it 
out  unless  you  inquire.  A patient  is  brought  to  you  who 
has  amenorrhoea;  she  is  not  anaemic;  there  are  no  physical 
signs  of  disease  anywhere,  except  that  she  is  extremely 
thin.  She  has  not  had  any  recent  acute  illness.  Unless 
you  inquire  you  will  probably  not  be  told  of  anything  that 
accounts  for  her  illness.  If  you  inquire  you  may  find  that 
it  is  a case  of  anorexia  nervosa. 

Anorexia  nervosa  means  that  the  patient  will  not  eat. 
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Such  patients  waste  extremely.  The  pulse  and  respiration 
are  slow,  and  the  temperature  is  often  subnormal.  As  the 
patient  takes  less  and  less  food  appetite  diminishes,  and  even 
loathing  for  food  may  come  on.  When  such  patients  die,  no 
disease  is  found  on  post-mortem  examination,  and  therefore  it 
need  scarcely  be  said  that  no  physical  signs  of  disease  can  be 
found  during  life.  If  you  suspect  the  nature  of  the  case, 
inquiry  into  and  observation  of  what  the  patient  eats  and 
drinks  will  reveal  the  cause  of  the  wasting. 

The  treatment  is  (1)  to  take  the  patient  from  home; 
(2)  to  feed  her.  The  fact  of  her  being  ill  from  this  cause 
is  proof  that  her  home  surroundings  are  not  good  for  her. 
You  may  cure  her  at  home,  but  it  will  be  difficult.  Taken 
from  home,  and  separated  from  injudicious  friends,  cure  is 
easy.  Let  her  be  waited  upon  by  an  attendant  of  strong  will 
who  can  be  relied  upon.  Her  instructions  should  be  simply 
to  insist  on  the  patient  taking  food,  in  small  quantities  at  a 
time,  at  short  intervals  ; liquid  food  first,  then  ordinary  diet. 
With  the  aid  of  a good  nurse  and  isolation,  cure  is  quick  and 
certain.  I have  said  more  about  these  cases  in  Chapter  II. 

Gastric  ulcer. — There  is  another  disease  which  occurs 
oftener  in  young  women  during  the  later  years  of  growth  than 
in  any  other  patients,  and  which  is  often  accompanied  with 
amenorrlioea,  viz.  ulcer  of  stomach.  I must  refer  you  else- 
where for  full  information  as  to  this  disease,  only  mentioning 
here  that  it  is  often  associated  with  amenorrhcea.  It  inter- 
feres with  digestion,  and  therefore  causes  wasting.  It  often 
causes  hsematemesis,  and  by  this,  as  well  as  by  hindering 
nutrition,  makes  the  patient  ansemic.  Some  have  thought 
that  the  amenorrhcea  brought  about  the  gastric  ulceration. 
I know  of  no  evidence  that  this  is  so,  nor  can  I understand 
how  suppression  of  menstruation  should  do  it.  The  amenor- 
rhcea may  be  part  of  a constitutional  state  which  favours 
ulceration  of  the  stomach,  but  we  have  no  definite  know- 
ledge of  any  such  state.  I think  that  the  amenorrlioea  is 
secondary  to  the  wasting  and  anaemia  which  the  stomach 
disease  produces. 

(3)  Nervous  diseases. — The  nervous  diseases  which  can 
be  perceived  by  inspection,  are  imbecility,  cretinism.  &c.  which 
delay  the  advent  of  menstruation,  and  melancholia,  or  other 
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forms  of  insanity,  which  suspend  it.  Cases  of  slight  melan- 
cholia producing  amenorrhcea,  but  supposed  by  the  patient 
or  her  friends  to  be  the  effect  of  suppressed  menstruation,  are 
not  uncommon.  You  will  recognise  this  condition  by  the 
patient’s  despondent  aspect,  her  cold  clammy  hand,  her  pasty 
complexion,  and  then  inquiry  will  inform  you  of  her  depressed 
spirits,  want  of  appetite,  constipation.  She  will  probably  be 
wasted,  but  beyond  this  there  will  be  no  physical  sign  of 
disease.  You  may  be  able  to  trace  back  the  illness  to  some 
emotional  shock.  Need  I repeat  that  in  these  cases  the 
suppression  of  menstruation  is  an  effect,  unimportant  in  itself, 
of  the  condition  of  the  nervous  system  ? As  the  patient 
improves,  if  she  be  young,  menstruation  will  almost  cer- 
tainly be  re-established,  and  its  re-establishment  is  a signal  of 
recovery.  But  the  artificial  production  of  bleeding  from  the 
uterus  has  no  beneficial  effect  in  this  condition.  Therefore 
use  not  local  treatment.  There  is  another  disease,  usually 
visible,  which  sometimes  causes  amenorrhcea,  viz.  exophthal- 
mic goitre.  The  protruding  eyes,  the  pulsating  carotids,  and 
the  enlarged  thyroid,  are  usually  plain  enough  to  prevent  the 
disease  from  being  overlooked.  In  this  disease  there  is 
wasting,  and  the  amenorrhcea  may  be  the  result  of  the  wasting. 
It  may  be  that  the  condition  of  the  thyroid  gland  which  pro- 
duces the  other  symptoms  also  causes  amenorrhoea.  I know 
of  no  research  into  this  point.  Although  it  is  usually  apparent 
at  a glance,  yet  there  are  cases  in  which  the  proptosis, 
or  the  thyroid  enlargement,  or  both,  are  absent.  If  you 
should  have  a case  of  amenorrhoea  with  rapid  pulse  and  vague 
nervous  symptoms,  remember  that  this  disease  may  be  the 
cause.  For  full  information  I must  refer  you  to  other  works. 

Amenorrhcea  with  imperfect  circulation.  — There  is 
another  class  of  visible  illness  associated  with  amenorrhoea, 
or,  to  speak  more  accurately,  postponement  of  menstruation. 
We  see  girls  whose  health  previously  has  been  good,  but  in 
whom  menstruation  is  late  in  coming  on.  The  breasts  have 
begun  to  enlarge.  These  patients  are  not  anaemic ; their 
cheeks  and  mucous  membranes  are  of  good  colour ; their 
features  are  puffy,  lips  and  alee  nasi  thick  ; their  hands  are 
red  and  cold ; their  feet  are  cold  ; they  complain  of  constant 
headache,  of  backache  and  lower  abdominal  pain,  and  of 
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droAvsiness,  dulness,  and  languor ; they  are  costive.  Their 
aspect  suggests  what  used  to  he  called  plethora,  that  is,  too 
much  blood.  We  know  now  there  is  no  such  thing  as  a 
permanent  excess  of  blood;  but  it  looks  as  if  the  blood 
found  difficulty  in  getting  through  the  capillaries,  and 
stagnated  in  the  tissues. 

Dr.  West  says  that  this  state  passes  into  chlorosis.  I have 
not  observed  this.  My  experience  is  that  such  patients  get 
Avell.  The  best  treatment  is  to  give  saline  purgatives,  Avhich 
cause  a flow  of  serum  from  the  blood  into  the  boAvel,  and  so 
make  the  blood  more  apt  to  take  up  the  plasma  which  seems 
t-o  be  clogging  the  tissues.  This  is  a hypothetical  account  of 
the  pathology  of  the  disease  and  the  effect  of  the  treatment. 
We  really  know  nothing  about  it.  The  close  resemblance 
between  this  state  of  things  and  myxcedema  suggests  the 
giving  of  thyroid  extract  in  these  cases.  I have  seen  cases  in 
which  it  was  given  with  improvement. 

It  seems  to  me  as  if  this  and  some  other  morbid  con- 
ditions — e.g.  Raynaud’s  disease  — indicate  defects  in  the 
function  of  the  vessels.  Here  they  seem  not  to  let  the 
blood  get  through  them  properly.  In  other  cases  they  let  the 
blood  get  through  them  too  easily,  hence  the  epistaxis  so 
frequent  in  the  young,  and  the  cases  of  dangerous  uterine 
haemorrhage  without  any  evident  disease  Avhich  are  seen  in 
young  girls.  In  old  age  we  see  similar  symptoms  from 
degeneration  of  the  vessels,  e.g.  the  haemorrhages  of  Bright’s 
disease. 

Amenorrhoea  with  apparent  good  health. — Consider  now 
a different  case.  The  patient  is  not  anaemic,  nor  Avasted,  nor 
does  her  face  indicate  any  nervous  disease.  She  looks  in 
perfect  health. 

Three  things  are  possible : — 

1.  She  may  be  pregnant. 

2.  The  menstrual  blood  may  be  retained. 

3.  The  menstruating  organ  may  be  imperfect  in  develop- 
ment or  have  atrophied. 

Inquire  Avhether  she  has,  until  this  period  of  amenorrhoea, 
menstruated  regularly.  If  she  has,  the  tAvo  latter  causes  may 
(except  in  some  uncommon  circumstances,  which  I shall 
aftei'Avards  mention)  be  dismissed.  If  she  has  previously 
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menstruated  regularly,  is  between  twenty  and  forty,  and 
healthy  in  appearance,  pregnancy  is  probable.  If  she  has  never 
menstruated,  it  is  still  possible  that  she  may  be  pregnant,  but 
one  of  the  other  causes  mentioned  is  the  more  probable 
explanation.  Women  who  have  become  pregnant  while 
living  in  wedlock  will  comparatively  seldom  consult  you 
about  amenorrhoea.  In  those  tvho  are  not  married  the 
diagnosis  is  more  often  called  for,  is  important,  and  some- 
times difficult. 


THE  EVIDENCES  OF  PREGNANCY. 

The  signs  upon  which  you  rely  in  giving  an  opinion  are 
different  according  to  the  duration  of  the  pregnancy.  Con- 
sider first  the  case  of  a woman  who,  after  menstruating 
regularly,  has  seen  nothing  for  five  months  or  more.  To  give 
a right  opinion  you  must  examine  the  abdomen.  But  in  the 
case  of  an  unmarried  woman  a request  to  do  this  may  give 
offence.  Therefore,  ask  to  examine  the  chest.  In  doing  this 
you  can  see  the  breasts,  and  from  them  you  can  judge  whether 
pregnancy  is  probable.  Fortunately  it  is  just  in  the  very 
cases  in  which  the  suggestion  of  suspicion  is  most  undesir- 
able, that  is,  in  first  pregnancies,  that  the  breast  signs  are 
the  most  trustworthy.  What  then  are  the  changes  in  the 
breasts  which  denote  pregnancy  ? 

The  mammary  signs  of  pregnancy. — 1.  The  increased  size 
and  vascularity  of  the  breast,  the  latter  being  shown  by  the 
size  and  number  of  the  veins  visible.  There  is  multiplication 
by  budding  of  the  glandular  acini.  The  connective  tissue  is 
increased,  and  is  looser,  and  therefore  the  glandular  lobules 
move  more  freely  upon  one  another,  and  the  breast  feels 
knotty.  2.  The  greater  width  of  the  areola.  The  width  from 
the  nipple  outwards  is  usually  from  an  inch  to  an  inch  and  a 
half ; but  cases  occur  in  which  it  ranges  from  a quarter  of  an 
inch  to  three  inches.  3.  The  darker  colour  of  the  areola.  The 
depth  of  colour  varies  according  to  the  patient’s  complexion. 
It  is  darker  in  brunettes  than  in  blondes.  It  sets  darker 
as  pregnancy  goes  on.  4.  The  presence  of  the  secondary 
areola ; light  spots  on  the  dark  ground  of  the  outer  part, 
of  the  areola.  This  is  a late  and  characteristic  sign.  5.  The 
larger  size  oi  the  nipple,  the  enlargement  of  the  glandular 
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follicles  round  it,  and  the  presence  of  branny  scales  on  its 
apex.  6.  In  the  latter  half  of  pregnancy  fluid  can  he  squeezed 
out  of  the  nipple.  The  fluid  is  at  first  opalescent:  toAvards 
the  end  of  pregnancy  containing  creamy  droplets. 

The  size  and  vascularity  of  the  breast,  the  size  and  colour 
of  the  nipple  and  the  areola,  present  differences  only  of  degree 
from  the  unimpregnated  state,  easily  recognised  when  well 
marked,  but  not  ahvays  well  marked.  The  most  character- 
istic change,  not  found  in  the  unimpregnated  state,  is  the 
secondary  areola,  the  Avliite  spots  on  a dark  ground,  or  as 
Ramsbotham  describes  it,  “ a reticulated  appearance  around 
the  areola,  produced  by  dark  brown  lines,  and  the  edges  are 
deeply  scolloped.”  He  saj7s : “ This  reticulated  and  scolloped 
appearance  increases  in  intensity  till  the  termination  of 
pregnancy,  Avhen  it  is  very  discernible;  it  is  strikingly  dis- 
tinctive of  pregnancy,  is  seen  in  no  other  condition  of  the 
system ; and  Avere  I to  point  out  one  external  symptom  to  be 
relied  on  beyond  the  rest,  I would  select  these  reticulated 
and  scolloped  or  annular  lines  around  the  margin  of  the 
areola.  But,  unfortunately,  they  are  not  evident  until  more 
than  the  first  half  of  pregnancy  has  passed,  and  are  only  very 
strongly  marked  toAvards  the  close.” 

Value  of  the  mammary  signs.  — These  breast  signs, 
after  lactation  is  over,  subside ; but  they  never  entirely  dis- 
appear. A drop  or  tAvo  of  fluid  may  be  squeezed  out  of  a 
breast  many  months  after  its  OAvner  has  ceased  to  suckle. 
Hence  the  mammary  signs  are  of  no  value  Avliatever  in  the 
diagnosis  of  any  pregnancy  except  the  first.  They  have  no 
value  unless  Avell  marked.  Just  as  some  Avomen  have  much 
milk  and  others  hardly  any,  so  the  mammary  changes  Avhich 
indicate  pregnancy  are  sometimes  well  marked,  sometimes 
not.  The  size  of  the  breast  and  nipple,  and  the  colour  of  the 
areola,  differ  in  different  Avomen.  Some  exceptional  Avomen 
Avho  are  not  pregnant  have  larger  breasts,  darker  and  Avider 
areoke,  and  larger  nipples  than  some  exceptional  Avomen  Avho 
are  pregnant.  But  Avhen  you  are  consulted  by  a healthy- 
looking  young  Avoman,  knoAvn  to  have  never  had  a baby, 
Avhose  belly  is  big,  and  on  uncovering  the  chest  to  listen  to 
the  heart  you  find  the  mammary  changes  of  pregnancy  well 
marked,  you  need  not  be  afraid  to  ask  leave  to  examine  the 


AMENORRHCEA— MENSTRUATION  SUPPRESSED.  569 


belly,  and  if  it  be  refused,  to  say  that  you  suspect  the  patient 
is  pregnant.  If  on  the  other  hand  you  find  the  mammary 
changes  not  well  marked,  do  not  conclude  that  the  patient 
cannot  be  pregnant.  If  other  symptoms  make  you  suspicious, 
suspend  judgment  until  you  have  examined  the  abdomen. 

If  the  patient  be  a married  woman,  you  can  simply  ask,  Do 
you  think  you  are  pregnant  ? If  the  patient  is  in  doubt,  and 
wishes  for  as  full  information  as  can  be  given,  propose  an 
examination,  first  by  the  abdomen,  then  by  the  vagina. 

If  the  patient  be  unmarried  it  is  unwise  to  give  an  opinion 
before  certainty  is  possible.  If  the  amenorrhcea  be  not  of 
longer  date  than  four  months,  merely  say  that  there  is 
nothing  serious  the  matter,  and  give  a harmless  tonic.  If 
you  are  pressed  for  an  opinion,  and  the  condition  of  the 
breasts  indicates  pregnancy,  ask  leave  to  examine  the 
abdomen.  If  the  amenorrhcea  has  lasted  for  more  than  four 
months  the  foetal  heart  ought  to  be  audible.  If  this  can  be 
heard,  there  is  no  doubt  of  the  existence  of  pregnancy. 

Abdominal  signs  of  pregnancy.— Suppose  now  that  you 
have  obtained  permission  to  examine  the  abdomen.  Make 
your  examination  in  a 
quiet  room  ; put  the  pa- 
tient on  her  back  and 
uncover  her  abdomen.  If 
she  be  pregnant  there 
will  be  a tumour,  and 
unless  there  be  some 
exceptional  circumstance 
about  the  case,  the  size  of 
this  tumour  will  corre- 
spond to  the  date  of  the 
amenorrhcea. 

The  rate  of  enlarge- 
ment of  the  pregnant 

uterus  is,  roughly,  the  following : — At  three 


Fig.  161a. — Diagram  showing  the  minimum 
height  of  the  fundus  uteri  at  the  different 
months  of  pregnancy. 


months  it 

reaches  to  the  pelvic  brim,  at  six  months  to  >the  umbilicus, 
at  nine  months  to  the  ensiform  cartilage.  If  you  divide  the 
intervening  space  between  these  landmarks  into  three,  the 
lines  will  give  you  the  intervening  months.  (Fig.  161  A.) 
These  are  easy  to  remember,  and  represent  the  minimum 
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size  which  the  uterus  ought  to  reach  at  each  month.  The 
actual  size  varies  according  to  the  amount  of  liquor  anxnii, 
and  the  size  and  number  of  the  children. 

In  the  second  half  of  pregnancy  th e foetal  heart  is  audible. 
If,  therefore,  you  find  a tumour  rising  out  of  the  pelvis,  and 
reaching  two-thirds  of  the  distance  between  the  pubes  and 
umbilicus,  you  ought,  if  the  tumour  be  a pregnant  uterus,  to 
hear  the  foetal  heart.  You  may  sometimes  hear  it,  if  the 
room  be  quiet,  over  a uterus  even  smaller  than  this.  If  the 
tumour  be  larger  than  this,  you  ought  to  hear  the  foetal 
heart  easily. 

The  foetal  heart  sounds. — The  foetal  heart  gives  a succes- 
sion of  double  sounds,  not  synchronous  with  the  maternal  pulse. 
Its  rate  is  from  130  to  150  per  minute.  If,  the  mother  being 
in  good  health,  the  foetal  heart  is  very  slow  or  very  quick 
you  may  predict  the  sex  of  the  child.  If  under  135  the  child 
is  probably  a male,  if  over  145  probably  a female.  The 
foetal  heart  sounds  can  hardly  be  mistaken.  The  only  circum- 
stance that  can  cause  doubt  is  when,  from  excitement  or  some 
febrile  condition,  the  mother’s  pulse  is  so  rapid  as  to  be  about 
as  quick  as  a foetal  heart.  In  such  a case,  one  important 
character  of  the  foetal  heart-sounds,  viz.  their  not  being 
synchronous  with  the  maternal  pulse,  may  be  hard  to  make 
out.  Remember  that  the  foetal  heart-beat  is  double.  The 
pulsation  of  the  abdominal  aorta  gives  only  a single  sound. 
If  the  maternal  heart  be  like  the  foetal  as  to  frequency,  there 
will  be  variations  in  the  frequency  of  each,  and  they  will  not 
vary  together,  so  that  by  prolonged  auscultation  you  can 
distinguish  them.  When  you  have  heard  the  foetal  heart 
you  know  that  the  patient  is  pregnant.  Infer  the  duration 
of  the  pregnancy  from  the  size  of  the  uterus  and  the  date  of 
the  amenorrhcea. 

The  uterine  souffle. — But  the  child  may  be  dead.  If  so, 
you  will  not  hear  the  foetal  heart ; but  in  trying  to  hear  it  you 
will  hear  the  uterine  souffle.  This  is  a blowing  sound,  synchro- 
nous with  the  maternal  pulse.  It  is  heard  during  the  second 
half  of  pregnancy  over  the  uterus,  generally  low  down  and  at 
the  side  ; but  not  always  in  the  same  place.  It  is  more  com- 
monly heard  on  the  left  side  than  on  the  right,  because  it  is 
common  for  the  uterus  to  lie  with  its  left  side  more  forward 
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than  its  right.*  It  varies  in  loudness ; it  may  be  musical,  and 
it  may  be  felt  as  a thrill. 

The  sound  was  called  by  its  discoverer,  Lcjumeau  de 
Kergaraclec,f  the  “ battement  simple  avec  souffle.”  Someone 
afterwards  introduced  the  error,  which  has  lived  long,  of 
calling  it  the  “ placental  souffle.”  It  is  certain  that  it  has 
nothing  to  do  with  the  placenta.  It  is  heard  when  there  is 
no  placenta,  and  in  pregnancy  it  continues  to  be  heard  after 
the  placenta  is  expelled.  It  is  not  affected  by  position,  or 
by  pressure  with  the  stethoscope,  but  it  undergoes  peculiar 
changes  in  loudness.  These  correspond  with  contractions  of 
the  uterus,  and  are  evidence  that  the  tumour  is  in  the  uterus. 
The  uterine  contractions  can  be  felt  with  the  hand  which 
supports  the  uterus  opposite  to  the  stethoscope,  and  some- 
times they  can  be  seen.  While  the  uterus  is  contracting  the 
murmur  gets  louder.  When  the  contraction  has  reached  its 
height  the  murmur  gets  softer.  As  the  uterus  relaxes  again 
the  murmur  gets  louder,  and  when  the  relaxation  is  complete 
the  murmur  becomes  softer.  The  explanation  is,  that  the 
murmur  is  produced,  like  cardiac  murmurs,  by  the  blood 
flowing  out  of  small  channels  into  larger  ones.  It  is  louder 
when  the  surroundings  of  the  vessels  are  in  process  of  change. 
The  uterine  contractions,  by  compressing  the  veins,  help  on 
the  circulation,  and  so  make  the  murmur  louder. 

A blowing  murmur  rhythmically  varying  in  loudness  is 
heard  only  over  a uterine  tumour.  It  is  heard  over  a 
uterus  which  contains  a fibroid  or  a mole,  as  well  as  one 
which  contains  a foetus.  It  therefore  tells  us  that  the 
tumour  is  uterine,  nothing  more.  My  impression  is  that  this 
murmur  is  heard  over  uteri  containing  large  interstitial  or 
submucous  fibroids,  but  not  over  subperitoneal  fibroids : but 
I do  not  assert  that  there  may  not  be  exceptions  to  my 
limited  experience. 

A blowing  murmur  may  be  heard  over  the  uterus  with  an 
extra-uterine  pregnancy.  It  is  not  heard  over  the  sac  which 
contains  the  foetus.  It  is  so  seldom  heard  with  extra-uterine 
pregnancy  that  the  absence  of  this  souffle  has  been  erroneously 
asserted  to  be  a sign  that  pregnancy  is  extra-uterine. 

* See  Champneys,  “ Obst.  Trans.,”  vol.  xxvii.,  1886. 

f “ Memoire  sur  l’Auscultation  appliquee  a l’ktude  de  la  Grossesse.” 
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A blowing  murmur  may  be  caused  by  the  pressure  of 
the  stethoscope,  although  this  is  not  often  the  case  in  the 
abdomen.  Such  a murmur  does  not  present  rhythmical 
variations  in  loudness. 

Diagnosis  of  pregnancy  when  child  is  dead.  — The 

diagnosis  between  a uterus  which  contains  a fibroid  and  one 
which  contains  a dead  child  is  sometimes  difficult.  The 
uterus  may  contain  both,  in  which  case  the  diagnosis  is  still 
more  difficult. 

The  following  points  are  the  important  ones  : — 

The  shape. — The  pregnant  uterus  is  a regular  ovoid. 
In  a uterus  with  fibroids  there  are  rounded  lumps  and  bosses, 
making  the  tumour  irregular  in  shape.  If  the  latter  feature 
be  present  the  diagnosis  of  fibroids  is  easy.  But  fibroids  do 
not  always  make  the  uterus  irregular  in  shape ; a fibroid 
uterus  may  be  as  regular  an  ovoid  as  a pregnant  uterus.  A 
uterus  containing  a child,  with  the  usual  quantity  of  amniotic 
fluid,  is  a soft,  elastic,  egg-shaped  swelling  (the  small 
end  of  the  egg  being  downwards),  within  which,  on  palpa- 
tion, the  outline  of  the  child  can  be  perceived-— the  large  hard 
round  mass  of  the  head,  the  smooth  resisting  surface  of  the 
back  on  one  side,  the  little  knobs  formed  by  the  limbs  on 
the  other.  If  these  things  can  be  felt,  the  diagnosis  is  not 
difficult.  But  if  the  child  be  dead  and  decomposing,  its  parts 
will  not  be  felt  Avith  the  same  ease.  The  liquor  amnii  may  be 
deficient,  and  after  the  death  of  the  foetus  some  may  be 
absorbed.  In  that  case  the  lumps  formed  by  the  foetal  head 
and  limbs  will  not  be  movable  inside  the  uterus,  and  the 
uterus  will  be  moulded  to  the  shape  of  the  foetus,  so  that  it 
will  not  be  of  the  regular  ovoid  shape  that  it  has  in  a healthy 
pregnancy.  Large  fibroids  are  not  often  met  with  in  young 
Avomen.  Women  in  middle  life  are  often  fat,  and  in  a fat 
Avoman,  especially  if  she  be  nervous,  it  may  be  difficult  to 
define  accurately  the  outline  of  a tumour.  For  these  reasons, 
in  some  cases  Ave  cannot  tell  from  abdominal  palpation  Avhether 
a uterine  tumour  is  a fibroid  or  a pregnant  uterus. 

Rhythmical  uterine  contractions. — During  pregnancy  the 
uterus  is  continually  alternately  contracting  and  relaxing. 
Braxton  Hicks  * Avas  the  first  to  point  out  that  these 

* “ Obst.  Trans.,”  vol.  xiii. 
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contractions  are  regular  and  rhythmical ; others  before  him 
had  observed  them  as  the  result  of  stimulating  the  uterus. 
They  can  be  felt  as  soon  as  the  uterus  is  big  enough  for 
it  to  be  so  grasped  that  the  difference  of  consistence  can  be 
felt.  To  feel  them,  lay  the  hand  on  the  uterus  without 
friction  or  more  pressure  than  that  necessary  for  full  contact 
with  the  uterine  body.  The  uterus,  if  relaxed  at  first,  will 
be  felt  to  become  firm;  if  firm  at  first  to  become  flaccid.  Keep 
the  hand  on  the  uterus  from  five  to  twenty  minutes.  The 
interval  between  the  contractions  is  seldom  as  long  as  twenty 
minutes,  they  generally  occur  every  five  or  ten  minutes, 
sometimes  even  twice  in  five  minutes.  The  duration  of  each 
contraction  is  from  two  to  five  minutes.  If  the  uterus  is 
irritable  or  has  been  irritated,  contraction  may  last  longer, 
or'  be  almost  continuous.  When  contracted  the  uterus  is 
round,  firm,  solid,  and  the  outline  of  the  foetus  cannot  be  felt. 
As  the  contraction  passes  off,  the  uterine  wall  becomes  softer 
and  its  outline  indistinct ; it  may  get  so  soft  that  its  outline 
can  scarcely  be  made  out  at  all,  and  in  a hasty  examination 
of  the  belly  the  presence  of  the  pregnant  uterus  might  not 
be  noticed.  As  relaxation  becomes  complete,  the  shape  of 
the  foetus  becomes  more  and  more  distinctly  felt. 

These  contractions  are  not,  in  health,  painful ; and  there- 
fore they  are  not  noticed  by  the  patient.  They  go  on  up 
to  the  time  of  labour,  and  whether  the  child  be  living  or 
dead.  They  are  useful  in  two  ways : (1)  The  intermittent 
compression  of  the  veins  helps  the  circulation  ; and  (2)  these 
contractions  help  to  adapt  the  foetus  to  the  long  axis  of  the 
uterus,  and  push  its  presenting  part  into  the  pelvic  brim. 
The  contractions  continue  after  delivery,  and  are  then  known 
as  “ after-pains.” 

Similar  contractions  occur  not  only  when  the  uterus 
contains  a child,  but  when  it  contains  a mole  or  a tumour. 
A uterus  enlarged  by  either  a submucous  or  an  interstitial 
fibroid  may  thus  contract  if  there  be  a layer  of  muscle  outside 
the  new  growth.  Not  every  enlargement  of  the  uterus  pre- 
sents these  rhythmical  contractions ; hard  sub-peritoneal 
fibroids  do  not  do  so. 

No  tumour  is  found  in  the  belly  that  alternately  contracts 
and  relaxes  in  the  way  described  except  a uterus  enlarged 
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by  something  within  it.  If  the  growth  within  it  he  a soft 
fibroid,  long-continued  lessening  in  size  may  be  produced 
by  galvanism  or  by  ergot.  The  only  other  abdominal  tumour 
that  can  be  made  smaller  by  galvanism  is  an  enlarged  spleen  ; 
but  this  does  not  present  regular  rhythmical  contractions. 

Regular  rhythmical  contractions  when  present  in  a tumour 
prove  that  it  is  uterine.  Their  absence  proves  nothing. 

Ballottement. — This  means  the  sensations  felt  on  pushing 
a solid  body  floating  in  fluid.  There  are  two  sensations : (1) 
when  the  solid  body  is  pushed  it  moves  away  from  the  finger; 
(2)  after  a second  or  two  the  solid  body  moves  back  and 
gently  strikes  the  finger  that  pushed  it.  The  latter  is 
commonly  called  the  “ choc-en-retour,”  or  “ return  shock.” 
To  get  this  sign  there  must  be  enough  amniotic  fluid  for 
the  foetus  to  move  about  freely.  Hence  it  cannot  be  got 
during  the  last  two  months  of  normal  pregnancy.  It  is 
also  necessary  that  the  child  should  be  big  enough  to  give 
a shock  strong  enough  to  be  felt  through  the  uterine  and 
abdominal  walls ; and  the  foetus  is  not  big  enough  for  this 
till  the  second  half  of  pregnancy.  Hence  this  sign,  super- 
fluous in  normal  pregnancy,  is  only  useful  when  the  child  has 
died  in  the  sixth  or  seventh  month,  or  the  liquor  amnii  is 
in  excess.  In  these  latter  cases  diagnosis  is  sometimes 
difficult,  and  ballottement  helps.  Its  presence  is  not  con- 
clusive, as  Pajot  pointed  out,  for  it  has  been  simulated  by 
a solid  lump  moving  freely  in  the  fluid  of  an  ovarian  cyst. 
But  the  latter  condition  is  extremely  rare ; so  rare  that  if 
you  meet  with  a case  in  which  the  history,  the  blueness 
and  softness  of  the  cervix  suggest  pregnancy,  and  you  also 
get  ballottement,  the  probability  of  error  in  saying  that  the 
patient  is  pregnant,  is  very,  very  small. 

How  to  obtain  ballottement. — To  get  this  sign  not  only 
must  there  be  (1)  a big  enough  foetus ; and  (2)  enough 
liquor  amnii ; but  (3)  you  must  push  where  the  foetus  is  in 
contact  with  the  uterus ; (4)  you  must  push  on  a resistant 
part  of  the  foetus ; (5)  you  must  support  the  uterus  with  the 
other  hand  at  the  point  opposite  to  your  push.  Such  support 
will  prevent  the  push  from  only  moving  the  uterus  as  a Avhole, 
and  make  it  possible  that  you  may  feel  the  solid  body  when 
pushed  across  strike  the  opposite  hand.  There  are  several 
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ways  of  practising  ballottement.  (1)  You  may  put  the  patient 
on  her  back,  and  a hand  on  each  side  of  the  abdomen.  This 
is  not  a good  way,  because  the  foetus  is  usually  in  the  long 
axis  of  the  uterus,  and  if  so,  one  hand  will  be  opposite  the 
least  resistant  part  of  the  foetus,  the  limbs;  and  gravity 
does  not  in  this  position  carry  the  foetus  towards  either  hand. 
(2)  Put  the  patient  on  her  side  with  the  abdomen  hanging 
over  the  edge  of  the  bed  or  couch,  and  then  with  the  hand 
applied  underneath,  push  upwards,  and  note  if  you  feel  a solid 
body  move  away  and  then  fall  back.  You  cannot  appreciate 
this  fine  sensation  if  your  hand  is  wedged  between  the  abdomen 
and  the  bed ; therefore  the  belly  must  overhang.  This  is  the 
best  method  for  ordinary  purposes,  because  you  get  the 
muscles  relaxed,  and  gravity  helps  by  bringing  the  foetus  back 
again  on  to  your  hand.  (3)  You  may  put  the  patient  on  her 
knees  and  elbows,  and  push  at  the  fundus  of  the  uterus.  In 
this  position  gravity  will  help  the  return  shock.  I know  of 
no  advantage  in  this  position  over  the  second  one  described. 
(4)  Support  the  patient  with  pillows  in  a half-reclining  posi- 
tion, so  that  her  uterus  may  be  vertical  and  her  abdominal 
muscles  relaxed.  Then  with  two  fingers  in  the  vagina  press 
up  the  presenting  part  of  the  foetus.  This  method  is  the 
best  for  obtaining  the  sign,  because  the  foetal  head  is  the 
part  usually  pressed  on.  But  it  is  disagreeable  to  the  patient, 
and  not  applicable  if  the  foetus  is  lying  transversely. 

I have  found  ballottement  valuable  when  difficulty  in 
diagnosis  was  caused  by  a tumour  above  the  pregnant  uterus 
pressing  it  down  and  so  interfering  with  the  recognition  of  the 
abdominal  signs  of  pregnancy.  The  absence  of  ballottement 
proves  nothing. 

Softening  of  the  cervix. — The  cervix  is  the  part  of  the 
womb  which  can  most  easily  be  examined.  During  preg- 
nancy it  shares  in  the  increased  vascularity  of  the  genital 
organs ; it  gets  blue  and  it  gets  soft.  This  softening  increases 
as  pregnancy  goes  on.  The  consistence  of  the  unimpregnated 
cervix  uteri  is  that  of  the  tip  of  the  nose;  that  of  the  pregnant 
cervix  is  that  of  the  lip.  When  pregnancy  is  advanced  this 
softening  is  very  marked,  and  is  a most  valuable  sign.  It  does 
not  occur  in  fibroids.  Similar  softening  occurs  in  the  vagina, 
but  is  there  less  easily  appreciated.  The  cervix  and  vagina 
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become,  instead  of  the  same  pale  pink  as  the  buccal  mucous 
membrane,  a deep  bluish  purple,  and  near  the  vulva,  Avhere 
varicose  veins  are  just  below  the  surface,  spots  which  are 
almost  black  will  be  seen.  This  change  in  colour  is  not 
produced  by  fibroids. 

The  only  condition  which  produces  such  softening  and 
discolouration  of  the  cervix  and  vagina  is  disease  causing 
obstruction  to  the  circulation,  such  as  emphysema  and  bron- 
chitis, cardiac  dilatation,  or  cirrhosis  of  liver.  These  diseases 
only  produce  softening  and  discolouration,  like  that  of  preg- 
nancy, when  the  circulation  is  greatly  interfered  with,  and  then 
there  are  other  signs  so  marked  that  they  cannot  be  over- 
looked, such  as  difficulty  of  breathing,  dropsy,  &c.  It  used 
to  be  said  that  the  cervix  became  shorter  during  the  later 
months  of  pregnancy.  The  softening  of  the  cervix  led  to 
this  error;  the  cervix  being  soft  feels  shorter.  Dissections 
show  that  the  cervix  does  not  shorten  during  pregnancy.* 
It  has  also  been  said  that  the  softening  begins  at  the  lower 
part  of  the  cervix,  and  extends  upwards.  There  is  no  evidence 
of  this.  The  softening  is  more  easily  perceived  at  the  lower 
part  because  this  is  more  easily  felt.  It  has  also  been  said 
that  the  cervix  is  softer  in  multipane  than  in  primigravidae. 
This  seems  to  be  so  because  in  multiparse  the  cervix  is 
generally  split,  so  that  the  finger  enters  the  canal  and  per- 
ceives the  softening  more  easily. 

The  clinical  history. — A pregnant  woman  generally  forms 
her  own  opinion  as  to  why  her  belly  is  getting  big  from 
the  symptoms  which  accompany  the  enlargement.  If  these 
are  clear  she  will  not  trouble  you  for  a diagnosis.  In  cases  of 
difficult  diagnosis,  the  history  is  often  not  clear.  Never  rely 
upon  the  clinical  history  in  the  diagnosis  of  pregnancy. 

Amenorrhcea.  — The  first  symptom  of  pregnancy  is 

* Weitbrecht  in  1750  (“  De  Utero  Muliebri”)  showed  that  the  cervix  uteri 
did  not  shorten  in  pregnancy.  The  error  of  supposing-  that  a general  shortening 
of  the  cervix  went  on  after  the  fifth  month  of  pregnancy  was  introduced  by 
Roederer  in  1759.  Stolz  in  1826  again  described  the  real  state  of  the  cervix, 
and  his  work  was  introduced  to  the  profession  in  England  by  Matthews  Duncan 
in  1853  (“Researches  in  Obstetrics”). 

During  the  last  few  days  of  pregnancy  the  internal  os  expands,  the  cervical 
canal  becomes  part  of  the  uterine  cavity,  and  the  bag  of  membranes  comes  to 
rest  on  the  external  os.  In  primigravidae  this  change  may  take  place  as  early 
as  two  months  before  delivery ; but  such  cases  are  the  exception,  not  the  rule. 
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amenorrhoea.  This  is  a valuable  sign  to  the  patient,  because 
it  is  the  first  symptom,  that  from  Avhich  she  dates  the 
pregnancy.  It  is  valuable  to  the  doctor,  because,  pregnancy 
having  been  ascertained,  it  is  a closer  guide  to  the  probable 
date  of  delivery  than  examination  of  the  belly  alone.  But 
when  you  have  to  give  an  opinion  as  to  whether  the  patient 
is  pregnant  or  not,  do  not  let  the  menstrual  history  influence 
you  in  the  least,  for  the  following  reasons : (1)  A girl  may 
become  pregnant  before  menstruation  has  appeared.  (2)  A 
woman  may  become  pregnant  after  she  thinks  that  she  has 
passed  the  climacteric.  (3)  A patient  may  become  pregnant 
while  she  is  suckling,  and  therefore  not  menstruating 
regularly.  In  these  instances  the  usual  first  indication  of 
pregnancy,  the  cessation  of  previously  regular  menstruation, 
is  wanting.  (4)  There  is  no  anatomical  reason  why  men- 
struation should  not  take  place  during  the  first  three  months 
of  pregnancy,  for  until  the  end  of  the  third  month  the 
decidua  reflexa  is  not  in  contact  with  the  decidua  vera.  It  is 
quite  common  for  a patient  to  say  chat  she  is  uncertain  as 
to  the  date  of  pregnancy  because  she  has  been  unwell  since 
the  date  at  which  she  thought  she  had  conceived.  Recur- 
rent haemorrhage,  not  enough  to  cause  alarm,  may  take 
place  throughout  pregnancy,  either  from  disease  of  the 
cervix  uteri,  or  from  separation  of  chorion  or  placenta.  Cases 
are  recorded  and  the  statement  has  been  copied  from  book 
to  book,  in  which  menstruation  is  said  to  have  taken  place 
throughout  pregnancy.  Patients  have  told  me  that  this 
occurred  in  themselves;  but  I have  never  seen  one  whose 
account,  after  close  questioning  as  to  dates,  satisfied  me  that  a 
regular  monthly  flow  had  occurred.  I therefore  doubt  the 
fact  of  menstruation  throughout  pregnancy ; and  still  more 
do  I suspect  a fallacy  in  the  statement,  which  has  also  been 
copied  from  book  to  book,  that  some  women  menstruate  during 
pregnancy  and  at  no  other  time.  The  important  clinical  fact 
is,  that  you  must  not  think  that  a patient  cannot  be  pregnant 
because  she  has  been  having  more  or  less  regular  hiemorrhages. 
(5)  There  are  many  causes  of  amenorrhoea  besides  pregnancy. 

Morning1  sickness. — This  symptom  is  present  in  about 
two-thirds  of  pregnant  women.*  When  present  it  usually 
* See  Giles,  “Obst.  Trans.,”  1893. 
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begins  in  the  second  month.  It  is  the  symptom  by  which 
a patient  usually  decides  for  herself  whether  she  has 
missed  a menstruation  because  she  is  pregnant  or  from 
some  other  cause.  It  is  therefore  a symptom  of  great  value 
to  her.  But  there  are  so  many  other  causes  of  vomiting 
that  you  must  not  let  the  presence  or  absence  of  vomiting 
influence  you. 

Briefly,  the  one  certain  sign  of  pregnancy  is  the  foetal 
heart.  If  you  cannot  hear  this,  you  may  infer  that  the  patient 
is  pregnant  if,  the  patient  being  otherwise  in  good  health, 
there  is  a swelling  in  the  belly  which  alternately  hardens 
and  softens ; over  which  a blowing  murmur  is  heard  rising 
in  loudness  while  the  swelling  is  becoming  hard  and  while 
it  is  becoming  soft ; and  with  this  the  vaginal  mucous  mem- 
brane is  blue  and  the  cervix  softened. 

In  case  of  pregnancy  with  fibroid  the  uterus  may  present 
the  irregular  outline,  and  the  hard  round  bosses  produced 
by  the  fibroid  lumps.  The  amenorrlicea  and  the  coincident 
enlargement  of  the  tumour  will  point  to  pregnancy,  and 
should  make  you  auscultate.  If  the  foetal  heart  be  not 
audible,  the  diagnosis  will  be  difficult,  and  only  to  be  made 
by  the  changes  in  the  cervix  and  vagina. 

These  cases  in  practice  do  not  often  cause  difficulty, 
because  most  patients  who  are  pregnant  suspect  it,  and  give 
you  a history  of  amenorrlicea  and  recent  abdominal  enlarge- 
ment. But  you  may  be  consulted  about  a case  in  which  the 
age  of  the  patient  might  explain  amenorrlioea,  and  she  cannot 
tell  you  the  date  of  the  abdominal  enlargement.  Therefore, 
the  diagnosis  of  these  conditions  must  sometimes  be  made 
apart  from  the  history. 

The  diagnosis  of  early  pregnancy. — I have  described  the 
signs  of  the  latter  half  of  pregnancy.  Suppose  now  that  the 
menses  have  stopped  for  less  than  five  months.  If  the  patient 
be  married  examine  bimanually.  You  will  if  she  be  pregnant 
feel  the  enlarged  uterus.  The  cervix  will  be  softened  and 
bluish.  The  body  of  the  uterus  will  be  symmetrically  en- 
larged, soft  and  elastic.  In  the  first  or  second  months  the 
difficulty  is  to  be  sure  that  the  uterus  is  enlarged.  It  is 
common  for  the  involution  of  the  uterus  after  delivery  not  to 
be  complete.  If  you  have  not  examined  the  patient  before,  it 
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will  be  impossible  to  say  whether  slight  enlargement  is 
due  to  subinvolution  alter  the  last  pregnancy  or  to  the  com- 
mencement of  another  one.  Fibroids  of  the  nodular  kind  will 
distort  the  uterus  and  make  it  unsyrnmetrical ; but  a small 
fibroid  may  enlarge  the  uterus  so  as  to  make  it  in  shape  and 
size  much  like  one  in  which  pregnancy  has  begun.  If  the 
uterus  be  small,  certainty  may  be  impossible.  The  further  the 
pregnancy  goes  on,  the  more  marked  are  the  signs  — the 
softening  and  bluish  colour  of  the  cervix  of  a pregnant  uterus, 
the  symmetry  of  its  body,  while  the  neck  of  a uterus  with  a 
fibroid  remains  hard  and  of  the  same  colour  as  the  mucous 
membrane  of  the  mouth. 

In  the  first  half  of  pregnancy  you  can  distinguish  the 
enlargement  due  to  pregnancy  from  that  due  to  subinvo- 
lution, or  to  a fibroid,  by  the  growth  of  the  uterine  enlarge- 
ment at  the  regular  rate  of  growth  of  pregnancy.  A uterus 
the  subject  of  subinvolution  does  not  grow  at  all,  and  it  is 
infinitely  rare  to  meet  with  a fibroid  growing  with  the 
rapidity  of  a pregnant  uterus.  Fibroids  as  a rule  cause 
hemorrhage,  not  amenorrhoea;  but  with  a fibroid  there  may 
be  amenorrhoea.  Cancer  of  the  body  of  the  uterus  may  en- 
large it  like  early  pregnancy,  but  in  this  disease  you  are  not 
likely  to  be  consulted  for  amenorrhoea.  In  case  of  doubt 
whether  amenorrhoea  is  or  is  not  due  to  early  pregnancy, 
postpone  an  opinion,  and  do  not  say  the  patient  is  pregnant 
unless  you  find  that  on  re-examination  after  an  interval  the 
uterus  has  enlarged  at  precisely  the  rate  at  which  it  ought  to 
have  grown  were  the  patient  pregnant.  But  do  not  deny  that 
the  patient  is  pregnant  if  you  do  not  observe  growth  of  the 
uterus,  for  the  embryo  may  have  died  and  be  retained  in  utero. 
If  the  uterus  has  the  characters  of  pregnancy,  but  does  not 
enlarge,  only  say  that  if  the  patient  be  pregnant  the  pregnancy 
is  not  going  on  naturally. 

Causes  of  temporary  amenorrhoea. — In  young  women 
slight  causes,  such  as  change  of  residence  or  mode  of  life,  or 
slight  illness,  or  lowering  of  health  of  any  kind,  may  suspend 
menstruation  for  a few  months.  But  causes  which  in  a patient 
whose  uterus  is  fully  developed  suspend  menstruation  for 
ionger  than  two  or  three  months  produce  other  signs  of 
impaired  health.  Remember  that  in  the  first  three  months 
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die  diagnosis  of  pregnancy  is  difficult,  and  if  in  an  unmarried 
patient  the  amenorrhoea  has  not  lasted  longer  than  this  time, 
prescribe  some  simple  tonic,  and  postpone  giving  an  opinion. 

Causes  of  ill-health,  such  as  chill,  shock,  fatigue,  &c.,  acting 
about  the  time  at  which  menstruation  ought  to  come  on,  may 
prevent  its  doing  so,  or  during  the  flow  may  stop  it.  Such 
cases  are  probably  due  to  catarrh  of  the  genital  mucous  mem- 
brane. The  catarrh  may  pass  off,  or  may  spread  along  the 
Fallopian  tubes  to  the  peritoneum.  This  effect  I have  con- 
sidered in  Chapters  XIV.  and  XVII.  Unless  it  spreads  to 
the  peritoneum  and  produces  perimetritis,  such  suppression 
of  menses  causes  no  symptoms  worth  speaking  of,  and  lasts 
only  a month  or  two. 

UTERINE  ATROPHY. 

The  patient  may  have  amenorrhoea  because  the  menstru- 
ating organ  has  atrophied.  Atrophy  of  die  uterus  injures  not 
the  patient’s  health,  and  therefore  you  can  only  find  it  out 
by  examination.  After  forty-five,  it  is  physiological,  and  the 
cessation  of  menstruation  thus  produced  is  known  as  the 
menopause,  or  the  climacteric.  Atrophy  of  the  uterus  may 
take  place  earlier  than  this.  It  sometimes  follows  childbed, 
and  is  then  known  as  puerperal  atrophy  of  the  uterus,  or 
superinvolution,  the  latter  inelegant  but  expressive  and 
shorter  term  having  been  introduced  by  Sir  James  Simpson. 
Sometimes  it  is  brought  about  suddenly  by  a mental  shock. 
Sometimes  it  takes  place  without  any  discoverable  cause,  so 
that  we  can  only  explain  it  as  due  to  unusually  early  exhaustion 
of  reproductive  energy.  Sometimes  it  is  induced  by  removal 
of  the  ovaries  to  cure  disease.  Consider  now  these  different 
causes  of  uterine  atrophy,  and  their  consequences. 

The  menopause. — This  naturally  occurs  between  the  ages 
of  forty-five  and  fifty.  Leith  Napier*  who  has  given  much 
trouble  to  the  collection  of  statistics  on  the  subject,  estimates 
forty-seven  to  be  the  average  age  in  England.  The  late 
Sir  Andrew  Clark  was  of  opinion  that  the  tendency  of  civilisa- 
tion was  to  make  the  climacteric  later,  and  his  vast  experience 
among  the  higher  classes  makes  his  opinion  on  such  a point 
important.  When  the  menopause  is  delayed  much  beyond 

* “ The  Menopause  and  its  Disorders.”  1897. 
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fifty,  the  haemorrhage  is  generally  not  menstruation,  but 
bleeding  from  the  uterus  caused  by  disease. 

Cause  of  the  climacteric. — The  cessation  of  menstruation 
is  due  to  the  cessation  of  ovarian  function.  The  function 
of  the  ovaries  seems  to  be  twofold — (1)  to  produce  ova  ; (2)  to 
produce  secretion,  the  nature  of  which  we  know  not,  nor 
its  exact  effects,  but  which  has  some  effect.  Sometimes  this 
secretion  seems  to  be  in  excess,  and  then  produces  softening 
of  the  bones  and  copious  excretion  of  phosphates  in  the 
urine — conditions  which  form  the  disease  known  as  osteo- 
malacia, which  is  cured  by  removing  the  ovaries.  It  seems 
also  as  if  this  secretion  rendered  the  tissues  a fitter  food  for 
the  cancer  protozoon,  for  cases  have  been  published  in  which 
removal  of  the  ovaries  combined  with  the  administration 
of  thyroid  extract  has  produced  surprising  diminution  and 
retrogression  of  cancer  in  young  women.  The  removal  of 
this  secretion  is  one  incident  in  the  climacteric — perhaps  the 
fundamental  condition.  On  this  view  the  disorders  which 
sometimes  accompany  the  menopause  have  been  treated  by 
giving  ovarian  extract,  and  benefit  has  been  reported  from 
such  treatment.  But  this  preparation  has  not  yet  been  used 
largely  enough  to  justify  any  positive  assertion  of  its  value.*' 

Menstruation  during  the  climacteric. — The  cessation  of 
menstruation  is  sudden,  according  to  Tilt,  in  about  one  in 
seven  women.  It  is  usual  for  one  or  more  menstruations  not 
to  come  on,  then  for  the  usual  flow  to  return  for  a month  or 
two,  then  again  stoppage  of  menstruation,  with  occasional 
returns  at  irregular  intervals.  Hence  the  period  of  life  at 
which  this  occurs  has  been  called  the  “ dodging  time.”  Tilt  f 
took  some  trouble  to  estimate  the  length  of  this  “ dodging 
time,”  and  put  it  at,  on  the  average,  two  years  and  a quarter, 
the  variations  ranging  from  no  dodging  time  at  all  to  ten  or 
twelve  years.  Not  only  is  menstruation  irregular  as  to  time, 
but  its  quantity  is  often  not  what  had  previously  been  usual. 
In  about  half,  according  to  Tilt’s  figures,  it  is  either  diminished 
or  increased  ; the  cases  in  which  it  is  increased  are  about 
balanced  in  number  by  those  in  which  it  is  decreased. 

Symptoms  accompanying  the  climacteric. — During  the 

* See  a case  by  Fosbery,  Brit.  Med.  Journal , April  24th,  1897. 

f “ Change  of  Life.”  1882. 
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cessation  of  menstruation,  and  for  some  time  after  it,  certain 
disagreeable  symptoms  are  common.  Among  these  are 
flushings.  Those  who  like  Latin  names  have  called  this 
ardor  volaticus.  These  hushes  are  increased  by  emotion 
and  by  heat.  They  chiefly  affect  the  face  and  head,  but 
may  also  be  felt  in  the  limbs.  Tilt  found  by  inquiry  that 
they  are  present  in  more  than  half  of  women  at  the  meno- 
pause. The  hushing  is  often  preceded  by  chilliness,  and 
followed  by  sweating.  Sometimes  the  perspiration  is  so 
profuse  as  to  oblige  the  patient  to  change  her  linen  with 
inconvenient  frequency.  Tilt  found  profuse  sweating  present 
in  about  a sixth. 

Various  skin  diseases  have  been  said  to  be  disorders  of 
the  menopause,  but  erroneously.  Tilt  quotes  Sir  Erasmus 
Wilson  and  Dr.  Liveing,  who  say  that  “ they  do  not  consider 
women  more  liable  to  cutaneous  diseases  at  the  change  than 
at  any  other  time.”  But  when  such  diseases  do  arise  at  this 
period  of  life,  they  are  harder  to  cure  than  in  younger 
patients,  because  tissue  degeneration  has  begun. 

Leucorrhcea  is  said  to  be  frequent  at  the  menopause ; 
sometimes  as  a chronic  condition ; sometimes  occurring  only 
at  the  time  when  the  patient  expected  to  menstruate.  Tilt 
put  its  frequency  at  28  per  cent.  Napier  says  that  leucorrhcea 
of  the  latter  kind  is  present  in  from  10  to  15  per  cent.  I 
accept  these  statements  as  representing  the  facts  in  the 
patients  who  consulted  these  gentlemen,  presumably  for  some 
disease ; but  as  representing  the  frequency  of  leucorrhcea 
at  the  menopause  in  the  female  population  generally,  I think 
them  too  high. 

Obesity  and  emaciation. — About  the  age  at  which  the 
climacteric  occurs,  women  generally  get  either  fatter  or 
thinner  than  they  were  in  earlier  years.  The  direction  in 
which  change  takes  place  depends  upon  conditions  that  we  do 
not  understand.  This  change  does  not  so  closely  correspond 
in  time  to  the  menopause  that  it  can  be  regarded  as  directly 
due  to  the  cessation  of  ovarian  function  : it  depends  upon 
age,  mode  of  life,  and  inherited  habit  of  body.  Its  relation 
to  the  menopause  is  that  of  coincidence. 

Atrophy  of  genital  organs. — After  menstruation  has 
finally  ceased,  the  genital  organs  atrophy.  The  uterus 
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becomes  small,  the  vagina  becomes  smooth,  and  its  orifice, 
if  it  has  not  been  enlarged  by  child-bearing,  shrinks.  These 
changes  are  not  important  to  women  who  have  been  married  at 
the  most  suitable  age ; but  to  women  who  have  been  married 
late,  to  husbands  younger  than  themselves,  they  may  be. 

Nervous  disease  and  the  climacteric, — The  strain  in- 
volved in  reproduction  renders  child-bearing  women  especially 
liable  to  insanity.  This  is  proved  by  the  larger  proportion  of 
women  who  become  insane  during  the  child-bearing  period 
as  compared  with  women  at  other  ages  and  with  men.  The 
average  age  at  which  childbearing  ceases  in  women  living  in 
wedlock  is  thirty-eight ; but  as  some  women  become  widows 
before  this  age,  the  average  age  of  cessation  of  childbearing 
in  women  generally  would  be  rather  before  thirty-eight. 
But  a 'great  drop  in  the  frequency  of  insanity  in  women  does 
not  take  place  till  after  fifty-five.*  It  must  be  therefore 
admitted  that  the  climacteric  brings  with  it  a liability  to 
insanity.  This  being  so,  it  is  not  surprising  that  minor 
changes  in  the  higher  nervous  centres  should  occur,  f 
Depression  of  spirits,  hypochondriasis,  and  headaches  are 
more  common  at  the  menopause  than  in  the  years  before 
and  after.  I know  no  features  special  to  the  headache  that 
occurs  at  the  menopause.  It  is  sometimes  the  morbid  feeling 
at  the  top  of  the  head  that  is  associated  with  neurasthenia 
and  sleeplessness.  ( See  Chapters  II.  and  IV.)  Sometimes  it 
may  be  ocular,  from  commencing  presbyopia  aggravating 
already  existing  errors  of  refraction.  Sometimes  it  occurs  at 
the  time  at  which  menstruation  had  been  expected,  and  it  is 
then  a plausible  theory  that  it  is  due  to  non-relief  of  the 
increased  vascular  tension  which  precedes  menstruation. 
Patients  who  sleep  badly,  and  whose  digestion  is  bad,  are 
often  drowsy  by  day,  and  suffer  from  many  subjective  symp- 
toms, such  as  giddiness,  backache,  variously  described  pains, | 
and  morbid  sensations  in  the  belly — subjective  phenomena 
which  Tilt  describes  with  great  elaboration. 

Treatment. — The  insanity  which  occurs  at  the  menopause 

* See  a table  quoted  by  Tilt,  on  the  authority  of  Sir  Charles  Hood. 

f See  Savage,  “ Some  Neuroses  of  the  Climacteric  Period,”  Med.  Press  and 
Circular , Nov.  8th,  1893. 

J See  Sir  F.  Semon,  “The  Sensory  Throat  Neuroses  of  the  Climacteric 
Period,”  Brit.  Med.  Journal,  Jan.  5th,  1895. 
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is  only  peculiar  to  women  in  its  origin,  and  therefore  1 attempt 
not  to  describe  its  symptoms  and  treatment,  farther  than  to 
say  that  the  great  prophylactics  of  insanity  are  food  and  sleep. 
In  a woman  at  the  climacteric,  whose  history  or  symptoms 
rouse  apprehension  of  coming  insanity,  direct  your  treatment 
to  making  her  eat  well  and  sleep  soundly  and  long. 

In  the  treatment  of  the  minor  troubles  incident  to  the 
menopause,  the  first  thing  is  to  assure  the  patient  that 
these  things  do  not  portend  loss  of  life,  or  reason,  or 
health ; that  they  are  natural,  and  will  cease  after  a few 
years ; that  they  are  like  menstruation,  one  of  the  trials  of 
her  sex  that  every  woman  has  to  pass  through.  When  the 
patient  has  grasped  this  general  fact,  she  will  calmly  accept 
the  minor  symptoms.  Ovarian  extract  has  not  as  yet  been 
used  enough  to  be  properly  appraised.  Thymol,  in  pill,  con- 
taming  gr.  ij  thrice  daily,  has  been  found  useful  at  the 
London  Hospital.  Of  the  well-known  drugs,  the  best  are  the 
bromides,  which  lessen  reflex  irritability ; belladonna,  which 
contracts  the  small  vessels  and  checks  perspiration,  and  saline 
aperients.  These  may  be  combined.  If  the  symptoms  occur 
when  the  patient  should  have  menstruated,  are  accompanied 
with  pehuc  uneasiness,  and  the  patient  has  a good  colour, 
relief  will  follow  replacement  of  the  absent  menstruation  by 
four  or  six  leeches  to  the  cervix,  or,  if  the  patient  be  a virgin, 
to  the  groin. 

Premature  climacteric.  — Cessation  of  menstruation  at 
an  age  earlier  than  is  normal  may  be  brought  about  either 
by  shock,  mental  or  physical,  or  by  severe  illness,  either 
febrile  or  wasting.  Its  most  common  cause  at  the  present 
time  is  the  removal  of  the  ovaries  by  operation.  This  is 
done  (a)  when  the  ovaries  are  diseased  (6),  to  make  uterine 
fibroids  dwindle  and  cease  to  bleed,  and  (c)  to  cure  certain 
nervous  diseases,  viz.,  epilepsy  or  insanity.  The  two  first- 
named  conditions  are  described  elsewhere.  Patients  have 
been  spayed  for  epilepsy  and  insanity  because  (1)  in  some 
cases  these  diseases  get  worse  at  the  time  of  menstruation, 
and  (2)  they  occur  sometimes  associated  with  excessive 
exercise  of  the  sexual  function,  because  persons  with  badly 
developed  brains  are  likely  both  to  suffer  from  epilepsy  or 
become  insane,  and  to  be  unable  to  control  the  sexual  instinct. 
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The  experience  of  most  persons  who  have  spayecl  patients 
for  so-called  “ menstrual  epilepsy,”  has  been,  so  far  as  I can 
find  out,  unfavourable.  Epilepsy  is  not  cured  by  spaying. 
The  results  of  spaying  the  insane  have  been  upon  the  whole 
unfavourable.  If  there  be  any  kind  of  insanity  to  be  thus 
cured  its  characters  have  not  yet  been  defined.*  Therefore  I 
advise  against  spaying  either  for  epilepsy  or  for  insanity. 

Premature  climacteric  from  shock  or  disease. — These 
cases  are  rare.  When  they  occur  it  is  so  difficult  to  distin- 
guish the  symptoms  due  to  the  stoppage  of  menstruation 
from  those  of  the  condition  which  caused  the  stoppage,  that  I 
cannot  describe  any  group  of  symptoms  as  due  to  prema- 
ture cessation  of  menstruation.  I will  only  say  this,  that  I 
knowv  of  no  way  in  which  disease  or  the  effects  of  shock  are 
aggravated  by  premature  cessation  of  menstruation.  The 
only  treatment  suitable  for  such  cases  is  treatment  directed 
to  the  improvement  of  the  condition  which  caused  the  prema- 
ture cessation.  I shall  speak  in  connection  with  puerperal 
atrophy  of  the  uterus  of  the  special  modes  of  treatment 
recommended  to  provoke  the  uterus  to  menstruate. 

The  menopause  artificially  induced. — The  phenomena  of 
the  menopause  when  brought  about  by  spaying  at  an  un- 
naturally early  age  have  been  studied  even  more  carefully 
than  those  of  the  normal  menopause.  Women  will  not  keep 
under  medical  care  for  what  they  know  to  be  a natural  pro- 
cess, but  the}r  will  for  symptoms  which,  being  a result  of  their 
doctor’s  treatment,  they  think  must  be  under  his  control. 
They  are  important,  because  patients  for  whom  spaying  has 
been  advised  may  reasonably  wish  to  know  what  they  have  to 
expect.  Glaeveckef  has  carefully  studied  these  effects. 

Effect  of  oophorectomy  on  menstruation. — When  the 
ovaries  have  been  removed  menstruation  stops.  In  about 
. two-thirds  of  cases  it  stops  at  once ; and  in  the  rest 
after  a few  months.  It  is  true  there  are  cases  in  which 
after  an  operation  in  which  the  operator  thought  he  had 
removed  the  ovaries,  menstruation  has  continued  ; and  one 
explanation  given  of  such  cases  is  that  in  them  there  were 

* For  25  cases  so  treated,  see  liohe,  American  Journal  of  Obstetrics , 1892; 
summarised  in  Year  Rook  of  Treatment,  1894;  and  Manton,  ibid. 
t “Ardi  fill-  Gyn.,’’  Band  xxxv. 
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three  ovaries.  In  my  opinion  they  are  either  cases  in  which 
the  operator  did  not  completely  remove  the  ovaries,  or  cases 
in  which  the  bleeding  was  not  normal  menstruation  but 
irregular  haemorrhage  due  to  some  disease  of  the  body  or 
cervix  uteri.  It  is  sometimes  said  that  the  arrested  men- 
strual haemorrhage  may  be  replaced  by  bleeding  elsewhere 
— vicarious  haemorrhage.  I shall  discuss  this  in  the  next 
chapter. 

Menstrual  molimina. — The  symptoms  that  may  be,  and  in 
most  cases  are,  associated  with  the  stoppage  of  menstruation 
are  of  two  kinds:  (1)  those  occurring  at  the  time  when  the 
patient  would  have  menstruated,  had  her  ovaries  been  left ; 
(2)  those  in  the  interval.  (1)  Pain,  when  menstruation  should 
have  come  on,  persists  in  about  half ; usually  felt  in  the  lower 
abdomen,  especially  in  the  situation  of  the  ovaries,  in  the 
lower  back  and  down  the  thighs.  Other  rarer  troubles  are 
swelling  of  varicose  veins,  pains  in  the  breasts,  headache, 
vomiting,  flatulent  pain,  fainting  fits,  noises  in  the  ears,  skin 
eruptions,  etc.  These  troubles  recur  especially  during  the 
first  few  months  following  operation,  and  then  they  gradually 
lessen  and  cease. 

(2)  The  symptoms  which  occur  in  the  interval  are  like 
those  of  the  normal  menopause.  Sudden  feelings  of  heat,  often 
with  visible  flushing,  are  the  commonest  symptom.  It  occurs 
in  about  three-fourths  of  cases.  These  feelings  of  heat  are 
commonly  described  as  beginning  in  the  epigastrium  and 
going  up  to  the  head.  They  last  from  half  a minute  to  three 
minutes.  They  recur  generally  about  ten  or  twelve  times  a 
day,  but  the  intervals  between  them  are  very  irregular.  They 
occur  also  at  night,  often  disturbing  sleep.  They  commonly 
begin  about  a month  after  the  operation,  and  are  most  fre- 
quent during  the  first  three  months.  The  liability  to  these 
attacks  usually  lasts  about  two  years,  sometimes  longer 
Attacks  of  sweating,  not  only  after  the  feelings  of  heat  that 
have  been  mentioned,  but  without  them,  occur  in  about  a 
third  of  the  cases.  Sometimes  they  follow  exertion,  sometimes 
occur  without  known  cause.  Giddiness  is  complained  of  in 
about  a fifth  of  such  cases.  It  occurs  seldom,  usually  after 
exertion,  and  lasts  some  minutes.  Palpitation  and  headache 
are  less  common,  having  been  noted  in  about  a tenth.  The 
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palpitation  is  not  severe.  The  headache  is  usually  worse 
when  the  patient  ought  to  have  menstruated.  Leucorrhcea  is 
present  in  about  a third.  This  high  frequency  is  probably 
partly  due  to  the  diseases  for  which  the  operation  was  done. 
It  is  increased  when  the  patient  should  have  menstruated. 
As  a rule  it  disappears  within  about  eighteen  months. 

Effect  on  the  genital  organs. — The  first  effect,  we  know 
not  why  produced,  is  hypereemia.  There  is  often  hfemorrhage 
from  the  uterus.  The  vagina  becomes  injected,  softened,  and 
swollen,  as  in  pregnancy.  The  haemorrhage  lasts  a few  days 
or  weeks ; I think  longer  the  bigger  the  uterus.  The  hyper- 
semia  of  the  vagina  lasts  for  two  or  three  months.  Then  the 
vagina  begins  to  atrophy.  It  becomes  pale,  often  showing 
brown  streaks  or  spots.  Its  folds  become  obliterated,  and  it 
becorhes  shorter  and  narrower.  The  atrophy  goes  on  more 
quickly  than  after  the  natural  menopause.  It  becomes  appre- 
ciable in  from  one  to  five  years.  The  uterus  atrophies ; its 
vaginal  portion  becomes  shorter  and  smaller.  The  cervical 
canal  becomes  narrower.  Diminution  in  the  size  of  the  uterus 
is  marked  at  the  end  of  three  months.  It  has  been  shown 
experimentally  by  Kehrer  that  this  atrophy  is  due  to  removal 
of  the  ovaries,  and  not  to  ligature  of  vessels. 

Effect  on  the  general  condition. — About  two-thirds  of 
women  who  have  had  their  ovaries  removed  get  fat.  De- 
pression of  spirits  is  said  to  follow  this  operation ; hut  this 
is  not  so  marked  or  so  constant  that  it  can  be  put  down 
as  an  effect  of  oophorectomy.  Insanity  has  followed ; but 
it  has  followed  other  operations  also,  and  I know  of  no 
evidence  that  it  follows  oophorectomy  with  such  special 
frequency  that  it  can  be  considered  an  effect  of  this  par- 
ticular operation. 

Effect  on  the  sexual  function.  — In  most  cases  sexual 
feeling  is  first  lessened  and  then  annulled  ; but  this  change 
is  gradual  and  comes  on  slowly.  If  by  the  operation  some 
condition  was  removed  which  rendered  intercourse  painful, 
the  immediate  effect  may  be  to  create  or  intensify  sexual 
feeling ; but  I believe  the  ulterior  result  to  be  as  stated  above. 
In  nulliparae  the  atrophy  of  the  vagina  may  so  contract  its 
orifice  as  mechanically  to  hinder  coition;  but  it  takes  years 
for  the  vagina  to  contract  so  much  as  this. 
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SUPERINVOLUTION  OF  THE  UTERUS. 

This  means  that  the  uterine  involution  does  not  stop 
at  the  restoration  of  the  uterus  to  its  former  size,  but 
goes  beyond  this  point,  and  leads  to  permanent  diminution 
of  the  size  of  the  organ  and  arrest  of  its  functional  activity. 
The  term  “superinvolution  ” was  introduced,  as  we  have  seen, 
by  Sir  James  Simpson,  but  the  disease  had  been  described 
before  him  under  a name  by  which  it  is  known  in  Germany 
— viz.  “ puerperal  atrophy  of  the  uterus.”  This  term  at  once 
denotes  its  nature  and  its  pathological  alliance  with  atrophy 
of  the  uterus  occurring  in  other  circumstances. 

Morbid  anatomy. — German  writers*  speak  of  “ excentric  ” 
and  “ concentric  ” atrophy.  Excentric  atrophy  means  that  the 
cavity  of  the  uterus  retains  its  natural  dimensions,  but  that 
the  wall  of  the  organ  is  thinned,  so  that  its  external  measure- 
ments are  smaller.  Concentric  atrophy  means  that  the  length 
and  breadth  of  the  uterine  cavity  are  diminished  as  well 
as  its  wall  wasted.  It  is  reasonably  believed  that  excentric 
atrophy  is  an  early  stage  of  concentric  atrophy.  It  is  easy  to 
recognise  concentric  atrophy ; but  in  the  case  of  excentric 
atrophy  it  is  difficult  to  say  what  degree  of  thinning  of  tl^ 
uterine  wall  should  be  regarded  as  pathological,  and  very 
difficult  to  be  certain  of  the  existence  of  slight  thinning. 
Hence  statements  about  uterine  atrophy  based  on  cases  in 
which  excentric  atrophy  was  the  form  believed  to  be  present 
are  to  be  accepted  with  a consciousness  that  they  may  be 
erroneous.  It  is  said  by  German  authors  that  some  excentric 
atrophy  takes  place  naturally  during  lactation  ; and  that  after 
Aveanina:  the  uterus  returns  to  its  normal  thickness.  It  is 
difficult  to  be  sure  of  this;  for  we  have  no  means  of  mea- 
suring in  the  living  subject  the  thickness  of  the  uterine  Avail ; 
the  fact  of  thinning  only  rests  upon  the  impression  of  slightly 
diminished  size  gained  by  bimanual  examination.  Judging  as 
Avell  as  I can  in  this  imperfect  way,  I am  disposed  to  think 
that  the  German  observers  are  correct.  In  superinvolution 
this  normal  atrophy  of  lactation  goes  on  to  a higher  degree, 
and  is  permanent.  When  atrophy  has  advanced  to  the 

* See  Sir  James  Simpson,  “ Works,”  vol.  iii.  ; Frommel,  “Zeit.  fur  Geb. 
und  Gyn.,”  Band  vii. ; Thorn,  ibid.,  Band  xxvi. ; Ries,  ibid.  Band  xxvii. ; and 
Gottschalk,  Volkmann’s  “ Vortrag'e.”  N.F.  49. 


AMENORRHCEA— MENSTRUATION  SUPPRESSED.  589 


• degree  denoted  by  the  word  “superinvolution,”  the  uterus 
is  smaller  in  all  its  dimensions,  and  its  wall  is  thinner.  Its 
mucous  membrane  is  either  absent  or  very  thin  ; its  muscular 
tissue  is  thinned,  the  fibres  are  closely  packed,  and  it  displays 
among  its  fibres  thrombosed  and  obliterated  vessels. 

Etiology. — Certain  puerperal  diseases  have  been  observed 
to  be  followed  by  atrophy  of  the  uterus.  These  are : (a)  Any 
puerperal  illness  leading  to  cachexia ; that  is,  to  wasting  and 
anjemia ; (b)  suppuration  of  the  ovaries  leading  to  their 
destruction  ; (c)  pelvic  cellulitis  leading  to  fibrous  induration, 
which  constricts  vessels  and  so  cuts  off  part  of  the  uterine 
blood  supply;  (d)  inflammation  of  such  severity  as  to  lead 
to  sloughing  of  the  inner  part  of  the  uterine  wall,  the  so 
called  endometritis  dissecans. 

These  diseases  are  rare,  and  recovery  from  them  is  rarer 
still.  Puerperal  atrophy  of  the  uterus  is  also  a rare  disease. 
Hence  the  relation  between  these  rare  conditions  is  only 
supported  by  very  few  observations.  We  know  not  what 
are  the  morbid  changes  in  the  ovaries,  if  any,  upon  which 
superinvolution  depends. 

There  are  also  diseases  which  may  lead  to  amenorrhcea 
and  atrophy  of  the  uterus  apart  from  the  puerperal  state,  and 
therefore  it  seems  a reasonable  inference  that  if  they  occurred 
in  pregnancy  they  would  lead  to  atrophy  of  the  uterus  during 
the  puerperium ; but  their  influence  in  this  way  is  a proba- 
bility only,  not  a fact  verified  by  observation.  Among  these 
are  phthisis,  diabetes,  Addison’s  disease,  Graves’s  disease, 
myxcedema,  insanity,  emotional  shock,  paraplegia. 

The  foregoing  are  possible  causes.  The  disease  is  so  rare 
that  no  series  of  cases  large  enough  to  place  the  ordinary 
causation  of  superinvolution  beyond  dispute  has  yet  been 
published.  It  is  certain  that  superinvoiution  sometimes 
occurs  in  women  in  whom  none  of  the  causes  assigned  for 
it  (and  enumerated  above)  has  been  present;  and  in  whom 
examination  reveals  no  other  disorder  of  health  than  that  the 
uterus  has  undergone  atrophy. 

Symptoms. — The  only  invariable  symptom  is  amenorrhcea. 
Sterility  is  probably  the  consequence.  But  as  the  essential 
condition  for  fertility  in  the  female  is  the  production  of 
healthy  ova,  and  not  the  state  of  the  uterus  (as  shown  by 
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the  occurrence  of  pregnancy  in  a rudimentary  uterine  cornu), 
it  cannot  be  asserted  that  superinvolution  directly  and 
necessarily  causes  sterility.  Superinvolution  probably  depends 
on  ovarian  atrophy,  although  no  morbid  changes  in  the  ovaries 
associated  with  superinvolution  have  yet  been  demonstrated. 

As  the  climacteric  is  produced  by  superinvolution,  the 
changes  and  symptoms  usual  at  the  climacteric  gradually 
supervene.  The  breasts  waste.  The  patients  complain  of 
the  chills,  flushes,  and  sweats  which  usually  trouble  women 
at  the  menopause.  The  only  other  symptoms  that  I have 
seen  associated  with  superinvolution  are  frequent  headaches 
and  leucorrhcea.  Sir  James  Simpson*  says  that  super- 
involution is  associated  with  “ constitutional  ill-health,” 
“ genei’al  debility,  depression,  and  impaired  activity  of 
mind.”  This  is  no  doubt  correct,  but  it  is  difficult  to  dis- 
entangle cause  and  effect,  and  to  be  sure  whether  super- 
involution is  the  cause  of  the  ill-health,  or  the  ill-health  the 
cause  of  the  superinvolution.  In  my  judgment  the  latter 
view  is  the  true  one.  I do  not  think  that  superinvolution 
has  any  symptoms  beyond  amenorrhoea,  sterility,  and  the 
usual  climacteric  disturbances. 

Diagnosis  of  superinvolution  of  the  uterus.  — The 
diagnosis  is  suggested  by  the  history,  which  is  that  of 
amenorrhoea  dating  from  the  birth  of  a child,  and  continuing, 
although  the  patient  has  long  ceased  to  suckle.  It  is  made 
certain  by  finding  out  by  physical  examination  the  smallness 
»f  the  uterus.  This  is  done  in  three  ways.  (1)  By  passing 
the  sound.  In  this  way  the  length  of  the  uterine  cavity 
can  be  accurately  measured.  A fallacy  attends  it — viz.,  that 
the  sound  may  not  have  passed  the  whole  length  of  the 
canal.  Therefore  it  needs  to  be  supplemented  by  methods 
of  determining  the  size  as  well  as  the  length  of  the  uterus.  Of 
these,  the  best  is  (2)  bimanual  examination.  Thus  its  size 
can  be  well  estimated.  If  this  cannot  be  done,  either  because 
from  nervousness  the  patient  keeps  her  abdominal  walls  very 
hard,  or  because  she  is  very  fat,  then  (3)  seize  the  cervix  with 
a hook  or  volsella  and  pull  it  down  towards  the  vulva.  Insert 
a finger  into  the  rectum,  and  you  can  feel  the  whole  length 
and  breadth  of  the  posterior  surface  of  the  uterus.  The 

* “ Woi'ks.”  vol.  ii.  p.  60'^, 
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smallness  of  the  uterus  thus  ascertained  makes  certain  the 
diagnosis  of  puerperal  atrophy. 

Treatment  of  superinvolution. — The  only  method  of 
treatment  which  is  unquestionably  beneficial  is  the  cure,  if 
possible,  of  any  condition  of  ill-health  which  there  is  reason  to 
think  may  be  the  cause  of  the  uterine  atrophy.  If  the  patient 
be  florid,  and  the  time  at  which  menstruation  should  occur  is 
marked  by  uncomfortable  sensations,  these  symptoms  may  be 
relieved,  and  the  uterus  stimulated,  by  the  application  of  leeches 
to  the  cervix  uteri.  Cases  of  this  kind  are  very  rare.  It  is  very 
doubtful  whether  any  treatment  will  make  a uterus  that  has 
atrophied  again  develop.  In  most  cases  in  which  the  uterus 
is  small  because  it  never  has  developed  treatment  is  a failure  ; 
and  the  prospect  when  the  uterus  has  developed  and  been 
functionally  active,  and  then  has  atrophied  prematurely,  is  far 
less  hopeful.  Electricity  has  been  recommended  ; but  I know 
of  no  evidence  that  such  treatment  is  useful.  No  cases 
have  been  reported  in  which  care  was  taken  to  distinguish 
between  distinct  atrophy  and  mere  amenorrhcea  from  lacta- 
tion or  some  other  temporary  cause.  It  is  easy  in  any  condi- 
tion to  make  the  uterus  bleed  ; but  bleeding  from  the  uterus 
is  not  menstruation. 

Stem  pessaries,  of  glass,  metal,  or  vulcanite,  have  been 
used.  Sir  James  Simpson  recommended  a “ galvanic  stem  ” 
— that  is,  an  intra-uterine  pessary  made  half  of  zinc  and 
half  of  copper,  the  two  halves  lying  side  by  side.  When 
this  is  put  into  the  uterus,  the  secretions  of  the  part  enable 
galvanic  action  to  take  place  between  the  zinc  and  the 
copper;  and  chloride  of  zinc  is  formed,  which  is  a caustic, 
and  inflames  the  mucous  membrane  with  Avhich  it  comes 
in  contact.  This  is  injurious.  I know  of  no  evidence  that 
the  galvanic  or  any  other  stem  does  good ; and  any  intra- 
uterine stem,  however  unirritating  the  material,  may  produce 
peritonitis.  If  intra-uterine  stems  of  any  kind  are  employed, 
it  should  only  be  after  explanation  to  the  patient  that  the 
instrument  is  not  likely  to  do  good,  and  involves  some  risk 
to  life.  If  she  is  rightly  informed  as  to  the  small  prospect  of 
benefit  from  local  treatment,  the  dangers  involved,  and  the 
unimportance  of  the  effect  of  superinvolution  upon  health 
and  duration  of  life,  she  will  prefer  to  let  it  alone. 
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AMENORRHCEA — MENSES  RETAINED 

You  may  find  a tumour  rising  out  of  the  pelvis  in  a 
patient  who  has  never  menstruated.  This  tumour  may  be 
due  to  retention  of  menses.  Such  a tumour  may  reach  as 
high  as  the  ensiform  cartilage,  but  in  the  present  day  retention 
of  menses  lasting  unrelieved  long  enough  to  produce  a tumour 
of  this  size  is  very  rare.  The  fact  that  the  patient  has  never 
menstruated  does  not  exclude  pregnancy ; but  the  fact  that  the 
patient  has  menstruated  excludes  retention  of  menses  from 
congenital  malformation. 

Symptoms  of  menstrual  retention. — The  symptoms  of 
which  a patient  with  retention  of  menses  generally  complains 
are : (1)  pain  recurring  once  a month,  - and  each  month 
increasing  in  severity  ; (2)  an  increasing  swelling  in  the  lower 
abdomen.  You  are  more  likely  to  be  told  of  the  pain  than  of 
the  swelling.  The  swelling  is  in  the  beginning  slight,  and  has 
often  not  been  noticed  by  the  patient  at  the  time  she  first 
seeks  advice.  The  pain  is  present  in  most  cases.  But  even 
with  menstrual  retention  of  long  duration  there  may  be  no  , 
pain,  and  the  pain  usually  present  is  not  severe.  Therefore 
the  absence  of  pain  is  no  proof  that  there  is  not  menstrual 
retention.  The  swelling  can  be  felt  by  putting  the  hand  on 
the  abdomen.  Its  size  depends  on  the  amount  of  blood 
retained. 

Abdominal  signs. — Put  the  patient  on  her  back ; bid  her 
draw  her  knees  up.  Place  your  hands  on  the  lower  abdomen, 
and  talk  to  the  patient.  When  you  begin  the  examination,  as 
your  patient  is  young,  and  probably  frightened,  you  will  find 
the  abdominal  muscles  stiff  and  hard.  Get  her  to  talk  and 
think  about  something  else,  and  you  will  find  the  muscles 
relax,  and  then  you  will  either  feel  a distinct  swelling  rising 
out  of  the  pelvis,  or  you  will  be  able  to  press  your  fingers 
deep  down  into  the  pelvic  cavity. 

If  there  is  no  history  of  monthly  pain  and  no  abdominal 
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swelling,  it  will  be  clear  that  there  is  no  considerable  quantity 
of  menstrual  fluid  retained,  and  therefore  no  need  for  immediate 
further  investigation.  Certainty  that  the  genital  canal  is 
patent  cannot  be  got  without  vaginal  examination.  But  if 


Fig  162. — Haematometra  and  hsematocolpos.  (After  R.  Barnes,  from  a specimen  in 
the  Radcliffe  Museum , Oxford.) 

ou,  os  uteri  ; v,  vagina. 


you  have  made  sure  that  there  is  no  immediate  need  for  locaJ 
treatment,  you  have  done  enough ; you  need  not  inflict  on  a 
young  virgin  a vaginal  examination  unless  there  is  some 
special  reason  for  settling  the  question  at  once. 

The  abdominal  tumour  produced  by  retained  menses 
(Fig.  162)  is  usually  formed  by  the  dilated  vagina  and  cervix 
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uteri,  while  the  body  of  the  uterus  is  felt  like  a knob  on  the 
top  of  the  tumour.  The  tumour,  except  for  this,  is  rounded. 
It  is  dull  on  percussion.  You  may  find  it  fluctuate,  but  it  is 
generally  not  easily  brought  into  close  enough  contact  with  the 
abdominal  walls  for  the  wave  to  be  felt.  It  can  be  moved 
slightly  from  side  to  side,  but  not  upwards.  These  characters 

are  not  important,  because  the 
diagnosis  is  made  by  vaginal 
examination.  If  you  find  a 
tumour  rising  out  of  the  pelvis, 
you  must  examine  by  the  vagina. 

Vaginal  signs.  — The  most 
common  atresia  is  closure  of  the 
vagina  by  a transverse  septum 
at  the  lower  part  of  the  vagina. 
Such  a septum  used  to  be  de- 
scribed as  imperforate  hymen, 
but  closer  observation  has  shown 
that  it  is  above  the  hymen. 
The  formation  of  such  a septum 
is  easy  to  understand.  The 
vagina  is  formed  out  of  the 
ducts  of  Muller.  The  vulva  is 
formed  out  of  a depression  in 
the  integuments,  the  genital 
groove.  (Fig.  163.)  This,  as  it 
sinks  in,  becomes  divided  into 
two : the  hinder  part  meeting 
the  rectum  and  forming  the  anus,  the  front  part  meeting  the 
urethra  and  vagina.  (Figs.  164,  165.)  If  the  tissue  between 
the  rectum  and  this  depression  of  the  integuments  is  not 
absorbed,  imperforate  anus  results,  and  requires  treatment  in 
the  first  few  days  of  life.  If  tissue  between  the  vagina  and 
the  integuments  persists,  a vaginal  septum  is  discovered  at 
puberty.  Imperforate  urethra  is  similarly  produced,  but 
is  incompatible  with  life.  A septum  bulged  down  by 
retained  fluid  is  lower  down  than  it  was  before  the  men- 
strual bleeding  had  taken  place.  In  retention  of  menses  by 
such  a septum,  the  finger,  when  inserted  between  the  labia, 
feels  a tense,  bulging,  elastic  swelling.  When  you  separate 


Fig.  163. 


Fig.  164. 


Figs.  163 — 165. — Diagrams  showing 
development  of  external  genitals 
and  perineum.  (After  Auvard.) 
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the  labia  and  look  at  it,  it  is  bluish  in  colour.  Its  appear- 
ance has  been  well  compared  to  that  of  the  bag  of  membranes 
in  labour. 

The  vagina  may  be  closed,  not  simply  by  a transverse 
septum,  but  throughout  the  whole  or  part  of  its  extent  by 
connective  tissue  between  urethra  and  rectum.  The  walls 
may  be  fused  together  by  a hard  cicatrix,  as  a result  of  the 
sloughing  which  sometimes  occurs  in  the  course  of  febrile 
disease  in  childhood. 

If  the  closure  be  high  up,  the  accumulation  of  fluid  takes 
place  in  the  uterus.  The  more  this  organ  is  distended,  the 
more  nearly  it  approaches  the  spherical  in  shape.  It  does  not 
bulge  down  into  the  vulva,  like  a distended  vagina,  but  occupies 
the  upper  part  of  the  pelvic  cavity,  and  if  there  be  much 
retained  fluid,  rises  above  the  brim.  When  the  uterus  is  dis- 
tended, monthly  pain  is  seldom  absent.  Owing  to  the  retained 
blood  being  under  pressure,  part  of  its  water  becomes  absorbed, 
and  it  becomes  thick  like  treacle.  Often  the  Fallopian  tubes 
are  filled  with  blood.  They  may  be  felt  as  tender,  somewhat 
sausage-shaped,  lumps  at  each  side  of,  and  rather  behind,  the 
uterus,  tire  long  axis  being  nearly  parallel  with  that  of  the 
uterus.  They  are  generally  adherent,  so  that  to  the  touch  the 
swelling  formed  by  uterus  and  tubes  seems  one  mass. 

Why  the  tubes  contain  blood. — The  filling  of  the  tubes 
with  blood  is  not  mechanical.  It  was  at  one  time  thought  to 
be  so ; that  the  uterus  was  over-filled  with  blood,  some  of  which 
escaped  by  way  of  the  tubes.  But  if  menstrual  blood  ever 
flows  along  healthy  tubes  it  runs  out  of  the  open  fimbriated 
end  into  the  peritoneum,  and  is  absorbed.  Two  cases  have 
been  reported  in  which  this  was  seen  to  happen.*  In  htemato- 
salpinx  associated  with  retained  menses,  the  tubes  are  not 
healthy ; their  abdominal  ostia  have  been  closed  by  inflamma- 
tion. Two  explanations  of  this  inflammation  may  be  given. 
(1)  That  the  menstrual  blood  has  excited  inflammation.  But 
a small  effusion  of  healthy  blood  into  the  peritoneum  does  not 
cause  inflammation,  as  has  been  shown  by  the  cases  just  referred 
to ; and  if  this  were  the  explanation,  the  hsematosalpinx  should 
always  be  bilateral,  which  is  not  invariably  the  case.  This 
view  is,  therefore,  untenable.  (2)  That  the  tube  was  inflamed 

* For  references  see  Meyer,  “ Zeit.  fur  Geb.  und  Gyn.,”  Bd.  xxxiv. 
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and  its  ostium  closed  before  menstruation  began.  This  view 
is  in  harmony  with  the  fact  that  hematosalpinx  is  met  with 
when  retention  of  menses  is  due  to  an  extensive  obliteration 
of  the  genital  canal.  It  has  been  said  that  the  higher  in  the 
genital  canal  is  the  atresia,  the  more  likely  is  hematosalpinx 
to  be  present.  Meyer  has  shown  that  this  is  not  so.  In 
atresia  due  to  a congenital  defect,  such  as  imperforate  hymen, 
hematosalpinx  is  rare  ; in  a broad  atresia,  wherever  situate,  it 
is  frequent.  A broad  atresia  is  acquired : not  congenital.  In 
the  conditions  shown  in  Fig.  162  the  atresia  is  a broad  one. 
In  some  of  these  latter  cases  the  vagina  is  blocked  by  hard 
cicatricial  tissue.  In  others  the  obliterated  part  feels  soft 
and  pliable ; and  hence  the  atresia  has  been  thought  a 
developmental  defect.  But  septa  formed  by  inflammation 
after  child-bearing  are  sometimes  thin  and  pliable.  Hence 
the  absence  of  hard  scar  tissue  is  no  proof  that  atresia  is 
not  of  inflammatory  origin.  If  inquiry  fails  to  elicit  any 
facts  in  the  past  pointing  to  an  inflammation  of  the 
genital  organs,  that  does  not  prove  that  none  has  occurred. 
Leucorrhoeal  discharges  in  children  may  easily  be  over- 
looked, especially  when  occurring  in  the  course  of  severe 
febrile  diseases.  ( See  p.  428).  The  frequent  absence  of  such  a 
history  has  led  some  to  think  that  the  inflammation  must 
have  been  intra-uterine.  It  is  difficult  to  understand  the 
production  of  inflammation  of  the  genital  mucous  membrane 
in  utero ; and,  so  far  as  I know,  we  have  no  evidence  of  its 
existence.  Notwithstanding  these  objections,  the  best  explana- 
tion of  the  occurrence  of  hseinatosalpinx  with  retained  menses 
is  that  the  atresia  of  the  genital  canal  has  been  due  to  inflam- 
mation, leading  to  destruction  of  epithelium  and  adhesion  of 
opposed  mucous  surfaces ; and  that  the  same  inflammation 
spread  up  to  the  uterus  and  along  the  Fallopian  tubes,  and 
led  to  closure  of  their  abdominal  ostia.  Then,  under  the 
influence  of  the  pelvic  congestion  accompanying  menstrua- 
tion, bleeding  has  taken  place  into  the  tubes  (probably 
from  disease  of  the  tubal  mucous  membrane),  and  the  blood 
is  pent  up  in  the  closed  tubes. 

Diagnosis. — These  cases  are  not  difficult  of  diagnosis. 
The  history  of  amenorrhoea  and  the  recurring  monthly  pain 
suggest  what  the  condition  is.  If  the  blood  be  retained  in  the 
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vagina  the  bulging  membrane  can  scarcely  be  taken  for  any- 
thing else.  In  atresia  high  up,  leading  to  distension  of  the 
uterus,  we  have : (1)  the  situation  of  the  tumour,  which  is 
that  of  the  uterus,  together  with  the  fact  that  the  vagina  is 
not  patent ; (2)  the  age  of  the  patient,  which  is  that  at  which 
uterine  new  growths  are  hardly  ever  found ; (3)  the  fact  that 
the  tumour  cannot  be  pushed  up,  as  an  ovarian  tumour  of 
similar  size  could  be.  These  facts  make  the  diagnosis  of  such 
a tumour  usually  easy. 

Prognosis. — Retention  of  menses  seldom  ends  in  spon- 
taneous cure,  and  if  such  cure  take  place  it  is  imperfect. 
Rupture  through  the  obstructing  septum  may  happen,  and 
this  may  correctly  be  called  “ natural  cure.”  But  it  happens 
so  seldom  that  it  cannot  at  all  be  expected  ; and  when  it 
has  taken  place  and  the  retained  blood  been  discharged,  the 
opening  is  likely  to  close  again,  and  the  trouble  recur. 
Rupture  has  been  known  to  take  place  into  the  rectum,  and 
then  germs  of  putrefaction  get  access  to  the  retained  fluid, 
decompose  it,  and  set  up  inflammation,  which  may  extend 
through  the  Fallopian  tubes  to  the  peritoneum.  It  has  also 
taken  place  into  the  bladder,  the  cellular  tissue,  and  through 
the  perineum.  In  atresia  high  up  rupture  of  a tube  may  also 
take  place,  with  fatal  peritonitis  as  a consequence.*  Spon- 
taneous cure  is  not  to  be  hoped  for. 

Treatment. — The  treatment  of  retention  of  menses  consists 
in  letting  out  the  retained  blood  and  if  possible  keeping  open 
a passage  through  which  the  menstrual  flow  may  escape  in 
the  future.  The  best  way  to  do  this  is  different  in  different 
cases. 

1.  Retention  from  a transverse  septum  in  the  vagina. — 

Anaesthetise  the  patient.  This  is  advisable  because,  although 
this  operation  is  disagreeable  rather  than  painful,  patients  of 
the  age  and  sex  you  are  dealing  with  are  difficult  to  control. 
Put  her  in  the  lithotomy  position,  and  secure  her  in  that 
position  with  Clover’s  crutch. 

The  safest  way  to  cut  through  a septum  in  the  vagina 
bulged  down  by  blood  under  tension  is  with  the  Paquelin  cautery 
knife.  The  high  temperature  of  the  knife  kills  any  germs  in 

* For  cases  illustrating  the  dangers  of  hematosalpinx,  see  Fuld,  “Arch, 
fur  Gyn.,”  Band  xxxiv. 
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contact  with  it.  If  you  have  not  got  this  apparatus,  take  a 
clean  scalpel.  For  greater  security  immerse  it  for  sixty 
seconds  in  a 1-1,000  sublimate  solution.  Sponge  the  face 
of  the  septum  and  adjoining  parts  well  with  the  same 
solution.  Then  make  a large  incision  through  the  septum 
in  the  middle  line.  Have  ready  some  clean  dry  absorbent 
cotton-wool,  and  receive  the  fluid  first  in  a bowl,  then,  as 
the  flow  gets  less  abundant,  apply  a thick  pad  of  wool. 
Decomposition  of  the  retained  fluid  is  prevented,  in  the  first 
instance,  by  the  free  outward  current  of  the  fluid,  so  that  there 
is  none  retained  to  decompose,  and  then  by  the  clean,  dry 
wool,  which  filters  off  the  germs  which  might  enter  from  the 
surrounding  air.  The  pads  should  be  large  enough,  and  be 
changed  often  enough  for  there  to  be  always  a layer  of  dry 
wool  outside  that  which  the  discharge  has  soiled.  There  is  no 
need  to  wash  out  the  vagina  with  an  antiseptic,  if  no  germs 
get  in.  If  the  discharge  should  unfortunately  come  to  stink, 
then  the  vagina  can  be  washed  out.  Washing  out  is  dangerous, 
because  fluid  forcibly  pumped  in  may  run  along  the  tubes  if 
they  are  dilated,  and  set  up  peritonitis,  and  you  cannot  be  sure 
they  are  not  dilated.  The  cardinal  points  in  the  operative 
treatment  of  retention  of  menses  are  (1)  no  squeezing  and  (2) 
prevention  of  septic  infection. 

2.  Hsematometra. — If  the  vagina  is  not  pervious,  the 
retained  blood  will  distend  the  uterus,  and  may  distend  the 
Fallopian  tubes.  Distension  of  the  uterus  with  blood  is 
called  hsematometra  ( see  Fig.  162,  p.  593).  It  is  important 
to  find  out,  if  possible,  whether  the  tubes  are  dilated  or  not. 
If  the  uterus  only  is  distended,  you  will  feel  it  as  a rounded 
swelling,  from  the  anterior  and  upper  parts  of  which  you 
may  trace  the  uterine  appendages,  which  are  not  enlarged 
and  feel  like  firm  cords,  at  the  outer  ends  of  which  you 
can  palpate  the  ovaries.  If  this  is  the  case,  try  to  make  a 
new  vagina  by  dissecting  between  the  urethra  and  vagina. 
By  such  an  operation  a canal  sufficient  for  menstruation 
can  be  produced  and  maintained.  It  will  probably  become 
so  narrowed  at  one  part  as  to  be  unfit  for  complete  sexual 
intercourse ; and  in  the  event  of  pregnancy  occurring  Caesarian 
section  will  be  required  for  delivery.  At  the  time  that  this 
operation  is  done  the  patient  can  be  sterilised,  and  thus  further 
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pregnancies  avoided.  She  may  think  this  risk  a price 
worth  paying  for  a living  child  ; and  therefore  it  is  right  to 
give  her  the  option  of  incurring  it.  A vagina  defective  at  one 
place  may  sometimes  be  widened  by  transplanting  a flap  of 
skin  in  the  way  I shall  describe  when  speaking  of  vesico- 
vaginal fistula. 

Vaginal  operation  for  haematometra. — Put  a sc  urd  in  the 

bladder,  and  have  it  held  there  by  an  assistant.  This  will 
be  your  guide  as  to  the  situation  of  the  urethra  and  bladder, 
and  ought  to  prevent  your  wounding  these  parts.  Put  your 
left  forefinger  in  the  rectum  and  grasp  the  perineum  and 
recto-vaginal  septum  with  your  finger  and  thumb.  Now  with 
scissors  or  scalpel  dissect  upwards  between  the  urethra  and 
rectum.  You  will  find  the  scissors  best  at  first,  then,  as  you 
get  deeper,  the  scalpel.  Cut  from  side  to  side.  As  you  cut, 
with  your  thumb  press  back  the  recto-vaginal  septum  from 
the  urethra,  so  as  to  hold  open  the  new  canal,  and  also  to 
supplement  the  incisions  by  tearing.  If  no  firm  cicatricial 
tissue  be  present,  you  will  need  a sharp  instrument  only  to  get 
through  the  mucous  membrane  ; the  connective  tissue  can  be 
torn  open  with  the  fingers.  Sponge  frequently  while  doing 
this  with  the  sublimate  lotion.  In  this  way  you  wih  open  up 
a new  canal  leading  to  the  uterus.  When  you  have  got  as 
high  as  the  uterus  you  will  feel  it  as  a tense,  bulging,  convex 
swelling.  Your  next  step  is  to  cut  into  this.  If  you  are  in 
doubt  as  to  where  you  should  put  your  knife,  put  in  the 
needle  of  an  exhausting  syringe.  When  you  see  the  treacly 
fluid  flowing  into  this,  you  will  know  that  your  needle  is  in 
the  cavity.  Take  out  the  needle,  and  make  with  the  scalpel 
a free  incision  from  side  to  side.  Let  the  fluid  run  out  with- 
out pressure,  until  it  runs  so  slowly  that  it  is  clear  that 
nearly  all  has  escaped.  Then  put  a glass  or  vulcanite  stem 
about  two  inches  long  into  the  newly  made  os  uteri,  lest  its 
margins  should  unite  by  the  first  intention. 

The  special  dangers  which  attend  the  letting  out  by  the 
vagina  of  retained  menstrual  fluid  in  the  uterus  are  those 
which  result  from  unskilful  operating,  viz.  wounds  of  the 
urethra  or  rectum. 

3.  Haematometra  with  haematosalpinx. — If  the  tumour 
is  not  a globular  swelling,  but  a tripartite  one,  there  being 
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a central  swelling  with  smaller  lobes  on  each  side,  it  is 
probable  that  the  tubes  are  distended  as  well  as  the  uterus. 
If  so,  the  dilated  tubes  are  a source  of  danger.  The 
uterine  opening  is  so  small  that  the  blood  in  the  tubes 
cannot  freely  flow  away  by  the  uterus  and  the  vagina,  even  if 
these  canals  are  patent,  and  we  do  not  know  that  dilated  tubes 
are  able  so  to  contract  as  to  force  out  blood  which  is  dis- 
tending them.  Hence  we  have  no  ground  for  expecting  that 
emptying  a haematometra  by  the  vagina  will  be  followed  by 
similar  emptying  of  a hsematosalpinx.  On  the  contrary,  we 
know  from  experience  that  when  the  tubes  are  dilated  the 
liberation  of  retained  blood  from  the  uterus  is  often  followed 
by  rupture  of  the  tubes  and  escape  of  the  blood,  and  possibly 
pus,  into  the  peritoneum.  Blood  which  has  been  long  re- 
tained is  no  longer  a living  tissue : it  is  dead  matter,  and 
microbes,  if  they  get  access  to  it,  feed  upon  it,  multiply 
in  it,  and  quickly  set  up  fatal  peritonitis.  In  such  tubes, 
filled  with  dead  blood,  suppuration  may  have  begun,  although 
there  has  been  no  surgical  interference* 

Rupture  of  a tube  is  likely  to  happen  if  the  tubes  are 
softened  by  inflammation,  distended,  and  adherent  to  neigh- 
bouring parts,  (a)  The  diminution  of  the  tumour  by  the 
withdrawal  of  its  contents  makes  the  uterus  sink  lower 
in  the  pelvis,  and  thus  pull  the  tubes  down ; if  the  tubes 
be  adherent,  rupture  may  be  the  result.  ( b ) Escape  of  fluid 
from  the  tubes  is  favoured  by  the  lowering  of  the  intra- 
abdominal pressure  which  follows  the  withdrawal  of  a 
quantity  of  fluid.  In  these  patients  the  abdominal  walls 
are  firm,  and  hence  do  not  sink  in  when  the  contents  of  the 
belly  are  lessened.  This  lowers  the  pressure  within,  and 
may  suck  fluid  out  of  the  ends,  or  if  the  tube  wall  be 
soft  (as  it  often  is,  from  inflammation),  rupture  it.  ( c ) It 
is  thought  also  that  the  letting  off  the  fluid,  by  diminishing 
the  pressure  within  the  uterus,  stimulates  the  uterus  to  con- 
tract, that  this  contraction  may  drive  fluid  into  the  tubes,  and 
so  rupture  them ; and  that  the  contraction  may  also  extend 
along  the  tubes.  These  explanations  of  how  rupture  of  the 
tube  may  come  about  are  theoretical ; we  do  not  know 
what  is  the  really  effective  condition.  But  we  do  know  that 
* See  Martin,  Frit,  Med.  Journal , Oct,  31,  1896. 
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when  the  retained  fluid  has  distended  the  tubes,  rupture  of  a 
tube  is  one  of  the  dangers  which  attends  the  operation  for  the 
cure  of  atresia.  When  the  fluid  is  retained  in  the  vagina,  and 
not  in  the  uterus,  and  the  tubes  are  not  dilated,  this  danger  is 
not  present.  Hence  operations  for  retention  of  menses  in  the 
uterus  are  more  dangerous  than  for  retention  by  a septum  low 
down  in  the  vagina.  We  know  also  that  the  danger  of  rupture 
of  a tube  will  be  increased  by  kneading  or  pressing  on  the 
belly.  This  should,  therefore,  on  no  account  be  done. 

Peritonitis  is  a danger  which  attends  operation  in  these 
cases,  even  when  the  tubes  are  not  dilated.  This  comes  from 
microbes,  which  find  in  the  retained  blood  a soil  suitable  for 
their  growth.  They  multiply,  and  spread  up  the  vagina  and 
uterus,  and  along  the  tubes  to  the  peritoneum,  and  then 
produce  inflammation.  Therefore,  take  throughout  every 
care  against  the  entry  of  micro-organisms.  Peritonitis  may 
come  on  as  long  as  three  weeks  afterwards. 

Even  if  the  danger  from  dilated  tubes  were  slight,  they  are 
probably  functionally  useless.  Therefore,  if  there  is  ground 
for  thinking  that  the  tubes  are  dilated  as  well  as  the  uterus, 
the  best  treatment  is  to  open  the  abdomen,  and  remove 
the  diseased  uterus  and  tubes,  without  opening  them. 
I shall  describe  how  to  do  this  in  the  chapter  on  hysterec- 
tomy for  fibroids.  But  I know  of  no  operator  whose 
experience  of  these  rare  cases,  treated  by  abdominal  section, 
is  as  yet  large  enough  to  enable  him  to  speak  with  authority 
as  to  the  method  of  operating  best  suited  to  them. 

Mere  closure  of  the  vagina  by  a septum  when  once  opened 
gives  no  subsequent  trouble.  When  the  vagina  is  closed  by 
cicatrices,  menstrual  retention  can  be  relieved,  but  the  new 
canal  closes  up  to  a small  fistula,  and  attempts  to  keep  it  as 
a large  canal  fail. 

♦Late  atresia. — In  the  foregoing  paragraphs  I have  spoken 
of  atresia  from  congenital  developmental  defects,  or  disease  in 
childhood.  In  such  cases  the  effects  of  atresia  are  seen  in 
their  fullest  degree,  because  they  occur  in  patients  whose 
youth  and  ignorance  of  such  matters  prevent  the  symptoms 
being  noticed  or  investigated  until  the  morbid  changes  have 
long  gone  on.  Atresia  may  result  from  closure  of  the  os  uteri 
in  a patient  who  has  previously  been  regular.  Cicatrisation 
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after  any  kind  of  ulceration,  or  after  cauterisation ; blocking 
of  the  cervical  canal  by  a tumour,  either  a fibroid  or  a 
malignant  growth,  may  effect  this ; but  its  most  common 
cause  at  the  present  day  is  cicatrisation  after  amputation  of 
the  cervix  uteri. 

The  consequences  that  we  see  from  this  kind  of  atresia 
seldom  amount  to  more  than  distension  of  the  uterus, 
because  it  has  not  been  preceded  by  inflammation  of  the 
tubes.  The  atresia  is  preceded  by  stenosis,  and  the  stenosis 
causes  obstructive  dysmenorrhoea.  We  get  a history  of 
menstruation  getting  more  painful  each  month,  and  then 
stopping.  The  patient  knows  that  something  is  wrong 
and  applies  for  treatment  early.  When  you  see  her  the 
history  at  once  puts  you  on  the  right  track.  You  examine, 
and  discover,  instead  of  an  os  uteri  with  a healthy 
margin,  a puckered  scar,  in  which  you  find  no  opening. 
The  uterus,  instead  of  being  of  its  natural  flattened  pear 
shape,  is  nearly  spherical,  because  the  sjohere  is  the  shape 
which  contains  the  largest  contents,  and,  therefore,  the 
uterus  under  pressure  from  within  takes  as  nearly  this 
shape  as  its  structure  will  allow. 

The  treatment  of  these  cases  is  simple.  Put  in  a duck- 
bill speculum.  Fix  the  cervix  with  a hook  or  volsella.  Put  a 
sharp  knife  into  the  scar  that  represents  the  os,  and  incise 
it  freely.  When  the  fluid  has  ceased  to  run  put  in  a 
glass  or  vulcanite  stem,  and  let  the  patient  keep  in  bed 
for  three  weeks. 
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CHAPTER  XLYI. 

AMENORRHCEA — MENSTRUATION  ABSENT. 

Suppose  that  you  can  press  your  fingers  down  deep  into 
the  pelvis.  There  is  no  need,  so  far  as  the  patient’s  health 
is  concerned,  to  examine  further.  If  there  be  atresia,  the 
menstrual  retention  cannot  be  of  long  duration,  and  the 
postponement  of  treatment  will  not  do  serious  injury.  If 
symptoms  of  menstrual  retention  should  afterwards  present 
themselves  the  examination  can  be  completed  then. 

If  the  patient  have  passed  the  age  at  which  menstrua- 
tion ought  to  have  begun  (and  remember  that  this  age  is 
not  fixed,  and  that  we  know  not  why  it  comes  on  earlier 
in  some  women  than  in  others),  and  there  is  neither  re- 
tention of  menses  nor  pregnancy,  it  is  due  to  one  of  two 
causes.  First,  disease  which  stops  menstruation  after  it  has 
begun  prevents  it  if  it  has  not  begun.  These  diseases 
have  been  enumerated.  Second,  the  menstruating  organ  may 
be  imperfectly  developed.  Before  concluding  that  a healthy- 
looking  girl  who  has  never  menstruated,  therefore  has  an 
imperfectly  developed  uterus,  do  not  forget  that  she  may  be 
pregnant.  If  you  examine  by  the  abdomen  first  you  will 
not  make  this  mistake. 

Causes  of  absence  of  menstruation.— The  patient  may 
be  well-grown,  florid,  muscular,  fat,  in  perfect  health,  and 
yet  not  menstruate.  In  such  cases  amenorrhoea  is  due  to 
imperfect  development  of  the  uterus  or  ovaries,  or  both. 
Imperfect  development  of  the  ovaries  implies  imperfect 
development  of  the  uterus ; but  deficient  development  of 
the  uterus  does  not  imply  defect  of  the  ■ ovaries.  Such 
patients  are  perfectly  well,  and  the  only  reason  for  examin- 
ing them  is  to  relieve  the  natural  anxiety  of  the  patient 
and  her  friends. 
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THE  DEVELOPMENTAL  DEFECTS  WHICH  MAY  CAUSE 
AMENORRHCEA. 

1.  The  ovaries.  — Absence  of  the  ovaries  has  been 
described  by  old  writers,  but  the  cases  so  described  are 
regarded  with  little  confidence  by  modern  investigators. 
They  are  cases  in  which  the  ovaries  were  not  identified. 
Deficiency  of  one  ovary  only  is  very  rare,  but  a few  cases 
have  been  recorded  in  which  all  the  organs  which  should 
have  been  developed  from  what  are  called  the  “ segmental 
masses  ” on  one  side  have  been  absent.  The  uterus  has  been 
unicorned,  the  Fallopian  tube  and  ovary  have  been  absent 
or  rudimentary,  and  the  kidney  on  that  side  has  been 
displaced  downwards.  (The  supra-renal  capsule,  which  is 
distinct  from  the  kidney  in  its  development,  is  normal.) 
There  are  also  some  cases  in  which  with  a well-developed 
uterus  the  ovary  on  one  side  has  not  been  found,  and  the 
outer  end  of  the  Fallopian  tube  has  been  undiscoverable. 
Such  cases  are  believed  to  be  due  to  interference  with  the 
blood  supply  to  the  ovary  through  tension  or  compression 
by  adhesive  bands  in  early  life.  Complete  absence  of  the 
ovaries  produces  amenorrhoea,  but  absence  of  one  ovary, 
however  brought  about,  is  not  enough  to  do  so,  nor  does 
it  entail  sterility. 

Imperfect  development  of  the  ovaries  is  seldom,  if 
ever,  on  one  side  only.  The  ovary  is  like  that  of  a foetus, 
small,  solid,  with  no  follicles  visible  to  the  naked  eye. 
The  sexual  functions  are  in  abeyance.  The  uterus  is  imper- 
fectly developed,  menstruation  absent,  conception  impossible. 

Diagnosis. — The  diagnosis  of  imperfect  development  of 
the  ovaries  is  practically  impossible.  It  is  not  enough  to 
find  out  that  the  ovaries  are  small,  because  we  do  not 
know  how  small  an  ovary  may  be  and  yet  be  health}^. 
We  must  be  sure  that  they  are  very  small.  Now,  as  they 
can  only  be  felt  through  a considerable  thickness  of  other 
tissues,  it  is  difficult  to  be  sure  of  this.  The  only  way  in 
which  the  ovaries  can  be  felt  well  enough  to  justify  the 
formation  of  such  an  opinion  is  by  examining  while  the 
patient  is  under  anaesthesia,  with  one  hand  on  the  abdominal 
wall  and  two  fingers  of  the  other  in  the  rectum.  The  rectal 


AMENORRHCE  A — MENS  TR  TJA  TION  ABSENT. 


605 


lingers  should  be  of  the  hand  corresponding  to  the  ovary 
that  is  being  sought  for.  To  feel  the  right  ovary,  stand  on 
the  right  of  the  patient,  put  two  fingers  of  the  right  hand 
into  the  rectum,  and  the  left  hand  on  the  abdomen.  Get 
the  uterus  between  the  two  hands,  and  from  its  upper  angle 
feel  the  Fallopian  tube  and  ligament  of  the  ovary  running 
like  cords.  The  posterior  cord  will  lead  to  the  ovary. 
You  may  thus  judge  of  its  size.  To  get  at  the  left  ovary, 
put  two  fingers  of  the  left  hand  into  the  rectum,  and  the 
right  hand  on  the  abdominal  wall.  It  is  possible  to  feel  both 
ovaries  with  the  fingers  of  either  right  or  left  hand  in  the 
rectum,  but  it  is  more  easily  done  on  the  side  to  which  the 
internal  hand  corresponds,  and  it  is  so  difficult  to  judge 
of  the,  size  of  the  ovaries  that  you  ought  to  take  advantage 
of  every  aid. 

2.  The  uterus. — Imperfect  development  of  the  uterus 
is  more  easily  ascertained  than  the  corresponding  condition  of 
the  ovary.  Development  may  be  imperfect  in  several  ways. 
Some  defects  prevent  uterine  function,  others  do  not.  It 
will  be  convenient  to  consider  them  together,  although  some 
do  not  produce  amenorrlioea. 

There  are  two  classes  of  uterine  malformations : — 

a.  Those  due  to  defect  in  the  growth  of  the  uterus. 

b.  Those  due  to  imperfect  union  of  its  lateral  halves. 

The  order  of  development.  — During  the  first  eight 

weeks  the  ducts  of  Mi  ill  or  are  still  separate.  At  the  end 
of  the  twelfth  week  the  septum  ought  to  have  been 

absorbed.  By  the  end  of  the  twentieth  week  the  homed 
shape  of  the  uterus  ought  to  have  disappeared.  The  arbor 

vitp  is  formed,  but  the  vagina  is  still  smooth.  By  birth 

the  vagina  ought  to  be  in  folds,  and  the  uterus  well  rounded. 

Uterine  malformations  have  been  divided  according  to 
the  period  of  foetal  life  at  which  they  arise : — - 

A.  Those  occurring  in  the  first  half  of  pregnancy. 

B.  Those  occurring  in  the  second  half  of  pregnancy. 

(a).  The  deformities  produced  by  influences  acting  in  the 

first  half  of  pregnancy  are  : — 

i.  Absence  of  uterus. 

ii.  Rudimentary  uterus. 

iii.  Absence  or  deficiency  of  one  half. 
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iv.  Want  of  union  of  the  lateral  halves,  which,  according 
to  its  degree,  may  result  in  either  (1)  a completely  double 
uterine  cavity,  the  two  halves  being — (a)  Quite  separate — 
uterus  didelphys.  ( b ) To  external  appearance  united,  divided 
only  above — uterus  bicornis.  (c)  Of  normal  external  appear- 
ance, but  divided  by  a septum — uterus  septus.  Or  (2)  (d), 
an  incompletely  divided  uterine  cavity,  the  uterus  being 
either  horned  (a),  uterus  bicornis  or  arcuatus,  or  not  (ft), 
uterus  subseptus. 

(b).  Influences  acting  in  the  second  half  of  pregnancy  only 
produce  the  foetal  or  infantile  uterus. 

(1)  Absence  or  (2)  rudimentary  condition  of  uterus.— (1) 
The  uterus  may  be  absent,  or  its  situation  only  indicated  by 
some  Y-shaped  bundles  of  muscular  and  connective  tissue. 
Such  extreme  want  of  development  as  this  is  very  rare, 
except  in  monsters,  where  it  co-exists  with  other  defects. 
Descriptions  of  cases  in  which  the  uterus  is  said  to  have 
been  absent  are  common,  but  remember  that  when  the 
uterus  is  very  small  and  thin  it  is  difficult  to  identify  it 
by  bimanual  examination.  It  has  been  overlooked  in  post- 
mortem examination.  It  is  sometimes  difficult  on  post- 
mortem examination  to  distinguish  a rudimentary  uterus 
from  a tube  or  ovary.  The  round  ligament  is  the  guide  : 
it  marks  the  outer  end  of  uterine  structure. 

With  an  imperfectly  developed  uterus  ovaries  may  be 
present  or  not.  If  present,  they  may  be  well  developed 
and  produce  ova.  Fallopian  tubes  may  or  may  not  be 
present.  When  present,  their  lumen  at  the  uterine  end  is 
usually  obliterated,  but  at  the  outer  end  they  are  patent, 
and  the  fimbriae  are  well  formed.  If  uterus,  tubes,  and 
ovaries  are  absent  the  broad  ligaments  do  not  exist : the 
peritoneum  passes  from  bladder  on  to  rectum  as  in  the 
male.  In  all  cases  of  absent  or  rudimentary  uterus  the 
vagina  is  either  absent  or  ends  in  a cul-de-sac.  The 
external  genitals  may  or  may  not  be  normal.  The  breasts 
and  pubic  hair  may  be  well  developed — the  former  may 
secrete  milk.  The  body  may  be  well  grown  and  present 
all  the  feminine  characters.  Menstruation  is,  of  course, 
absent.  It  does  not  follow  that  because  vagina  and  vulva 
are  badly  developed  that  therefore  the  uterus  is  so. 
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Mayrhofer*  quotes  cases  in  which,  with  absence  of  the 
vagina,  but  with  an  opening  from  the  rectum  into  the  uterus, 
patients  became  pregnant.  In  one  of  these  pubic  hair 
was  absent.  Some  cases  reported  as  women  with  absent 
uteri  have  really  been  male  pseudo-hermaphrodites. 

(2)  The  next  degree  of  development  is  that  in  which  the 
uterus  is  only  represented  by  a fibrous  nodule  without  a 
cavity,  from  which  run  outwards  fibrous  cords.  These 
cords  may  be  partly  uterine  horns,  partly  Fallopian  tubes. 
The  boundary  between  the  two  is  marked  by  the  round 
ligament.  Another  form  of  rudimentary  uterus  is  that  in 
which  there  is  a flat  muscular  band  running  transversely 
across  the  pelvis  and  ending  in  round  ligaments  on  each 
side,  the  cervix  uteri  being  quite  absent. 

The  most  common  form  of  rudimentary  uterus  is  the 
uterus  bipartitus.  This  is  a rudimentary  body  of  uterus 
formed  of  fibro-muscular  tissue,  ending  below  in  a blind 
vaginal  cul-de-sac,  into  the  top  of  which  the  fibro-muscular 
bundles  are  inserted.  Above  it  ends  on  each  side  in  as 
fibro-muscular  band,  which  is  sometimes  swollen  at  the 
insertion  of  the  round  ligaments  and  sometimes  contains 
a small  cavity;  or  the  neck  may  contain  a cavity  while 
the  rudiments  of  the  body  do  not.  The  vagina  is  usually 
short  or  deficient. 

(3)  Malformations  in  which  one-half  the  uterus  only  is 
developed — uterus  unicornis. — This  is  long  in  proportion 
to  its  breadth,  cylindrical,  lying  obliquely  in  the  pelvis, 
the  body  being  towards  that  side  to  which  the  developed 
half  belongs.  Fallopian  tube,  ligament  of  ovary,  and  round 
ligament  spring  from  the  developed  half.  The  body  of 
the  uterus  is  smaller  than  that  of  a properly  developed 
uterus,  so  that  the  neck  is  longer  and  thicker  than  the 
body.  The  wall  becomes  thinner  as  the  Fallopian  tube  is 
approached.  On  the  opposite  side  the  half  uterus  is  either 
absent  or  undeveloped.  If  entirely  absent,  then  tube,  ovary, 
and  round  ligament  are  absent.  If  imperfectly  developed, 
these  parts  are  undeveloped.  (Fig.  166.)  These  appendages 
have  been  found  apparently  unconnected  with  the  uterus, 
lying  in  the  lumbar  region.  The  undeveloped  half  uterus 

* Billroth  and  Liicke,  “ Deutsche  Chirurgie.” 


Fig.  Diagram  illustrating  uterus 

bicornis  with  imperfect  development 
of  one  half.  [Giles.) 


Fig.  108. — Diagram  illustrating  uterus 
bicornis  duplex.  (Giles.) 


Fig.  107- — Diagram  illustrating  uterus 
didelphys.  (Giles.) 


Fig.  109. — Diagram  illustrating  uterus 
bicornis  semiduplex.  (Giles.) 


Fig.  170. — Diagram  illustrating  uterus 
bilocularis  or  septus.  (Giles.) 
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forms  either  a small,  round,  solid  body,  or  a fibro- muscular 
band,  either  thin,  or  a flattened  cylinder  in  shape.  It  may 
contain  a cavity  communicating  either  with  the  Fallopian 
tube,  but  not  with  the  developed  half  of  the  uterus,  or 
with  neither,  or  with  both.  There  is  generally  no  other 
malformation. 

This  condition  interferes  neither  with  menstruation  nor 
with  pregnancy.  Its  diagnosis  is  difficult.  When  pregnancy 
does  not  exist  the  deformity  may  be  suspected  from  the 
obliquity  and  slenderness  of  the  uterus.  Pregnancy  in  a 
unicorned  uterus  cannot  be  diagnosed  from  pregnancy  in  a 
normal  uterus ; nor  pregnancy  in  a rudimentary  horn  from 
tubal  pregnancy. 

Uterus  didelphys.  (Fig.  167.) — In  this  form  both  uteri 
are  entirely  separate,  sometimes  viscera  lying  between  them. 
This  is  always  combined  with  other  malformations.  The  two 
uteri  are  often  imperfectly  and  unequally  developed.  Some- 
times there  is  no  vagina : or  the  vagina  may  be  imperforate 
or  open  in  a cloaca : or  there  are  two  vaginae,  which  may  be 
separate  from  one  another  and  from  the  uterus.  According  to 
Kussmaul,  this  rare  malformation  is  only  met  with  in  still- 
born or  short-lived  children,  because  the  other  deformi- 
ties soon  lead  to  death.  Therefore  it  has  little  practical 
importance. 

Uterus  bicornis  duplex.  (Figs.  167,  168.)— There  are  two 
chief  forms,  according  to  whether  the  two  uteri  are  united  only 
at  and  below  the  internal  os,  or  whether  the  union  extends 
above  it.  Below  the  point  of  junction  the  division  between 
the  two  uteri  is  either  not  indicated  at  all  or  marked  only 
by  a vertical  furrow  on  the  anterior  surface. 

Uteris  bicornis  semiduplex  (Fig.  169)  is  when  the  two 
horns  join  at  the  os  internum,  and  below  the  point  of  junction 
there  is  either  no  division  at  all  or  a division  not  reaching 
as  far  as  the  os  externum.  The  horns  may  be  unequally 
developed,  and  there  is  every  degree  of  imperfect  develop- 
ment between  a uterus  unicornis  and  a uterus  bicornis  with 
the  two  horns  equal. 

Uterus  arcuatus  is  the  slightest  degree  of  all.  In  it 
there  is  merely  a vertical  depression  in  the  middle  of  the 
fundus  uteri.  According  to  Crede  and  some  other  observers, 
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who  think  that  in  expressing  the  placenta  they  often  feel  this 
central  depression,  this  malformation,  in  a slight  degree,  is 
common.  But  on  post-mortem  examination  it  is  not  found  so 
frequently  as  it  should  be  if  these  clinical  observations  are 
correctly  interpreted. 

With  uterus  bicornis  of  any  kind  the  vagina  may  be  single 
or  double,  and,  if  double,  the  septum  may  extend  all  the 
way  or  only  part  of  the  way. 

Uterus  septus,  or  bilocularis,  is  a uterus  that  externally 
shows  no  sign  of  division,  but  is  internally  divided  by  a 
septum  into  halves.  (Fig.  170.)  Uterus  subseptus  is  when 
this  septum  is  incomplete:  it  may  be  present  in  the  cervix 
only,  or  start  from  the  fundus  and  not  reach  all  the  way. 
(Fig.  171.)  Uterus  septus  is  less  common  than  uterus 
bicornis.  There  is  generally  some  groove  or  extra  breadth 
to  indicate  the  malformation.  The  vagina  may  be  single, 
double,  or  partly  divided. 

Menstruation  in  a double  uterus  is  as  perfect  as  in  a 
normal  uterus.  In  a completely  double  uterus,  sometimes 
only  one  uterus  bleeds,  sometimes  both. 

Malformations  determined  in  later  foetal  life,  or  in 
childhood — Uterus  foetalis,  or  infantilis. — This  is  the  com- 
monest developmental  defect.  The  uterus  of  a grown  woman 
resembles  in  size,  shape,  thickness  of  walls,  and  the  relation 
between  the  length  of  the  cervix  and  that  of  the  body,  that 
of  a foetus  of  six  months  intra-uterine  age,  or  that  of  a child 
under  fourteen.  The  body  is  small  in  proportion  to  the 
cervix : it  may  be  no  bigger  than  a pea.  The  wall  of  the  body 
is  no  thicker  than  that  of  the  cervix,  and  may  be  thinner. 
The  vagina  may  be  the  usual  length  and  width,  but  it  is  some- 
times shorter  and  narrower.  The  breasts  are  sometimes  small. 
Sometimes  patients  are  full-grown,  sometimes  cretinoid.  In 
some  cases  the  uterus  is  longer,  and  may  be  of  normal  length, 
but  the  wall  of  the  body  is  thin.  Sometimes  there  is  no 
cavity  of  the  body.  In  another  form,  the  whole  uterus  is  in 
all  its  parts  proportionately  small.  Virchow  has  called  this 
“primary  atrophy.”  Yet  another  form  is  called  uterus 
parvicollis  or  acollis,  in  which  the  vaginal  portion  is  small, 
although  the  body  is  normal. 

Treatment. — On  inquiry  you  will  find  that  patients  who 
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do  not  menstruate  because  the  menstruating  organ  is  defective 
come  for  treatment,  not  because  they  feel  ill,  but  because  they 
think  that  the  non-appearance  of  menstruation  indicates 
something  wrong.  If  this  is  the  sole  reason  why  advice  is 
sought,  explain  that  the  womb  has  not  grown  to  its  full  size, 
and  that  this  is  why  the  patient  does  not  menstruate  : that  it 
is  not  necessary  that  she  should  menstruate,  and  that,  there- 
fore, she  had  better  be  content  with  her  condition.  If  she  be 
only  a year  or  two  past  the  age  at  which  menstruation  usually 
comes  on,  and  the  uterus  is  merely  small,  it  may  yet  develop. 

Two  things  may  give  an  adventitious  importance  to 
amenorrhoea  from  defective  development : (1)  the  occurrence 
of  menstrual  molimina,  or  of  so-called  vicarious  menstruation ; 
(2)  the  patient  may  wish  to  marry. 

Menstrual  molimina. — This  term  denotes  the  symptoms 
which  accompany  menstruation,  and  which,  when  they  make 
the  patient  suffer  so  much  as  to  go  to  a doctor,  are  called 
dysmenorrhoea.  In  Chapter  XLIII.  I have  given  reasons  for 
thinking  that  ovulation  may  produce  monthly  recurring  pain ; 
and  ovulation  may  take  place  when  the  uterus  is  absent 
or  badly  developed.  The  patient  may  think,  and  doctors 
have  thought,  that  this  pain  is  because  the  menstrual  blood 
does  not  flow.  Were  this  theory  correct,  the  production  of 
menstruation  should  be  the  aim  of  treatment. 

Emmenagogue  treatment. — I advise  against  any  attempt 
to  make  an  imperfectly  developed  uterus  menstruate,  for 
the  following  reasons.  First,  it  is  certain  that  amenorrhoea 
does  no  harm.  This  is  shown  by  cases  of  women  who  do 
not  menstruate  because  the  uterus  is  absent  or  small, 
and  yet  remain  perfectly  well  Avithout  the  smallest  dis- 
comfort to  remind  them  of  the  missing  function.  Second, 
there  is  no  medical  treatment  that  will  produce  menstrua- 
tion. Some  drugs  are  called  “ emmenagogues,”  but  there 
is  no  drug  which  will  make  menstruation  appear,  ex- 
cepting such  as  cure  disease  that  prevents  a well-grown 
uterus  from  menstruating.  Attempts  have  been  made  to 
stimulate  the  uterus  either  by  putting  a stem  pessary  inside 
it,  or  by  electricity.  It  is  possible  by  such  treatment  to 
make  a uterus  bleed,  but  such  bleeding  is  not  menstruation; 
it  does  no  good,  and  ceases  when  the  irritant  is  withdrawn. 
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Cases  have  been  published  in  which  writers  have  said  that 
they  have  by  electricity  made  the  uterus  menstruate;  but 
such  reports  only  affect  my  judgment  if  they  bear  internal 
evidence  that  the  narrator  took  pains  to  distinguish  between 
the  bleeding  of  an  irritated  uterus  and  menstruation ; and 
also  between  the  effect  of  electricity  and  that  of  other  con- 
comitant influences.  I have  read  no  cases  so  reported  as 
to  show  that  these  fallacies  have  been  kept  in  mind.  The 
only  real  stimulant  which  will  occasionally  make  a backward 
uterus  develop,  is  marriage,  or,  to  speak  accurately,  sexual 
excitement. 

Vicarious  menstruation. — This  term  means  that  when 
the  uterus  does  not  menstruate,  a flow  of  blood  from  some 
other  part  replaces  that  which  ought  to  have  come  from  the 
uterus.  No  such  thing  has  yet  been  accurately  observed  or 
described.  Cases  recorded  as  examples  of  it  fall  into  three 
groups : (1)  Cases  in  which  the  only  evidence  is  a vague 
statement  from  a patient  unaccompanied  by  dates.  Every 
case  in  which  a patient  making  such  a statement  has  been 
asked  to  keep  a diary  has  failed  to  show  any  coincidence 
between  the  supposed  vicarious  haemorrhages  and  the  men- 
strual period.  (2)  Cases  in  which  patients  lose  blood  from 
some  diseased  part — the  lungs  or  stomach,  for  instance— and 
in  consequence  become  anaemic  and  do  not  menstruate,  and 
think  the  bleeding  is  the  consequence  of  the  amenorrhcea 
instead  of  its  cause.  (3)  Cases  in  which,  as  in  purpura,  the 
general  vascular  tension  which  precedes  menstruation  causes 
haemorrhage  from  other  parts  besides  the  uterus ; that  is, 
menstruation  is  accompanied  by  haemorrhage  from  other 
parts,  not  replaced  by  it. 

Amenorrhcea  and  marriage. — When  an  otherwise  healthy 
young  woman  of  nubile  age  has  never  menstruated,  she 
ought  not  to  be  married  without  medical  advice ; for  the 
defective  development  which  such  amenorrhcea  indicates 
may  be  of  such  degree  as  to  unfit  the  patient  for  marriage. 
Give  no  opinion  in  such  cases  without  local  examina- 
tion. You  may  find  that  there  is  a vagina,  but  that 
the  uterus  is  small.  In  such  a case  state  that  the  patient 
is  fit  to  be  married,  but  that  it  is  unlikely  that  she  will 
ever  have  children.  It  is  possible,  though  unlikely,  that 


AMENOBBTICEA — MEN S Til  U A TION  ABSEN  T. 


613 


marriage  may  make  the  uterus  develop.  It  is  possible  also, 
though  rare,  for  a woman  with  an  imperfectly  developed 
uterus  to  become  pregnant.  Matthews  Duncan  says  that 
when  this  has  happened,  the  uterus  goes  back  to  its  former 
small  dimensions  after  delivery.  If  you  find  the  vagina 
absent  and  the  uterus  rudimentary,  explain  that  the  patient 
cannot  have  children,  nor  can  she  have  natural  sexual  in- 
tercourse. It  is  possible  in  such  cases,  by  dissecting  between 
the  urethra  and  rectum,  to  make  a deep  mucous  pouch  which 
will  serve  as  a vagina.  Although  this  may  properly  be 
done  for  a woman  already  married,  yet  you  cannot  assert  that 
by  this  operation  you  can  make  the  woman  capable  of 
normally  fulfilling  the  duty  of  a wife.  The  proper  course, 
if  consulted  before  marriage,  is  to  say  that  the  woman  is  not 
fit  for  sexual  intercourse,  but  that  it  can  be  made  possible, 
though  imperfect.  Never  forbid  marriage.  Your  duty  is 
to  explain  to  the  persons  who  ask  your  advice  as  to  marriage, 
the  physical  consequences  of  such  marriage:  and  there  it  ends. 
If  the  persons  concerned  choose  to  accept  those  consequences 
— as  they  sometimes  do — that  is  their  business. 

There  are  developmental  defects  which  make  the  patient’s 
sex  doubtful,  and  this  will  be  the  most  convenient  place  in 
which  briefly  to  describe  them.  The  subjects  of  such  mal- 
formations are  often  called  hermaphrodites. 

Hermaphroditism. — In  its  literal  sense  the  word  herma- 
phrodite means  an  individual  who  possesses  perfect  male  and 
female  sexual  organs.  No  such  thing  exists  in  the  human 
species.  The  genital  organs,  looked  at  from  this  point  of 
view,  consist  of  two  parts : the  genital  gland  itself  (ovary  or 
testicle),  which  is  the  essential  organ ; and  its  excretory  duct 
(Fallopian  tube,  uterus,  and  vagina;  or  vas  deferens  and 
urethra).  The  genital  gland  is  developed  out  of  a mass  of 
cells,  which  at  first  has  no  definite  character,  but  which  later 
becomes  either  an  ovary  or  a testicle.  It  must  be  one  or  the 
other.  We  can  hardty  conceive  its  becoming  both;  nor 
have  we  evidence  of  its  doing  so.  The  excretory  duct  is 
developed,  according  to  the  sex,  out  of  the  Mullerian  or 
Wolffian  duct.  Both  of  these  ducts  are  present  early  in  foetal 
life,  and  one  develops  and  the  other  atrophies.  Now  it  is 
easy  to  understand  that  the  development  of  the  one  or  the 
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atrophy  of  the  other  may  be  interfered  with,  and  thus  the 
parts  which  form  the  excretory  ducts  may  be  imperfectly 
formed,  so  that  the  sexual  characters  are  not  distinct.  Cases 
in  which,  although  the  nature  of  the  genital  gland  is  not 
doubtful,  yet  the  external  parts  have  some  features  common 
to  both  sexes,  are  called  pseudo-hermaphrodites. 

True  hermaphrodites. — I have  said  above  that  we  have 
no  evidence  of  the  genital  gland  being  double.  But  cases 
have  been  described  in  which  this  has  been  thought  to  be  the 
case.  They  have  been  divided  into  three  classes  : (1)  Bilateral 
hermaphrodites , in  which  it  has  been  thought  that  both  an 
ovary  and  testicle  have  been  present  on  each  side  of  the  body. 
Blacker  and  Lawrence  * have  collected  nine  cases  reported  to 
be  such,  and  find  reason  for  rejecting  all  but  one.  Ballan- 
tyne  f regards  as  not  proved  the  case  which  Blacker  and 
Lawrence  accept.  (2)  Unilateral  hermaphrodites,  in  which  it 
has  been  thought  that  on  one  side  there  were  both  an  ovary 
and  a testicle.  Only  two  such  cases  are  on  record,  and 
Blacker  and  Lawrence  see  reason  for  doubting  them  both. 
(3)  Lateral  hermaphroditism,  in  which  it  has  been  thought 
that  an  ovary  was  present  on  one  side  and  a testicle  on 
the  other.  Blacker  and  Lawrence  have  described  one,  and 
collected  seventeen  others ; but  they  find  proof  defective 
in  all  but  two.  In  these  two  the  sexual  glands,  supposed 
to  be  of  different  nature  on  the  two  sides,  were  not  properly 
developed  on  either  side.  Blacker  and  Lawrence’s  own 
case  was  that  of  a foetus,  and  the  genital  glands  were 
imperfectly  developed.  The  diagnosis  in  all  these  cases  rests 
upon  the  microscopic  differences  between  imperfectly  de- 
veloped testes  and  imperfectly  developed  ovaries.  This 
diagnosis  is  extremely  difficult.  It  may  be  said,  without 
fear  of  cavil,  that  well-developed  glands  of  both  sexes  do 
not  occur  in  the  same  individual. 

Pseudo-hermaphroditism.— This  means  that  although  the 
genital  glands  are  of  one  sex  only,  yet  that  the  excretory 
ducts  of  both  sexes  are  present,  wholly  or  in  part.  Hence 
the  subject  appears  to  possess  the  organs  of  both  sexes, 
although  this  is  really  not  the  case.  The  subjects  of  these 

* “Obst.  Trans.,”  vol.  xxxviii. 

t Allbutt  and  Playfair’s  “ System  of  G-ynsecology,” 
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malformations  may  be  either  male  or  female.  The  mal- 
formations vary  in  degree,  and  so  each  kind  of  pseudo- 
hermaphroditism (male  and  female)  has  been  divided  into 
internal,  complete,  and  external. 

The  commonest  is  the  male  external  pseudo-hermaphro- 
dite. The  subject  of  this  has  testicles,  though  they  may  be 
undescended.  The  scrotum  is  so  deeply  furrowed  in  the 
middle  line  as  to  look  like  labia,  and  the  penis  is  hypospadiac 
— that'  is,  the  urethra  opens  on  its  under  surface,  near  its  root. 
The  penis  is  often  small  and  the  breasts  are  large.  Hence  it 
is  easy  to  understand  how  doubt  as  to  sex  may  arise.  In  the 
internal  form  of  male  pseudo-hermaphroditism  the  external 
genitals  are  masculine  in  general  conformation,  but  the 
subject  possesses  a uterus  and  vagina.  In  the  complete  form 
there  is  a uterus  and  vagina  with  external  genitals  looking 
like  those  of  a female. 

The  commonest  form  of  female  pseudo-hermaphroditism 
is  that  produced  by  the  combination  of  adhesion  of  the 
labia,  large  size  of  the  clitoris,  and  labial  ovarian  herniee. 
Pseudo-hermaphrodites  are  generally  sterile,  for  the  organs 
which  resemble  those  of  the  opposite  sex  are  generally  badly 
developed. 

What  advice  to  give. — The  diagnosis  of  sex  in  some  of 
these  cases  is  difficult  even  when  the  subject  is  dead  and  can 
be  dissected ; much  more  so  during  life.  If  consulted  in  a case 
in  which  you  cannot  decide,  remember  two  things : first,  that 
these  malformations  are  much  commoner  in  males  than 
females ; secondly,  that  after-trouble  is  less  likely  to  arise  from 
a female  being  brought  up  as  a male  than  from  a male  being 
brought  up  as  a female.  Therefore,  if  you  are  in  doubt  as  to 
the  sex  of  an  infant,  and  are  pressed  for  an  opinion,  advise 
that  it  be  brought  up  as  a boy. 


t)lt> 


fart  %%. 

DISORDERS  OF  THE  SEXUAL 
FUNCTIONS. 


CHAPTER  XL  VII. 

SEXUAL  TROUBLES. 

Dyspareunia  signifies  difficulty  or  pain  in  sexual  inter- 
course. Coition  may  be  difficult  but  not  painful,  or  painful 
but  not  difficult,  or  both  difficult  and  painful.  Consider 
first — 

Difficulty  without  pain. — You  are  told  that  intercourse 
cannot  be  accomplished.  On  inquiry  you  find  that  attempts 
at  its  performance  do  not  much  hurt  the  patient.  Such  a 
report  points  either  to  a malformation,  so  that  the  vagina  is 
closed  or  absent,  though  not  tender,  or,  which  is  commoner, 
to  defective  power  in  the  male.  The  diagnosis  of  the  former 
condition  is  only  to  be  made  by  examination  of  the  vulva  and 
vagina.  These  developmental  defects  have  been  described  in 
Chapter  XL VI.  Smallness  of  the  vagina  I shall  afterwards 
speak  of.  If  there  is  no  malformation  or  contraction  of  the 
vagina,  the  cause  of  the  difficulty  is  not  in  the  female.  The 
consideration  of  impotence  in  the  male  is  beyond  the  scope 
of  this  work. 

Pain  without  difficulty. — This  is  present  with  most  pelvic 
inflammations,  with  prolapse  and  tenderness  of  the  ovary,  in 
some  cases  of  retroflexion,  in  chronic  metritis.  In  these  diseases 
there  is  neither  contraction  nor  tenderness  of  the  vulva,  and 
therefore  there  is  no  difficulty ; but  when  penetration  is 
complete  a tender  part  is  pressed  on,  and  pain  is  caused. 
The  cause  of  the  tenderness  can  only  be  found  out  by  exami- 
nation. The  diagnosis  and  treatment  of  the  local  conditions 
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I have  named  are  described  in  other  chapters  of  this  work. 
If  the  vaginal  wall  is  not  fixed,  the  pain  can  often  be  relieved 
by  the  introduction  of  a soft  ring  pessary,  which  will  protect 
the  tender  part  from  contact.  If  the  vaginal  wall  is  fixed, 
the  tension  caused  by  the  pessary  cannot  be  borne.  In  acute 
retroflexion,  which  is  sometimes  a cause  of  great  dyspareunia 
even  in  nulliparge,  if  a pessary  fail  to  relieve,  the  patient  can 
be  cured  by  ventral  fixation  of  the  uterus.  (See  Chapter  XI.) 

Pain  and  difficulty. — In  most  cases  of  dyspareunia  there 
are  both  pain  and  difficulty.  Such  cases  fall  into  three  groups : 
1.  Smallness  of  the  vaginal  orifice.  2.  Vaginismus.  3.  Dis- 
ease  of  the  vulva. 

1.  Smallness  of  the  vaginal  orifice. — In  most  virgins  (not 
in  all)  the  vaginal  orifice  is  so  small  that  the  first  intercourse 
is  difficult,  painful,  and  causes  bleeding.  If  the  vaginal  orifice 
is  smaller  than  usual,  this  difficulty  may  not  be  surmounted, 
and  each  attempt  will  cause  pain,  especially  if  the  patient  be 
nervous,  so  that  she  cannot  constrain  herself  to  submit. 
Advice  is  not  usually  sought  till  months  or  years  after 
marriage,  and  then  the  history  is  that  the  trouble  dates 
from  the  marriage  day.  When  you  examine,  you  find 
that  beyond  the  smallness  of  the  vaginal  orifice  there  is  no 
sign  of  disease,  and  that  the  mucous  membrane  can  be  touched 
anywhere  without  causing  pain.  The  treatment  of  such  cases 
is  to  enlarge  the  vaginal  orifice. 

Methods  of  enlarging  the  vaginal  orifice.  — (A)  By 
gradual  dilatation.— This  may  be  done  if  the  patient  objects 
to  anaesthesia.  Pass  Hegar’s  dilators  from  the  smaller  sizes  to 
the  largest.  The  objections  to  this  treatment  are  (a)  that  the 
set  of  Hegar’s  dilators  commonly  sold  does  not  contain  instru- 
ments large  enough  to  dilate  the  vagina  sufficiently ; so  that 
dilators  of  special  size  must  be  made,  or  failing  this,  dilatation 
completed  with  successive  sizes  of  Fergusson’s  speculum : 
( b ) that  this  mode  of  dilatation  is  slow  and  disagreeable.  For 
these  two  reasons  it  is  not  the  best  and  is  seldom  used, 
though  special  reasons  (the  chief  being  some  objection  to  an 
anaesthetic)  may  indicate  it. 

(B)  Rapid  dilatation. — Anaesthetise  the  patient  and  put 
her  in  the  lithotomy  position.  Put  your  fingers  and  thumb 
together  into  the  form  of  a cone.  Anoint  them  with  glycerine 
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of  corrosive  sublimate  1 in  2000.  Gradually  press  them  into 
the  vagina,  until  the  metacarpo-phalangeal  joints  of  the  fingers 
can  pass  the  vaginal  orifice.  This  operation  will  tear  the 
hymen,  the  vaginal  orifice  and  the  vagina.  The  objection  to 
it  is,  that  there  is  no  precision  in  the  extent  or  direction  of 
the  vaginal  tearing.  If  too  little,  the  tears  may  heal,  and  the 
vaginal  orifice  be  not  much  enlarged.  The  fourchette  may 
alone  be  torn,  and  the  vaginal  orifice  merely  pushed  up ; in 
which  case  no  benefit  will  result,  for  it  is  the  firm  vaginal 
orifice  which  is  the  obstacle.  If  too  extensive,  the  muscular 
and  fascial  structures  supporting  the  vagina  may  be  torn  as 
they  are  in  labour  and  a tendency  to  prolapse  result.  I have 
known  troublesome  bearing-down  pain  last  some  weeks  after 
this  operation. 

(C)  By  cutting. — By  this  method  the  vaginal  orifice  is 
enlarged  with  precision  and  certainty;  and  no  other  part  is 
injured.  The  patient  being  anaesthetised  and  in  the  lithotomy 
position,  cut  with  a scalpel  on  each  side  downwards  and  out- 
wards through  the  vaginal  orifice.  When  the  sides  of  the  cut 
are  pulled  apart,  the  raw  surface  becomes  rliomboidal.  Unite 
with  catgut  stitches  the  upper  sides  of  the  rhomboid  to  the 
lower.  In  this  way  you  will  remove  the  obstacle  with  certainty, 
and  do  no  damage  to  the  pelvic  floor. 

VAGINISMUS. 

2.  Vaginismus  is  a nervous  disease  marked  by  two  features 
(a)  extreme  sensitiveness  of  the  mucous  membrane  of  the 
vulva,  and  ( b ) spasmodic  contraction  of  the  levator  ani  muscle. 
In  consequence,  when  sexual  intercourse  is  attempted,  and  the 
mucous  membrane  of  the  vulva  is  touched,  (a.)  intolerable 
pain  is  produced,  and  (b)  the  levator  ani  contracts  so  as 
practically  to  close  the  vagina.  The  name  “vaginismus” 
was  given  to  the  disease  by  Marion  Sims:  as  laryngismus 
means  spasmodic  closure  of  the  larynx,  so  vaginismus  means 
spasmodic  closure  of  the  vagina.  The  sensitiveness  is  more 
than  mere  shrinking  from  timidity : for  the  patient  may  be 
most  desirous  that  marriage  should  be  consummated,  and 
yet  unable  to  endure  attempts  at  it. 

Associated  conditions. — Vaginismus  is  often  associated 
with  painful  menstruation,  and  often  the  rectum  is  over- 
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sensitive,  as  well  as  the  vagina,  so  that  the  patient  cannot 
bear  the  administration  of  an  enema.  The  spasmodic  con- 
traction of  the  levator  ani  is  painful.  Probably  other  muscles 
in  the  pelvic  floor  contract  also  ; but  they  are  comparatively 
insignificant.  With  vaginismus  there  is  generally  absence  of 
sexual  desire,  so  that  the  act  is  not  only  painful  but  repugnant 
to  the  patient.  But  this  is  not  invariably  the  case : Matthews 
Duncan  mentions  a case  in  which  the  painful  muscular  spasm 
was  felt  by  the  patient  in  an  erotic  dream.  I have  seen  a 
case  in  which  with  vaginismus  there  was  strong  sexual  desire. 

Clinical  course. — Vaginismus  is  not  found  out  till  the 
patient  is  married.  It  is  a rare  disease,  and  it  is  not  practi- 
cable to  follow  its  course  like  that  of  diseases  about  which 
patients  do  not  mind  speaking.  The  following  statements  I 
think  are  in  accordance  with  fact : (1)  The  usual  result  of 

vaginismus  is  that  marriage  is  not  consummated,  and  sterility 
and  conjugal  unhappiness  are  the  result.  The  disease  has  no 
regular  tendency  to  spontaneous  cure.  (2)  In  some  cases 
in  which  it  is  associated  with  dysmenorrhoea,  dilatation  of  the 
cervix  will  cause  menstrual  pain  to  cease,  sexual  desire  to 
develop,  and  vaginismus  to  disappear.  (3)  Although  vaginis- 
mus usually  causes  sterility,  it  does  not  always  do  so ; for  if 
spermatozoa  reach  the  lower  part  of  the  vagina,  their  power 
of  locomotion  enables  them  to  make  their  way  up  to  the 
uterus.  If  pregnancy  take  place  and  go  to  term,  the  patient 
is  not  cured  by  childbirth.  With  lapse  of  years  the  patient 
gets  less  sensitive  to  pain  of  all  kinds,  and  therefore  the  pain 
of  vaginismus  gets  a little  more  bearable.  (4)  Matthews 
Duncan  states  that  it  is  liable  to  “ spontaneous  ” variations 
(that  is,  to  variations  the  cause  of  which  we  do  not  know) 
and  may  even  disappear.  (5)  I have  seen  two  cases  in  which 
vaginismus  developed  suddenly  in  patients  who  had  been 
married  for  years  without  either  impediment  or  pain  in  inter- 
course. In  one  case  the  patient  could  tell  of  no  cause  ; in  the 
other,  mental  shock  produced  stoppage  of  menstruation,  and 
at  the  same  time  intercourse  became  painful,  and  the  passage 
seemed  blocked.  I could  find  no  local  disease  to  account  foi 
it.  I did  not  have  the  opportunity  of  treating  the  patients  long 
or  of  knowing  their  after-history.  (6)  Pierre  Marie*  describes 

* “ Diseases  of  Spinal  Cord,”  N.S.S,  Trans.,  p.  290. 
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“ vulvo-vaginal  crises,”  which  evidently  consist  in  painful 
spasms  of  the  levator  ani,  as  being  an  early  symptom,  some- 
times a pre-ataxic  one,  of  tabes  dorsalis. 

Diagnosis.— Vaginismus  has  to  be  distinguished  from  (1) 
mere  smallness  of  the  vagina  in  a nervous  patient.  The 
latter  condition  differs  from  vaginismus  in  that  the  parts  can 
be  touched  without  causing  pain,  and  if  the  finger  is  gently 
inserted  into  the  vagina  there  is  neither  pain  nor  spasm  of  the 
levator  ani.  In  vaginismus  even  touching  the  mucous  mem- 
brane provokes  signs  of  pain  and  spasm.  (2)  Vaginismus  has 
also  to  be  distinguished  from  local  diseases  producing  spots  of 
tenderness,  diseases  which  Matthews  Duncan  grouped  under 
the  common  term  of  “ secondary  vaginismus.”  Such  disease 
will  be  discovered  by  inspection  of  the  part. 

Treatment. — Vaginismus  is  incurable.  Neither  stretching, 
nor  a cutting  operation,  nor  childbearing  will  cure  a case 
of  the  worst  kind.  I have  known  the  preliminary  use  of  a 
vaginal  pessary  containing  3 gr.  of  cocain  hydrate  make 
intercourse  possible,  but  at  the  same  time  produce  toxic 
symptoms,  which  though  not  of  dangerous  degree,  were 
enough  to  prevent  the  patient  from  using  the  pessary. 
One  of  less  strength  was  not  efficacious.  But  there  is  much 
difficulty  in  diagnosis  between  the  sensitiveness  of  a timid 
patient  and  genuine  vaginismus.  Vaginismus  is  rare,  and  in 
my  experience  most  cases  that  seemed  to  be  vaginismus 
have  proved  of  the  former  kind : and  have  been  cured  by 
enlarging  the  vaginal  orifice  by  the  operation  described 
on  page  618.  If  there  be  dysmenorrhcea,  dilate  the  cer- 
vical canal  at  the  same  time,  and  enlarge  the  external  os  by 
division  of  the  vaginal  portion.  Marion  Sims  recommended 
dissecting  off  the  hymen.  In  bad  cases  this  is  useless.  I 
know  not  that  it  helps  the  cure  of  slight  ones.  But  it  cannot 
do  much  harm. 

3.  Disease  of  the  vulva. — The  conditions  of  the  vulva 
which  often  attract  attention  by  the  dyspareunia  which 
they  cause,  are  urethral  caruncle,  congestion  and  inflam- 
mation of  the  urethra,  kraurosis  of  the  vulva,  chancres, 
painful  vaginitis,  fissures  about  the  fourchette,  follicular 
vulvitis.  In  these  cases  the  symptom  has  generally  come  on 
after  a long  period  of  normal  married  life ; but  it  may  be 
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dated  from  the  time  of  marriage.  The  diagnosis  is  made 
by  examination.  The  clinical  history,  distinctive  features, 
and  treatment  of  some  of  these  diseases  are  described  in  other 
chapters. 

KRAUROSIS  VULViE 

Kraurosis  vulvas  (/ cpavpoco , I make  dry,  harden). — This  is 
a rare  disease,  attended  with  tenderness  of  the  vulva  and 
contraction  of  the  vaginal  orifice,  and  therefore  with  dys- 
pareunia.  This  name  was  given  to  the  disease  by  Breisky  in 
1885.  It  has  been  applied  by  different  writers  to  cases  not 
in  every  way  alike  ; and  we  know  not  yet  whether  the  dif- 
ferences between  the  different  cases  described  under  the  name 
are  essential,  or  minor  and  unimportant. 

I have  not  read  the  original  paper  of  Breisky,  as  it  ap- 
peared in  a journal  inaccessible  in  London ; but  I take  its 
contents  from  abstracts  by  others.*  Breisky’s  cases  occurred 
in  pregnant  women.  The  condition  present  was  atrophic 
shrinking  of  the  skin  and  mucous  membrane  of  the  external 
genitals,  leading  to  obliteration  of  normal  folds.  The  parts 
were  dry,  hard,  white  and  glistening,  and  extremely  tender. 
They  had  lost  elasticity,  so  that  the  introduction  even  of  a 
finger  caused  Assuring.  The  microscope  showed  atrophy  of 
papillae  in  the  upper  layer  of  the  corium.  The  papillae 
were  low,  the  glands  were  gone,  the  rete  mucosum  was  thin, 
so  that  the  homy  epithelium  lay  on  the  papilla?,  and  there 
was  small  celled  infiltration  in  the  deeper  layer  of  the  corium. 

Vascular  degeneration  of  vulva.  — There  is  another 
condition  which  was  pointed  out  to  me  by  Sir  J.  Williams  in 

1876,  f and  was  first  described  by  Mr.  Laivson  Tait  in 

1877.  This  usually  affects  women  towards  the  end  of  the 
child-bearing  period.  Dyspareunia  is  the  first  symptom. 
There  are  spots  of  discolouration,  from  a pale  brick  red  or 
brown  to  deep  purple,  which  when  touched  are  very  tender. 
They  are  on  the  inner  surface  of  the  nymphse,  just  outside 
the  vaginal  orifice.  According  to  Mr.  Tait,  “ If  a case  be 
watched  for  a long  time  it  will  be  found  that  the  spots  are 

* See  Martin,  Volkmann’s  “ Sammlung,”  No.  102,  1894;  and  Orthinann, 
“ Zeit.  fur  Geb.  und  Gyn.,”  Bd.  xix, 

f On  mentioning  it  at  that  time  to  my  late  colleague,  Dr.  Palfrey,  I found 
that  he  also  was  familiar  with  it. 
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transitory  and.  spreading  ; that  after  lasting  for  some  months, 
the  red  colouring  either  entirely  disappears  from  the  spot 
observed  and  comes  out  at  another,  or  extends  serpiginously, 
disappearing  from  the  old  site  as  it  progresses  towards  the 
new.  This  process  is  very  slow,  but  it  explains  the  intractable 
nature  of  the  disease,  which  is  seldom  content  until  it  has 
passed  over  the  whole  mucous  surface  of  the  nymphse.  During 
its  progress  the  vestibule  of  the  vagina  slowly  contracts,  until 
it  may  be  so  reduced  as  barely  to  admit  a finger.”*  I have 
observed  change  in  the  shape  and  size  of  the  red  spots, 
but  not  such  extensive  change  as  that  described  by  Tait. 

It  is  clear  that  if  Tait’s  description  be  correct  the 
disease  he  describes  is  an  early  stage  of  the  condition 
described  by  Breisky  under  the  name  of  “ kraurosis.” 
German  writers  deny  this.  In  the  cases  described  by 
Breisky  there  was  no  red  or  purple  discolouration ; and, 
according  to  German  writers,  in  similar  cases  the  shrinking 
of  the  tissues  is  the  first  change.  But  in  two  cases  described 
by  Orthmann  f red  discolouration  was  present. 

I have  seen  red  or  purple  tender  spots  on  the  nymphse, 
causing  dyspareunia,  in  young  women  who  got  well,  the  spots 
disappearing  and  the  vulva  ceasing  to  be  tender.  I have  also 
seen  red  and  purple  patches  exactly  like  those  Avhiclx  Tait 
describes,  but  without  the  slightest  tenderness.  From  such 
experience  I conclude  that  although  the  “ vascular  degenera- 
tion,” as  Mr.  Tait  calls  the  red  patches,  may  be  present 
along  with  kraurosis,  yet  the  two  conditions : (a)  the  tender 
red  spots,  and  ( b ) the  contraction  and  har  lenin^  o the 
vulva,  are  essentially  different,  though  they  may  sometimes 
co-exist. 

Symptoms.  — The  chief  symptom  of  kraurosis  vulvse 
has  been  styled — correctly  as  to  most  cases — “climacteric 
dyspareunia.”  When  a woman  complains  that,  although 
she  is  otherwise  in  good  health,  sexual  intercourse  has 
become  painful  and  difficult,  this  is  probably  the  di-ease 
present.  Dyspareunia  may  be  the  only  symptom,  but 
kraurosis  is  often  accompanied  with  leucorrhoea,  and  gener- 
ally with  burning  pain,  smarting,  and  itching  of  the  parts, 

* “Diseases  of  Women,”  p.  44. 

f “ Zeit.  fiir  Geb.  and  Gyn.”  Bd.  xix. 
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which  trouble  the  patient  even  though  she  be  not  living 
as  a married  woman.  The  same  symptom  may  be  the  leading- 
one  in  urethral  caruncle,  but  here  inquiry  will  reveal  pain 
in  micturition. 

Etiology  and  prognosis. — It  occurs  chiefly  in  elderly 
women,  alike  in  the  sterile,  the  parous,  and  in  widows,  but 
I have  seen  it  in  women  under  thirty.  Although  the 
smarting  and  itching  can  be  removed,  and  the  patient  made 
comfortable  so  long  as  she  avoids  sexual  intercourse,  yet 
there  is  no  medical  treatment  that  will  undo  the  contrac- 
tion of  the  vaginal  orifice.  In  young  women  the  painful  red 
spots  may  get  well  or  be  cured  without  either  tenderness  or 
contraction  remaining.  I have  seen  atrophy  of  the  vulva  with 
contraction  of  the  vaginal  orifice,  but  without  painful  red 
spots,  follow  oophorectomy  for  fibroids.  I have  seen  also  both 
atrophy  and  painful  red  spots  follow  double  oophorectomy  for 
cystic  disease  in  a young  woman.  Kraurosis  vulvse  has  been 
ascribed  to  syphilis  and  to  gonorrhoea.  These  diseases  are 
common,  and  kraurosis  is  rare.  In  the  cases  I have  seen 
there  was  no  reason  for  connecting  the  disease  with  either  of 
these  antecedents. 

Pathological  relationships. — German  writers  have  sug- 
gested an  analogy  between  kraurosis  vulvse  and  the  white 
patches  sometimes  seen  on  the  tongue  in  tertiary  syphilis.  I 
think  the  pathological  resemblance  incomplete,  for  there  is 
no  evidence  that  kraurosis  vulvse  is  syphilitic.  If  a patho- 
logical alliance  be  wanted  for  it,  we  might  call  kraurosis  a 
local  scleroderma,  limited  to  the  vulva.  As  we  know  nothing 
of  the  causes  of  scleroderma,  this  nomenclature  would  convey 
no  instruction.  Kraurosis  vulvas  is  not  allied  to  the  local  form 
of  scleroderma  (morphcea,  or  Addison’s  keloid),  for  it  is  sym- 
metrical. I think  it  allied  to  Dupuytren’s  contraction  of  the 
palmar  fascia.  Mr.  Charters  Symonds  has  met  with  shrinking 
of  the  prepuce  in  an  elderly  man  so  marked  as  to  need 
circumcision.* 

Treatment. — By  sedative  and  astringent  applications  the 
patient  can  be  put  in  comfort  so  long  as  sexual  intercourse 
is  not  attempted.  If  there  be  vaginitis,  order  a douche.  If 
the  part  be  sore,  a saturated  solution  of  boric  acid  01 

* “ Hunterian  Society’s  Transactions,”  1895-86,  p.  121. 
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borax  will  be  best.  This  will  often  change  a purulent  dis- 
charge into  a mucoid  one.  When  this  has  been  done,  pre- 
scribe a weak  astringent  instead  of  the  borax ; either  zinc 
chloride,  5 grs.  to  the  pint,  or  liq.  plumbi  acet.  half  an  ounce 
to  the  pint.  The  best  way  of  treating  the  vulva  is  by  apply- 
ing remedies  in  powder.  Tell  the  patient,  after  using  the 
douche,  to  hold  the  labia  apart,  and  with  an  insufflator  putt 
on  the  powder  so  as  to  dust  the  whole  surface.  The  powders 
which  I have  found  most  useful  are  iodoform,  boric  acid, 
and  dermatol  (a  gallate  of  bismuth  sold  under  this  name). 
In  young  subjects  I have  found  iodoform  useful,  but  in 
others  it  produces  smarting.  The  douche  should  be  used 
twice  a day,  and  the  powder  as  often  as  the  disagreeable 
sensations  which  it  relieves  arise. 

As  the  disease  is  usually  in  the  elderly,  the  patients  are 
often  satisfied  if  they  can  be  put  in  comfort,  although  inter- 
course be  not  endurable.  When  contraction  and  hardening 
of  the  vulva  is  the  morbid  change,  and  it  is  important  that 
married  life  should  be  possible,  an  operation  should  be  done, 
like  that  described  at  p.  618,  for  enlarging  the  vaginal 
orifice.  I have  so  far  found  this  successful.  Martin*  of 
Berlin,  recommends  excision  of  the  tender  red  spots  when 
such  are  present.  According  to  him  this  is  curative,  and 
relapse  does  not  take  place.  I have  treated  one  case  by 
excision,  in  the  manner  recommended  by  Martin,  with  com- 
plete success  so  long  as  my  observation  of  the  patient  has 
been  continued.  I have  seen  this  condition  treated  by  the 
application  of  strong  caustics,  and  the  effect  was  to  make 
the  patient  worse. 

ANOMALIES  OF  SEXUAL  FEELING. 

The  female  part  of  the  reproductive  process  is  more 
complex  than  that  of  the  male,  and  the  function  forms  a 
larger  part  of  the  life  of  a woman  than  of  that  of  a man. 
Hence  anomalies  of  sexual  feeling  are  probably  commoner  in 
women  than  in  men.  The  reserve  which  properly  attends 
this  subject  prevents  scientific  investigation  of  it.  I can  only 
make  certain  statements  based  on  a few  cases  in  which  thi 

r'  Volltmann’s  “ Sammlung,”  No.  102,  iv.  scries. 
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matter  has  been  mentioned  either  to  me  or  to  medical  men 
with  whom  I have  been  associated. 

Absence  of  sexual  feeling. — It  is  certain  that  complete 
absence  of  sexual  desire  and  enjoyment  may  exist  in  a woman 
who  is  in  perfect  health,  in  whose  sexual  organs  no  fault  can 
be  found,  and  in  whom  intercourse  is  painless  and  without 
difficulty.  Such  lack  of  sexual  feeling  does  not  prevent 
fertility.  It  is  quite  compatible  with  keen  enjoyment  of  the 
society  of,  and  great  power  of  attracting,  and  dominating,  the 
opposite  sex.  An  instance  of  this  is  the  case  of  Madame  de 
Pompadour,  who  was  for  twenty  years  the  mistress  of  Louis 
XV.,  although  she  was  quite  devoid  of  sexual  feeling.*  The 
importance  of  lack  of  sexual  feeling  depends  upon  the  views 
of  those  concerned  as  to  the  relative  importance  of  the 
different  purposes  for  which  marriage  exists.  It  is  probably 
present  in  many  happy  mothers  of  families  who  never  mention 
it  to  anyone.  On  the  other  hand,  I have  known  it  produce 
conjugal  unhappiness  ending  in  separation.  In  such  cases  as 
this  the  disease  (if  it  can  be  called  such)  is  not  in  the  sexual 
organs  but  in  the  nervous  centre,  and  no  treatment  is  likely 
to  alter  it.  Sexual  feeling  may  continue  to  be  absent  through- 
out life,  or  it  may  suddenly  develop  late  in  the  child-bearing 
years.  In  most  healthily  brought-up  women  it  is  dormant 
until  marriage,  and  gradually  develops  after  marriage. 

Removable  causes. — Some  conditions  which  prevent 
sexual  feeling  can  be  removed.  Any  local  disease  which 
makes  intercourse  painful  will  probably  also  prevent  desire 
and  enjoyment,  which  may  be  restored  when  the  disease  is 
cured.  The  most  marked  example  of  this  is  spasmodic 
dysmenorrhoea,  of  which  I have  spoken  at  p.  539.  I have 
known  change  in  this  respect  brought  about  by  vaginal 
fixation  of  a retroflexed  uterus.  Lack  of  sexual  feeling  in  the 
female  may  be  the  result  of  physical  defect  in  the  husband 
such  as  prevents  proper  intercourse.  Lastly,  the  human 
species  differs  from  the  lower  animals  in  that  in  the  latter  the 
sexual  function  is  purely  physical,  one  healthy  male  being  as 
good  as  another ; while  in  the  human  female  it  is  bound  up 
with  the  higher  emotions,  so  that  what  may  be  mentioned  as 
a physical  defect  may  be  really  due  to  an  emotional  cause. 

* See  ‘Memoires  de  Madame  d’Hausaet.” 
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Sexual  feeling  in  excess. — In  some  women  the  sexual 
nervous  centre  is  unusually  irritable.  This  is  manifested  by 
(a)  erotic  dreams,  and  (b)  by  the  production  of  sexual  orgasm 
by  causes  which  ought  not  to  have  this  effect.  Such  irri- 
tability may  be  a trouble  to  the  patient,  and  therefore  deserves 
the  term  “ excess.”  (a)  When  women  whose  sexual  feeling 
is  strong  suddenly  discontinue  marital  intercourse,  as  from 
widowhood  or  separation,  the  tension  of  the  sexual  centre 
finds  natural  relief  in  erotic  dreams  accompanied  by  orgasm. 
Such  dreams  may  also  occur  in  young  women  who  have  not 
been  married,  are  chaste  in  mind  and  body,  and  even  ignorant 
of  what  sexual  relations  are.  Madame  Roland  * has  left  a 
full  description  of  her  experience  of  them  when  she  was 
fifteen,  a virgin,  and  ignorant.  Modesty  generally  prevents 
women  from  mentioning  these  feelings.  There  is  no  need  to 
inquire  about  them,  because  no  treatment  that  it  is  proper 
to  use  will  affect  them.  Doubtless  they  can  be  abolished  for 
a time  by  stupefying  the  patient  with  bromides  or  opium ; 
but  such  treatment  to  get  rid  of  what  is  natural  would  be 
absurd.  If  consulted  about  such  things,  remove  any  fears 
the  patient  may  have  by  telling  her  that  such  feelings  are 
natural,  and  will  do  her  no  harm,  (b)  There  are  women 
in  whom  the  friction  caused  by  working  a pedal  sewing 
machine  or  riding  a bicycle  will  provoke  the  sexual  orgasm. 
In  such  women  probably  other  slight  causes  would  do 
the  same,  and  orgasm  so  easily  provoked  probably  occurs 
frequently.  Dr.  Langdon  Down  has  called  attention  to  this, 
and  the  ill- effects  following  it.f  In  my  experience  it  is 
common  for  women  to  say  that  working  the  pedal  sewing 
machine  does  not  suit  their  health,  although  few  explain  this 
to  be  the  reason,  and  it  may  not  be  the  reason  in  every  case. 
Increased  reflex  irritability  and  increased  emotional  excit- 
ability are  effects  of  anaemia  and  of  nervous  exhaustion  from 
any  cause.  When  complaint  is  made  of  trouble  of  the  kind 
under  consideration,  the  treatment  consists  in  (1)  avoidance 
of  the  cause  which  provokes  sexual  feeling ; (2)  the  treatment 
of  anaemia  and  nervous  exhaustion  when  present  by  haema- 
tinics  (iron,  arsenic),  the  procuring  of  sleep  (alcohol,  bromides), 

w “ Memoires." 

+ Brit.  Med.  Journal,  Jan.  12,  1S67. 
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frequent  and  liberal  meals,  outdoor  life ; (3)  occupation,  and 
change  of  air  and  scene  if  practicable. 

Sexual  symptoms  of  nervous  disease. — Increased  sexual 
irritability  may  be  the  result  of  disease  of  the  nervous  centres. 
Pierre  Marie*  says  that  the  occurrence  of  “ clitoridean  crises,” 
i.e.  sexual  orgasm,  often  several  times  a day,  is  sometimes  an 
early  symptom  of  tabes  dorsalis,  and  that  it  may  occur  in 
the  pre-ataxic  stage.  I have  known  unsolicited  garrulity 
about  sexual  sensations  to  be  the  first  symptom  of  insanity. 
Remember  this  when  consulted  about  such  things. 

SEXUAL  ABUSES. 

Masturbation  in  the  female. — In  some  works  on  diseases 
of.  women,  masturbation  is  said  to  be  a frequent  cause  of 
disease  in  females.  I have  inquired  of  the  head  of  a large 
institution  for  the  training  of  girls  as  to  the  prevalence 
and  effects  of  this  habit.  I believe  that  the  following  state- 
ments are  in  accordance  with  fact.  Masturbation  is  not 
common  in  female  children  of  average  health  and  intelligence. 
Not  more  than  one  or  two  per  cent,  at  the  outside  are  ad- 
dicted to  it.  It  is  not,  as  might  be  thought,  limited  to  the 
years  just  preceding  puberty,  but  occurs  quite  as  often  in 
children  of  three  and  four.  The  first  noticeable  effects  of 
the  practice  are  bad  temper  and  stubbornness.  Then  the 
child  becomes  shy,  seeks  solitude,  often  spends  a long  time 
in  the  water-closet,  has  a downcast  and  drawn  look  about  the 
eyes,  is  listless  and  “ below  par,”  and  sleeps  very  b'ghtly. 
There  are  no  pronounced  local  effects,  except  occasionally 
excoriation  of  the  vulva.  It  has  no  connection  with  nocturnal 
enuresis,  beyond  that  they  are  both  apt  to  occur  in  children 
with  weak  and  therefore  badly  controlled  nervous  centres. 
If  the  symptoms  just  described  lead  to  the  suspicion  that 
the  child  masturbates,  and  she  is  asked  about  it  by  someone 
in  whom  she  has  confidence,  she  will  admit  it.  The  habit 
is  to  be  cured  not  by  medicines,  or  surgical  operations,  or 
scolding,  or  punishment;  but  by  seeing  that  the  parts  are 
kept  clean  and  dry,  and  by  securing  the  child’s  confidence, 
and  setting  before  her  a high  ideal  of  conduct. 

* “ Diseases  of  Spinal  Cord,”  N.N.S.  Trans.,  p.  21 % 
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It  will  be  seen  that  masturbation  in  children  iS  far  more 
important  as  an  agent  in  lowering  the  general  health,  pro- 
ducing neurasthenia,  and  deteriorating  character,  than  as  a 
cause  of  local  disease.  Whatever  effects  are  produced  by 
occasional  masturbation  in  the  adolescent  and  the  adult 
must,  a fortiori , be  more  marked  when  the  habit  is  begun 
at  an  earlier  age. 

Prevention  of  pregnancy. — This  is  now  common.  People 

often  say  they  do  it  because  they  cannot  afford  to  have  children. 
Those  who  give  this  excuse  are  always  the  well-to-do,  and 
they  mean  that  they  cannot  have  children  without  lowering 
their  standard  of  luxury.  The  practice  is  so  frequent  that  I 
think  it  necessary  to  say  what  I think  about  its  effects  on 
health,  and  the  duty  of  medical  men  when  consulted  on  the 
subject. 

Its  effects  on  health. — These  depend  upon  the  method 
used.  The  methods  may  be  divided  into  three  groups. 

First. — Methods  which  aim  at  preventing  the  semen  from 
being  deposited  in  the  vagina.  If  this  object  is  attained 
pregnancy  cannot  occur.  If  the  woman  be  one  in  whom 
sexual  feeling  is  absent  or  slight,  the  effect  of  such  measures 
upon  her  will  be  nil  or  trifling.  But  if  she  be  sensitive,  with 
strong  sexual  feeling,  the  recurrence  of  sexual  excitement 
without  natural  gratification  will  injure  her  health,  will  pro- 
duce chronic  ovarian  pain,  nervous  exhaustion,  hysteria  and 
functional  nervous  troubles  of  various  kinds.  To  borrow  a 
phrase  from  a popular  novelist,  “ The  woman  pays.” 

Second. — Methods  which  aim  at  preventing  the  semen, 
deposited  in  the  vagina,  from  getting  into  the  uterus.  If  this 
can  be  done,  pregnancy  is  prevented.  As  the  sexual  act  is 
completed,  this  method  is  not  injurious  to  health,  although  the 
necessary  preparations  are  nasty.  But  there  is  no  way,  when 
semen  is  deposited  in  the  vagina,  of  surely  preventing 
spermatozoa  from  getting  into  the  uterus.  These  methods 
succeed  sometimes,  and  sometimes  fail.  They  ma}^  delay  the 
recurrence  of  pregnancy ; but  the  woman,  if  fecund,  is  pretty 
sure  eventually  to  become  pregnant  in  spite  of  them.  Women 
in  whom  such  methods  seem  to  have  succeeded  would  probably 
have  been  sterile  without  them. 

Thirrl — Methods  which  aim  at  killing  the  semen  which  has 
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been  deposited  in  the  vagina.  If  this  is  done,  pregnancy  is 
prevented.  But  if  a single  spermatozoon  escape  the  toxic 
agent,  pregnancy  may  occur.  Hence  this  method  often  fails. 
It  is  not  injurious  like  methods  of  the  first  class,  and  it  is  less 
nasty  than  those  of  the  second.  Being  sometimes  successful, 
it  often  delays  the  recurrence  of  pregnancy. 

The  duty  of  medical  men. — It  will  be  seen  that  you 
cannot  tell  patients  that  in  whatever  Avay  pregnancy  be  pre- 
vented, and  in  every  case  in  which  it  is  done,  their  physical 
health  will  suffer,  for  often  it  does  not.  Nor  is  it  any  use 
quoting  to  them  a moral  law  which  they  do  not  recog- 
nise. But  I think  you  should  advise  patients  against  any 
such  practices.  You  may  point  out  that  Avomen  avIio  do  not 
have  children  are  more  liable  to  ovarian  tumours  than  those 
avIioHo.*  The  joy  of  maternity  is  the  croAvn  of  a Avoman’s 
life.  Childless  marriages  afford  a larger  proportion  of  un- 
happy marriages  than  fertile  ones.  A young  couple  who 
successfully  prevent  pregnancy  are  laying  up  for  themselves  a 
miserable  'old  age.  When  it  is  too  late  they  come  to  feel  the 
force  of  the  French  cynic’s  observation,  that  “ Life  Avould  be 
tolerable  but  for  its  amusements.”  A couple  Avho  have  one 
child  and  then  prevent  the  arrival  of  any  more,  inflict  on  that 
child  a grievous  wrong.  The  companionship  during  childhood 
of  brothers  and  sisters  is  Avorth  far  more  than  money  left 
Avhen  the  legatee  is  not  in  need  of  it.  It  is  by  considerations 
such  as  these,  rather  than  by  predictions  as  to  health  Avhich 
Avill  not  ahvays  be  verified,  that  Ave  shall  best  guide  short- 
sighted people  for  their  good  in  this  important  matter. 


* See  Sir  Joliu  Williams’s  Cavendish  Lecture,  Lancet,  1897. 
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CHAPTER  XLVIII. 

STERILITY. 

Matthews  Duncan  was  the  first  to  apply  scientific 
method  to  the  study  of  sterility.  Before  the  publication 
of  his  Goulstonian  lectures  on  sterility  in  women  the  text 
books  contained  little  besides  hypothetical  statements,  many  of 
them  incorrect,  which  were  copied  from  one  book  to  another. 
The  books  specially  on  sterility  were  little  better  than 
advertisements. 

Absolute  and  relative  sterility.  Sterility  may  be  either 
absolute  or  relative.  Absolute  sterility  is  that  in  which  there 
is  no  child,  no  miscarriage,  no  abortion,  however  early, 
Relative  sterility  is  that  in  which  a woman  produces  children 
in  number  not  according  to  her  condition,  age,  and  length  oJ. 
married  life.  Advice  is  comparatively  seldom  sought  aboul 
relative  sterility;  and  it  is  even  less  amenable  to  treatment 
than  absolute  sterility.  About  10  per  cent,  of  married  womer 
are  absolutely  sterile. 

The  causes  of  sterility  may  be  classified  as  follows  • — 

(1)  Cases  in  which  the  woman  is  not  in  fault:  male 
sterility ; incompatibility. 

(2)  The  great  and  irremediable  cause  : age. 

(3)  Defective  development  of  the  ovaries : hitherto  in- 
curable. 

The  first  two  of  these  offer  no  excuse  for  treating  the 
woman  ; the  last  has  given  occasion  for  much  bad  treatment. 

The  following  causes  are  those  that  legitimately  call  for 
treatment : — 

(4)  The  causes  of  sterility  curable  by  the  surgeon:  clys- 
menorrhcea  and  dyspareunia. 

(5)  The  causes  curable  by  the  patient : unhealthy  modes  of 

life. 

(6)  Diseases  calling  for  treatment  on  their  own  account, 
and  by  which  sterility  may  possibly  be  caused. 

Incompatibility. — In  some  cases  of  sterility  there  is  no 
fault  either  on  the  male  or  female  side.  Husband  and  wife 
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may  eacli  be  capable  of  procreation,  but  there  is  an  incompati- 
bility between  them  which  prevents  them  from  procreating 
with  one  another.  Breeders  of  animals  find  this.  Sometimes 
a mare  is  put  to  a stallion  known  as  “ a sure  getter,”  but  does 
not  get  in  foal,  even  after  the  trial  is  repeated.  She  is  covered 
by  another  stallion,  and  gets  in  foal  at  once.  Similarly,  cases 
occur  in  which  a man  has  begotten  children  by  one  wife, 
marries  again,  and  his  second  wife  is  sterile.  Then  he  dies, 
his  widow  remarries,  and  is  fertile  by  her  second  hus- 
band. This  incompatibility  is  a cause  of  sterility  which  we 
can  neither  explain  nor  cure.  I know  of  no  estimate  of  its 
frequency. 

Male  sterility. — The  cause  of  sterility  in  marriage  is 
oftener  in  the  female  than  in  the  male.  The  difficulties  of  in- 
vestigation prevent  precise  statements  ; but  Gross ,*  the  writer 
who  has  investigated  the  subject  most  carefully,  estimates 
that  the  male  is  in  fault  in  about  one  case  in  six.  The  chief 
causes  of  male  sterility  are:  (a)  absence  of  living  spermatozoa 
in  the  semen  (which  condition  may  be  present  in  a male 
quite  potent  as  to  intercourse) ; ( b ) absence  of  semen ; and 
(c)  impotence.  The  causes  and  treatment  of  these  condi- 
tions are  not  within  the  scope  of  this  work. 

Age. — The  greatest  cause  of  sterility  in  woman  is  age.  The 
following  table  from  Duncan’s  work  shows  its  influence. 


Age  at  Marriage 

15-19 

20-24 

25-29 

30-34 

35-30 

40-44 

45-49 

Percentage  of  wives  bearing- 
children  within  two  years 
of  marriage 

43-7 

90  5 

75-8 

62-9 

40-9 

15-4 

4-3 

The  following  table  shows  the  effeit  of  too  early  marriage. 


Age  at  Marriage  ...  

16 

17 

18 

19 

Percentage  of  wives  hearing  children 

within  two  years  of  marriage 

12-9 

30 

46-4 

57-8 

Impotence,  Sterility,  etc.,”  p.  87. 
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These  tables  show  that  fecundity  is  greatest  in  women 
married  between  the  ages  of  twenty  and  twenty-four.  Of 
women  married  before  this  age,  the  earlier  they  are  married 
the  greater  the  prospect  of  sterility.  Of  those  married  after 
this  age,  the  later  they  marry  the  more  likely  are  they  to  be 
sterile.  As  Duncan  says,  no  cause  of  sterility  approaches  age 
in  extent  and  power. 

Developmental  faults. — Certain  congenital  defects  and 
malformations  have  been  alleged  to  be  commonly  the  cause  of 
sterility,  and  much  treatment  has  been  devised  to  remedy 
them.  These  congenital  causes,  of  course,  act  alike  at  all  ages — 
the  woman  will  be  sterile  whether  she  is  married  at  forty,  at 
thirty,  or  at  twenty.  Hence  their  maximum  effect  cannot  be 
more  than  the  sterility  of  women  married  between  twenty  and 
twenty-four.  Kleinwacliter,  from  an  analysis  of  648  cases  of 
sterility,  found  developmental  faults  present  in  about  one-fifth. 

These  faults  in  development  affect : — 

The  ovary.  — Absence  of  ovaries  is  so  rare  that  its 
occurrence  has  been  doubted.  Smallness  of  the  ovaries  with 
amenorrlioea  is  less  rare.  We  know  not  how  small  an  ovary 
may  be  and  yet  produce  ova  capable  of  development  if 
fertilised.  Hence  we  cannot  diagnose  this  condition  before 
marriage.  If  the  ovaries  are  absent,  or  so  imperfectly  developed 
that  ova  are  not  discharged,  reproduction  is  impossible. 

Smallness  of  the  uterus. — Imperfect  development  of  the 
uterus  is  said  to  cause  sterility.  It  is  generally  the  result  of 
imperfect  development  of  the  ovaries,  and  for  that  reason  is 
associated  with  sterility.  The  condition  essential  for  fertility 
is  the  production  of  ova.  When  these  are  produced  and 
spermatozoa  can  get  at  them,  pregnancy  may  follow  in  the 
Fallopian  tube,  or  in  a cornu  of  the  uterus  so  badly  developed 
that  its  cervical  canal  cannot  be  perceived.  If  the  uterus  has 
no  cavity,  pregnancy  cannot  take  place,  but  anything  short  of 
this  will  allow  of  pregnancy. 

A uterus  is  essential  only  for  safe  delivery,  not  for  preg- 
nancy. Much  bad  treatment  has  been  proposed  to  make  the 
uterus  develop  in  order  to  favour  pregnancy.  I know  of  no 
evidence  that  anything  except  marriage  will  make  a uterus 
develop.  Putting  things  inside  it  will  sometimes  make  it 
bleed,  but  this  is  not  making  it  develop.  Electricity  has  been 
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used  in  various  ways  for  this  purpose,  but  I know  of  no 
evidence  that  it  has  any  effect  at  all.  If  the  fault  is  really  in 
the  ovary,  to  stimulate  the  uterus  is  like  flogging  a carriage  to 
make  the  horse  go. 

Stenosis. — Sterility  has  been  said  to  depend  upon  con- 
genital narrowing  of  the  uterine  canal,  obstructing  the  upward 
passage  of  semen.  Persons  agreed  as  to  the  commonness  of 
these  strictures,  did  not  agree  as  to  where  they  were  : whether 
at  the  internal  or  external  os.  The  alleged  stricture  at  the 
internal  os  would  admit  a metrotome,  an  instrument  as  big 
as  a No.  6 catheter!  The  truth  is,  that  no  such  thing  as  a 
congenital  stricture  of  the  internal  os  uteri  has  ever  been  seen. 
Congenital  smallness  of  the  os  externum,  so  that  instead  of 
being  a slit  about  a quarter  of  an  inch  long,  it  is  a little  round 
hole'  too  small  to  admit  a probe,  is  occasionally  seen,  but  is 
rare.  With  it  there  is  usually  no  dysmenorrhcea.  Cases  of 
labour  are  met  with,  in  which,  in  spite  of  strong  pains  recurring 
frequently  for  many  hours  or  even  for  days,  the  os  externum 
remains  too  small  for  the  membranes  to  bulge  through  it.* 
These  cases  are  always  first  labours;  and  I think  them  probably 
the  result  of  congenital  smallness  of  the  os  externum.  If  this 
supposition  be  correct,  smallness  of  the  os  externum  does 
not  entail  sterility.  For  the  sake  of  preventing  difficulty  in 
labour,  I think  it  proper,  if  anything  else  has  to  be  done  to 
the  patient,  to  enlarge  a small  os  externum  by  incision.  The 
foundation  of  the  stricture  theory  is  the  fact  that  dilatation 
of  the  cervix  sometimes  cures  sterility. 

The  foregoing  causes  of  sterility  are  practically  incurable. 
I come  now  to  the  conditions  by  which  a few  cases  of  sterility 
are  really  caused,  and  by  the  removal  of  which  some  cases  of 
sterility  are  really  cured. 

Spasmodic  dysmenorrhcea,— I have  stated  in  Chapter 
XL\7II.  that  spasmodic  dysmenorrhcea  is  often  associated  with 
sterility,  and  with  absence  of  sexual  desire  and  pleasure; 
and  that  in  some  of  these  cases  dilatation  of  the  cervix  cures 
the  dysmenorrhcea,  establishes  sexual  desire  and  pleasure,  and 
sometimes  cures  sterility.  I cannot  tell  how  often  this  happens, 
because  the  subject  is  not  one  upon  which  routine  inquiry  can 
be  made ; but  I have  been  told  of  it  often  enough  to  make 

* See  the  author’s  work  on  “ Difficult  Labour,”  p.  248. 


634 


DISEASES  OF  WOMEN. 


me  sure  that  it  is  more  than  coincidence.  It  may  be  thought 
that  it  is  perhaps  due  to  abstinence  from  attempts  at  inter- 
course while  the  patient  is  under  treatment,  together  with 
the  surgical  manipulations,  the  parts  being  thus  rendered 
more  tolerant  of  contact.  But  I think  not,  for  one  patient, 
whose  husband  was  abroad  when  the  cervix  was  dilated, 
clearly  told  me  that  an  alteration  in  feeling  had  taken  place 
before  she  rejoined  her  husband. 

We  know  not  how  dilatation  of  the  cervix  does  this.  My 
conjecture  is  that  during  the  sexual  orgasm  there  is  a 
peristaltic  movement  of  all  the  organs  formed  out  of  the 
duct  of  Muller  which  helps  the  coming  together  in  the  uterus 
of  ovum  and  spermatozoa.  Duncan  thought  it  almost  certain 
that  during  orgasm  there  is  dilatation  of  the  uterine  ends  of 
the  Fallopian  tubes  and  the  cervix.  In  dysmenorrhoea  the 
disturbance  of  uterine  polarity,  which  causes  painful  uterine 
contractions  to  accompany  menstruation,  probably  prevents 
this  peristaltic  movement  during  coition  from  taking  place ; 
and  dilatation,  by  temporarily  paralysing  or  inhibiting  the 
circular  fibres  of  the  os  internum  restores  uterine  polarity,  and 
thus  establishes  normal  painless  uterine  contractions  during 
menstruation  and  the  normal  function  of  the  genital  canal 
during  intercourse,  which  should  favour  impregnation. 

The  circular  fibres  of  the  cervix  uteri  can  be  paralysed  or 
inhibited  in  other  ways  than  by  dilatation.  The  cervix  may  be 
cut.  But  this  involves  a little  danger,  and  has  no  advantage 
over  dilatation.  The  only  cases  in  which  it  should  be  practised 
are  those  in  which  the  os  externum  is  small  and  circular. 
Then  the  vaginal  portion  should  be  divided  and  the  os 
internum  dilated ; the  former  proceeding  being  to  prevent 
delay  in  the  first  stage  of  labour  should  the  treatment  be 
successful  in  removing  sterility. 

An  intra-uterine  stem  may  be  worn.  The  presence  of  a 
stem  in  the  canal  makes  it  dilate.  Therefore  cure  sometimes 
follows  this  treatment,  as  it  does  dilatation  of  the  cervix.  But 
I know  not  that  these  stems  cure  sterility  when  dilatation  has 
failed.  They  are  dangerous.  The  patient  must  be  under 
constant  medical  supervision  while  wearing  one ; which  is 
possibly  a recommendation  to  the  sort  of  persons  who  write 
books  to  say  that  they  can  cure  sterility.  They  have  been 
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lauded  as  being  even  an  infallible  cure  for  sterility ; but  no 
one  who  has  used  them  has  ever  published  his  results  in  a 
scientific  form.  Matthews  Duncan,  at  the  time  he  wrote  his 
lectures  on  sterility,  had  for  years  had  a large  practice  among 
the  higher  classes — those  among  whom  are  found  patients 
willing  to  undergo  prolonged  and  expensive  treatment  for 
sterility,  and  whose  sterility  or  fertility  is  widely  known. 
It  must  have  often  happened  that  patients  to  whom  he  had 
given  sound  advice  went  afterwards  to  persons  who  put  in 
stems.  Had  these  stems  cured  the  sterility  Duncan  must, 
have  heard  of  it.  But  his  lectures  contain  no  mention  of 
their  curative  value,  nor  did  he  use  them.  The  only  cases  I 
have  known  in  which  pregnancy  followed  their  use  and 
appeared  to  result  from  it  have  been  patients  for  whom  I 
had'  advised  no  treatment,  on  the  ground  that  they  had 
not  been  married  long  enough  to  make  it  certain  that  they 
were  sterile. 

Dyspareunia. — It  is  not  necessary  for  pregnancy  that 
sexual  intercourse  should  be  complete.  Medical  literature 
abounds  with  cases  (often  described  as  pregnancy  with  “ im- 
perforate ” hymen)  in  which,  when  labour  has  come  on,  the 
vaginal  orifice  has  been  found  so  small  as  to  require  surgical 
enlargement.  In  such  cases  sexual  intercourse  cannot  have 
been  complete.  In  practice  you  will  sometimes  find  patients 
surprised  when  told  they  are  pregnant,  because  they  had  taken 
precautions  which  they  thought  made  it  impossible.  Such  cases 
show  that  deposition  of  semen  at  any  part  of  the  vagina,  or 
even  the  vulva,  may  lead  to  pregnancy.  The  spermatozoa  have 
a power  of  spontaneous  locomotion  which  enables  them  to 
get  to  the  uterus.  But  pregnancy  is  more  likely  to  take 
place  if  intercourse  is  complete ; that  is,  if  the  semen  is 
deposited  in  the  upper  part  of  the  vagina,  and  the  woman 
has  the  sexual  orgasm.  One  of  the  most  frequent  ways  in 
which  sterility  is  cured  is  the  removal  of  some  impediment 
to  complete  intercourse.  What  these  impediments  may  be 
I have  described  in  Chapter  XLVII. 

Profluvium  seminis. — It  is  common  for  sterile  women  to 
complain  that  after  intercourse  the  semen  runs  away,  and 
to  think  that  this  is  why  they  are  not  fertile.  But  this 
happens  in  many  fertile  women,  and  it  is  improbable 
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that  all  the  semen  ever  runs  away.  Patients  have  been 
advised  to  raise  the  hips  on  a.  cushion,  and  to  assume  the 
knee-elbow  position,  after  intercourse,  in  order  to  prevent 
this.  This  is  a harmless  treatment,  probably  also  useless. 

Artificial  insemination. — -Acting  on  the  mechanical  theory 
that  sterility  was  often  because  semen  could  not  get  into 
the  uterus,  Marion  Sims  proposed  to  cure  it  by  artificial  in- 
semination, that  is,  by  sucking  up  the  semen  with  a syringe 
and  injecting  it  into  the  uterus.  This  has  been  much  practised 
abroad.  In  England  it  is  not,  or  is  very  little,  used,  not 
only  because  it  is  distasteful,  but  because  it  is  so  generally 
a failure  that  it  is  probable  that,  in  the  few  cases  reported 
as  successful,  pregnancy  would  have  taken  place  had  the 
operation  not  been  done.  I therefore  think  it  superfluous 
to  give  any  details  about  it.  There  is  only  one  rare  class 
of  cases  in  which  this  may  be  proper,  viz.,  those  in  which 
there  is  either  a congenital  defect  (hypospadias),  or  a perineal 
fistula,  in  the  male,  so  that  semen  cannot  be  deposited  in 
the  vagina.  John  Hunter  is  said  by  Sir  Everard  Home  to 
have  artificially  inseminated  a woman  with  success  in  such 
a case. 

Influence  of  sexual  feeling.— Matthews  Duncan  was  oi 
opinion  that  there  was  some  relation  between  absence  of 
sexual  feeling  and  sterility,  and  his  opinion  is  weighty. 
There  is  no  doubt  that  pregnancy  often  occurs  in  women  who 
have  no  sexual  desire  or  pleasure — whether  less  often  than  in 
those  whose  sexual  feeling  is  normal,  I know  not.  There  are 
women  who  think  they  can  tell,  by  some  difference  in  their 
feeling,  the  occasion  on  which  they  conceived.  Beyond  this, 
and  what  I have  said  upon  the  subject  in  relation  to  spasmodic 
lysmenorrhoea,  I know  nothing  of  the  matter. 

The  majority  of  cases  in  which  sterility  is  cured  are  cured 
in  the  ways  above  described : by  removing  dysmenorrhcea,  or 
dyspareunia,  or  both.  But  they  only  form  a small  proportion 
in  comparison  with  the  cases  of  sterility  that  are  not  cured. 
If  you  have  cured  dysmenorrhcea  and  dyspareunia,  you  can- 
not say  that  the  patient  will  become  pregnant;  for  the  sterility 
may  depend  upon  age  or  incompatibility,  or  be  the  fault  of 
the  husband.  Therefore  never  promise  to  cure  sterility. 

There  are  certain  modes  of  life  unfavourable  to  fertility. 
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If  you  can  persuade  the  patient  to  alter  such  a mode  of 
life,  she  may  possibly  become  pregnant.  Therefore  I have 
said  that  these  are  curable  by  the  patient. 

Too  frequent  intercourse. — There  is  reason  for  regard- 
ing this  as  a cause  of  sterility.  Its  effect  is  shown  in  the 
well-known  sterility  of  prostitutes.  According  to  Gross*  it 
also  affects  the  male.  “ The  frequent  repetition  of  the  act 
of  coition  renders  the  semen  more  and  more  watery  and 
scanty,  so  that  it  consists  merely  of  the  secretions  of  the  acces- 
sory glands,”  but  after  abstinence  spermatozoa  are  found  in 
large  numbers.  Hence,  when  asked  to  treat  sterility,  tell  the 
patient  that  pregnancy  is  favoured  by  moderation  in  this 
respect.  Change  of  air,  by  effecting  a temporary  separation 
between  husband  and  wife,  may  be  beneficial  in  cases  in  which 
this-cause  of  sterility  is  suspected. 

Alcohol. — The  effect  of  alcohol  in  causing  ovarian  pain 
has  been  mentioned  in  Chapter  VIII.  This  shows  that 
alcohol  has  an  effect  on  the  generative  function.  Matthews 
Duncan  relates  a case  in  which  a woman  given  to  alcoholic 
intemperance,  and  for  several  years  sterile,  after  becoming  a 
teetotaler  became  pregnant.  If  in  a similar  case  you  can 
persuade  the  patient  to  give  up  alcohol,  you  may  cure  her 
sterility,  and  will  certainly  do  her  good. 

Obesity. — Very  fat  women  are  generally  sterile.  At  the 
age  at  which  childbearing  ceases,  women  often  become  fat. 
It  seems,  therefore,  as  if  the  body  cannot  both  produce  fat  and 
produce  offspring.  If  a very  fat  woman  desires  treatment  for 
sterility,  by  prescribing  a regimen  which  will  remove  her 
superfluous  fat  you  will  improve  her  health  and  possibly 
favour  fertility.  The  late  Mr.  Towers  Smith  told  me  that 
he  had  treated  obese  and  sterile  women  who  became  pregnant 
when  their  obesity  was  reduced.  The  treatment  consists  in 
a dietary  deprived  of  starch  and  sugar,  and  plenty  of  exercise. 
In  a patient  of  my  own,  aged  twenty-five,  who  had  been 
married  two  years  and  was  sterile,  was  five  feet  high  and 
weighed  thirteen  stone  and  a half,  reduction  of  her  weight  by 
two  stone  was  followed  by  pregnancy. 

When  a sterile  woman  has  some  local  disease,  and  is 
also  troubled  by  her  childlessness,  her  wish  in  the  latter  respect 

* “ Obst.  Trans.,”  vol.  xxxiiL 


638 


DISEASES  OF  WOMEN. 


need  not  prevent  the  relief  of  the  local  distress.  The  books 
written  by  persons  who  say  that  they  can  cure  sterility 
mention  many  local  conditions  as  causes  of  sterility  and 
enormously  exaggerate  the  frequency  with  which  sterility 
is  cured  by  removing  them.  Because  they  are  so  often  said 
to  be  responsible  for  sterility,  I must  consider  some  of  these 
local  diseases. 

Displacements.  — Anteflexion  is  said  to  cause  sterility. 
This  is  the  natural  shape  of  the  uterus  in  many  virgins.  The 
assertion  that  it  causes  sterility  is  irreconcilable  with  the  great 
fecundity  of  women  married  between  twenty  and  twenty-four. 
I have  investigated  the  relations  between  backward  displace- 
ments of  the  uterus  and  sterility,*  and  shown  that  late  in  the 
child-bearing  period  they  are  associated  with  a certain  amount 
of  relative  sterility;  that  women  having  these  displacements 
leave  off  having  children  sooner,  and  that  their  later  preg- 
nancies end  in  abortion  oftener  than  those  who  have  not 
such  displacements.  If  this  were  a mechanical  effect  of  the 
altered  shape  of  the  uterus,  it  should  be  observed  in  patients 
of  all  ages  who  have  these  displacements ; but  it  is  not,  it 
is  only  in  the  older  ones.  I think  it  is  because  the  state 
of  health  which  leads  to  relaxation  of  the  uterine  supports, 
and  makes  the  patient  sensitive  to  slight  changes  in  the 
pelvis,  leads  also  to  early  exhaustion  of  reproductive  energy. 
If  a retroflexion  of  the  uterus  is  causing  symptoms,  it  is 
proper  to  relieve  such  symptoms  by  treatment. 

The  following  table  shows  the  effect  of  backward  displace- 
ments in  producing  relative  sterility : — 


Age. 

Uteri  Displaced  Backwards. 
Average  Number  of 

Uteri  hot  Displaced  Backwards. 
Average  Number  of 

Children. 

A bortions. 

Pregnancies. 

Children. 

Abortions. 

Pregnancies. 

Under  25 

1-62 

•29 

1-91 

Id 

•6 

2-1 

25  to  29 

2-75 

•8 

3-55 

2-65 

•76 

3-41 

30  to  34 

3-7 

•87 

4-57 

4-3 

1-13 

5-43 

35  to  39 

5-4 

1-3 

6-7 

5-51 

1-22 

6'73 

Over  40 

5-5 

1-3 

6-8 

6-77 

1-49 

8'26 

* “ Obst.  Trans.,”  vol.  xxxiii. 
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The  only  cases  in  which  retroflexion  is  a cause  of  sterility 
are  those  in  which  the  body  of  the  uterus  is  so  tender  that 
there  is  great  dyspareunia.  In  one  such  case,  after  seven 
years  of  dyspareunia  and  sterility,  the  patient,  after  cure  of 
the  displacement  by  vaginal  fixation,  had  a sexual  orgasm  for 
the  first  time,  and  became  pregnant.  I think  the  cure  of 
sterility  in  such  cases  is  rather  by  removing  dyspareunia  than 
by  the  change  in  the  shape  of  the  uterus. 

Endometritis.— This  has  been  said  to  be  a cause  of 
sterility.  It,  is  a word  used  so  loosely  that  no  one  can  tell 
without  description  what  anyone  means  by  it.  It  is  applied 
to  the  following  conditions:  — (1)  Fungous  endometritis. 
This  is  an  adenomatous  growth  within  the  uterus,  which 
requires  treatment  because  it  causes  haemorrhage.  It  is 
generally  treated  by  the  curette,  and  after  such  treatment 
pregnancy  may  occur.  As  it  is  often  seen  in  women  who 
have  long  been  sterile,  its  influence  is  probably  adverse  to 
pregnancy.  (2)  Haemorrhagic  endometritis  occurring  in  the 
course  of  certain  acute  diseases.  There  is  no  evidence  that 
this  produces  sterility,  but  some  evidence  has  been  brought 
forward  to  show  that  it  is  apt  to  be  followed  by  important 
diseases  of  pregnancy  and  labour — abortion,  placenta  prasvia, 
and  accidental  haemorrhage.  (3)  Catarrhal  endometritis. 
This  may  be  common,  but  it  produces  no  symptom  beyond 
leucorrhoea,  until  it  has  spread  along  the  Fallopian  tubes 
to  the  peritoneum.  We  know  not  how  common  it  is, 
because  its  symptoms  are  so  trifling  that  patients  seldom 
consult  a doctor  about  it.  There  is  no  evidence  that  it  has 
any  effect  upon  fertility.  Papers  have  been  written  about 
the  cure  of  sterility  by  curettes,  cauterising,  etc.,  but  none 
containing  any  presentation  of  evidence  in  a scientific  form. 
In  most  cases  supposed  to  have  been  thus  cured,  either 
there  was  no  presumption  of  sterility,  or  the  dilatation  of 
the  cervix  was  the  actual  curative  agent. 

Laceration,  erosion,  and  inflammation  of  the  cervix 
have  been  alleged  to  cause  sterility.  If  this  were  true,  large 
families  would  be  rare.  It  is  negatived  by  the  fact  that 
these  conditions  are  often  seen  yi  pregnant  women.  If  the 
cervix  is  inflamed,  it  is  proper  to  treat  it;  but  there  is  no 
evidence  that  by  such  treatment  sterility  is  cured. 
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Chronic  metritis  is  often  associated  with  sterility,  but 
we  know  not  which  is  cause  and  which  effect.  In  such  cases 
pregnancy  is  much  to  be  hoped  for,  because  it  offers  the 
best  chance  of  cure.  Treatment  is  called  for  by  the  disease, 
but  it  is  seldom  that  pregnancy  follows. 

Unhealthy  vaginal  secretions. — Marion  Sims  said  * that 
in  some  cases  the  vaginal  secretions  were  unhealthy,  and 
killed  the  spermatozoa ; but  I know  not  that  anyone  else 
has  confirmed  Sims’s  statement.  But  it  is  proper  to  cure,  if 
possible,  any  disease  of  the  vagina  or  the  parts  which  pour 
secretions  into  it. 

Hypertrophy,  elongation  and  unusual  shape  of  the 
vaginal  portion  have  been  said  to  cause  sterility.  If  the 
vaginal  portion  is  abnormally  long,  and  causes  discomfort, 
it  is  proper  to  cut  it  off.  We  know  not  whether  it  causes 
sterility,  but  from  the  fact  that  I have  seen  no  record  of 
a case  of  labour  with  elongation  of  the  infra- vaginal  portion 
of  the  cervix,  I suppose  that  it  does.  Peculiarities  in  the 
shape  of  a cervix  not  abnormally  long  have  been  observed 
in  the  sterile,  and,  under  the  name  of  “ conical  cervix,” 
assigned  as  a cause  for  sterility.!  But  I know  not  that  any- 
one has  taken  the  trouble  to  find  out  if  there  is  any  difference, 
as  to  the  frequency  of  a conical  shape  of  the  cervix,  between 
those  Avho  menstruate  with  pain  and  are  sterile,  and  those 
who  have  no  menstrual  pain  and  when  married  become 
fertile.  I doubt  the  relation  between  any  particular  shape  of 
the  vaginal  portion  and  sterility. 

Fibroids  are  said  to  be  causes  of  sterility,  because 
many  patients  who  have  them  are  sterile.  They  do  not 
always  cause  sterility,  for  they  sometimes  cause  trouble  in 
labour.  Submucous  fibroids  which  cause  great  bleeding 
make  the  patient  sterile,  for  the  bleeding  prevents  the 
development  of  the  chorion.  But  the  only  relation  between 
fibroids  which  do  not  cause  great  bleeding  and  sterility,  is 
that  fibroids  occur  late  in  menstrual  life,  when  sterility  has 
generally  been  produced  by  age.  Fibroids  are  among  the  few 
uterine  diseases  which  affect  sterile  women  and  virgins  late  in 
life,  and  therefore  they  seem  to  affect  a large  proportion  of 

* “ Clinical  Notes  on  Uterine  Surgery.” 
f See  Barnes,  “ Diseases  of  Women.” 
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such  women.  If  a fibroid  is  causing  bleeding,  treatment  is 
required  to  stop  this,  whether  the  patient  wants  to  have 
children  or  not. 

Peri-salpingo-oophoritis.— Those  who  oppose  the  routine 
removal  of  inflamed  Fallopian  tubes  and  ovaries  on  the  ground 
that  it  is  a mutilation  which  unsexes  the  patient,  are  told  that 
the  patient  is  unsexed  already  by  her  disease.  This  is  not 
the  fact.  Women  who  have  had  pelvic  peritonitis,  end  have 
inflammatory  lumps  still  in  the  pelvis,  may  bear  children.  In 
one  case  in  which  I removed  a pyo-salpinx  on  one  side,  and 
found  the  ovary  and  tube  on  the  other  side  so  embedded  in 
adhesions  that  I could  not  identify  them,  the  patient  had  a 
child  a year  after  the  operation.  I have  seen  cases  in  which 
the  operation  has  been  urged  by  others  upon  the  patient,  as 
being  the  only  thing  that  would  cure  her,  and  she  has  after- 
wards had  children.  Pelvic  peritonitis  makes  pregnancy  less 
likely,  and  inflammation  in  the  pelvis  sometimes  makes  the 
sexual  function  a cause  of  suffering ; but  these  are  temporary, 
not  invariable  and  permanent  effects. 

Dysmenorrhcea,  other  than  spasmodic. — The  importance 
of  spasmodic  dysmenorrhcea  as  a cause  of  sterility  will  sug- 
gest the  question,  Do  other  kinds  of  dysmenorrhcea  have  the 
same  effect  ? Membranous  dysmenorrhcea  certainly  has  not. 

I have  known  patients  with  membranous  dysmenorrhcea 
become  pregnant,  and  go  on  passing  membranes  each  month 
after  childbearing.  It  may  be  that  this  disease,  though  not 
always  a cause  of  sterility,  yet  makes  the  patient  less  apt  to 
conceive.  I know  of  no  evidence  upon  this  point.  There  are 
cases  of  dysmenorrhcea  in  which  it  is  difficult  to  say  whether 
the  dysmenorrhcea  is  spasmodic  or  not.  In  such  a case  it 
may  be  proper,  if  the  patient  wishes  nothing  left  undone,  to 
dilate  the  cervix.  It  may  cure  her,  and  will  do  no  harm. 
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THE  SEXUAL  ORGANS. 

CHAPTER  XLIX. 

TOO  FREQUENT  MICTURITION. 

This  symptom  is  often  denoted  by  the  term  “irritable 
bladder.”  The  words  should  rather  be,  as  Matthews  Duncan 
pointed  out,  “ irritated  bladder,”  because  every  bladder  is 
irritable,  that  is,  capable  of  being  irritated. 

Too  frequent  micturition  must  be  distinguished  from 
incontinence  of  urine.  In  both  conditions  the  patient  may 
say  that  she  cannot  hold  her  water.  But  in  incontinence  the 
urine  is  continually  flowing  away  as  fast  as  it  is  poured  into 
the  bladder ; while  in  irritated  bladder  the  urine  is  retained 
for  a little  while,  but  the  call  to  void  it  comes  too  often. 

Most  conditions  which  make  micturition  painful  also  cause 
it  to  be  too  frequent.  This  is  the  case  with  all  inflammatory 
diseases  of  the  pelvic  organs.  But  not  all  causes  of  frequent 
micturition  produce  pain  in  micturition.  In  this  chapter  I 
speak  only  of  those  which  cause  micturition  to  be  too  fre- 
quent 'but  do  not  make  it  painful. 

Some  of  the  conditions  which  produce  too  frequent  mic- 
turition are  associated  with  physical  signs  of  disease  of  the 
pelvic  organs  ; others  are  not.  Some  of  these  conditions  are 
associated  with  changes  in  the  urine  ; others  not.  In  some  of 
them  the  irritation  of  bladder  is  only  occasional,  the  patient 
sometimes  having  to  pass  water  with  annoying  frequency, 
sometimes  being  able  to  go  as  long  as  she  wants  to ; in  others 
the  irritation  is  continuous.  In  some  of  these  latter  the 
trouble  is  of  recent  origin,  in  others  it  dates  as  far  back  as 
the  patient  can  remember. 
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Causes  of  too  frequent  micturition. — Cases  in  which 
frequent  micturition  is  the  main  symptom  may  be  divided, 
for  convenience  of  clinical  study,  into  four  classes  : 

(1)  Those  in  which  there  is  no  local  disease  appreciable  by 
the  ordinary  methods  of  local  examination. 

(2)  Those  in  which  vaginal  examination  reveals  morbid 
changes  in  the  uterus  or  its  appendages. 

(3)  Those  in  which  no  disease  can  be  detected  without 
examination  of  the  urethra. 

(4)  Those  in  which  the  cause  cannot  be  made  out  without 
examination  of  the  urine  : that  is,  those  dependent  on  disease 
of  the  bladder  or  kidneys. 

1.  Consider,  first,  the  cases  in  which  you  find  no  local 
disease  either  of  the  uterus  or  of  the  urethra,  and  there  is  no 
morbid  state  of  the  urine. 

A.  Pregnancy. — Micturition  is  generally  more  frequent  in 
pregnancy  than  at  other  times. 

B.  Nervous  disease. — In  certain  nervous  diseases,  such  as 
locomotor  ataxy,  the  bladder  is  more  irritable  than  in  health. 
In  this  disease,  although  the  urine  is  healthy  and  the  bladder 
not  painful  or  tender,  yet  the  call  to  micturition  is  produced 
by  less  tension  of  the  bladder  than  in  health.  Duchastelet* 
has  shown  by  experiment  that  while  in  health  the  call  to 
micturate  occurred  with  a pressure  of  urine  in  the  bladder 
represented  by  + 30,  in  ataxy  a distension  represented  by  + 20 
put  the  patient  in  pain.  The  condition  is  a hypersesthesia  of 
the  bladder. 

C.  Smallness  of  bladder. — There  are  some  women  who  are 
all  their  lives  troubled  by  being  unable  to  retain  their  urine 
so  long  as  they  would  like  to.  The  irritability  is  not  enough 
to  be  a serious  source  of  annoyance  to  them,  except  so  far  as 
this,  that  they  cannot  go  into  society,  on  excursions,  to  enter- 
tainments, etc.,  unless  the  arrangements  are  such  that  they 
can  frequently  retire.  They  may  date  this  back  as  long  as 
they  can  remember,  and  be  unable  to  assign  any  cause  for  it. 
In  such  cases,  the  condition  may  be,  as  Matthews  Duncan 
suggested,  that  the  bladder  is  congenitally  small,  and  will 
not  hold  so  much  urine  as  that  of  most  women.  I know  of 
no  measurements  that  have  been  made  to  show  that  this  is 

* “ Annales  Mcd.-Chir.,”  P..iis,  1SSS,  p.  112. 
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actually  the  case.  In  these  cases  there  are  no  physical  signs 
of  disease,  there  is  no  pain  in  micturition,  and  no  alteration 
in  the  urine.  The  irritability  of  bladder  is  apt  to  be  made 
worse  by  various  temporary  causes,  such  as  a cold,  or  a cough, 
or  the  drinking  of  a great  deal  of  fluid. 

D.  Over-distension  of  bladder. — In  other  cases  in  which 
a similar  complaint  is  made,  the  frequency  of  micturition  dates 
from  some  occasion  in  which  the  bladder  was  over-distended. 
Matthews  Duncan  relates  a case  in  which  punishment  for 
wetting  the  bed  led  a child  to  retain  her  urine  for  so  long  that 
the  bladder  became  over-distended,  and  the  result  was  per- 
manent enlargement  of  the  bladder,  with  excessive  irritability 
of  the  sphincter,  and  consequent  frequent  micturition.  I 
have  seen  cases  in  which  similar  trouble  dated  from  an 
occasion  on  which  the  patient  had  to  go  a very  long  time 
without  emptjdng  the  bladder. 

E.  Excessive  quantity  of  urine. — Micturition  may  be 
frequent,  not  owing  to  any  local  change,  but  from  an  exces- 
sive quantity  of  urine,  so  that  the  bladder  gets  tilled  too 
quickly.  Thus,  in  diabetes  mellitus,  diabetes  insipidus,  and 
in  hysteria,  there  is  frequent  micturition,  from  quick  and 
frequent  filling  of  the  bladder. 

F.  Nocturnal  enuresis. — There  is  one  kind  of  vesical 
irritability  different  from  the  rest,  viz.,  nocturnal  enuresis. 
This  means  that  the  patient  at  night,  while  asleep,  involun- 
tarily and  without  knowing  it,  passes  water  once  or  oftener 
during  the  night. 

This  disease  appears  to  be  due  to  irritability  of  the  spinal 
centre  Avhich  presides  over  micturition.  It  is  a nervous 
disease  ; not  one  depending  on  any  condition  of  the  urinary 
apparatus.  It  often  runs  in  families — several  members  of  the 
same  family  being  affected  with  it.  It  is  sometimes  inherited, 
and  a tendency  to  other  nervous  diseases,  such  as  migraine, 
epilepsy,  insanity,  hysteria,  etc.,  will  often  be  found  to  run  in 
the  family.  It  occurs  chiefly  in  children,  and  usually  gets 
well  or  is  cured  before  puberty;  but  sometimes  it  lasts  until 
after  puberty.  The  ejaculation  of  the  urine  does  not  depend 
on  the  quantity  of  urine  in  the  bladder,  but  on  the  state  of 
the  nervous  centre.  It  resembles  nocturnal  seminal  emission 
in  the  male  in  being  a spasmodic  affection,  due  to  weakness 
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of  the  spinal  nervous  centre.  Nocturnal  enuresis  is  said  to 
be  produced  by  reflex  irritation,  such  as  vulvitis  (or  in  the 
male,  phimosis),  by  worms,  fissure  of  rectum,  or  piles  (although 
these  latter  are  not  common  in  young  females),  ulcers,  calculi, 
or  growths  in  the  bladder,  or  by  acid  urine. 

Treatment. — In  the  treatment  of  this  disease,  such  causes 
of  reflex  irritation  must  be  sought  for  and  removed.  Over- 
exertion, by  weakening  the  spinal  centre  may  make  it  irritable; 
therefore  this  should  be  forbidden.  Try  to  break  the  morbid 
habit,  by  directing  a nurse  to  wake  up  the  patient,  and  make 
her  rise  and  empty  the  bladder  at  regular  intervals  during 
the  night.  The  younger  the  patient,  the  more  successful  this 
treatment  will  be.  If  it  is  not  quickly  successful,  aid  it  by 
the  following  measures.  Let  the  patient  sleep  on  a mattress, 
as  lightly  covered  as  the  weather  will  permit.  Forbid  a 
large  drink  before  going  to  bed.  Give  belladonna — as  much 
as  two  grains  of  the  extract  may  be  given  for  a dose. 
Order  a cold  douche  to  the  lower  part  of  the  spine  before 
going  to  bed  and  in  the  morning.  If  belladonna  fails,  pre- 
scribe chloral  at  night  as  a suppository,  administering  about 
twice  the  dose  in  this  form  that  you  would  give  by  the 
mouth  (regulating  the  dose  by  the  patient’s  age).  Sir  H. 
Thompson  recommends  the  injection  of  a solution  of  nitrate 
of  silver,  ten  grains  to  the  ounce,  into  the  bladder,  repeated 
at  intervals  of  a week  or  two,  increasing  the  strength.  Give 
also  general  tonics,  such  as  cod-liver  oil,  arsenic,  and  steel. 
The  bromides  are  useless. 

Overflow  from  retention.  — In  any  case  of  irritated 
bladder,  which  the  history  does  not  explain,  or  in  which  a 
definite  opinion  as  to  the  presence  or  absence  of  local  disease 
is  sought  for,  you  must  look  at  the  parts,  make  a bimanual 
examination,  pass  a catheter,  and  examine  the  urine.  Never 
forget  that  very  frequent  micturition,  or  even  incontinence  of 
urine,  may  indicate  retention  of  urine.  Hence  when  you  are 
told  that  the  patient  has  within  the  last  few  days  been  unable 
to  hold  her  water,  never  omit  to  pass  a catheter.  Pass  a catheter 
not  only  to  relieve  retention,  if  present,  but  also  to  ascertain 
the  condition  of  the  urine.  Urine  passed  naturally  by  a patient 
may  be  mixed  with  blood  or  pus  from  the  vagina.  Draw  the 
uriqe  off  with  a catheter,  and  you  get  it  as  it  is  in  the  bladder. 
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2.  Reflex  irritation  of  bladder. — Take  now  a case  of  too 
frequent  micturition  in  which  you  find  nothing  wrong  with  the 
urethra,  and  the  urine  is  healthy. 

A.  Irritation  of  the  bladder  may  be  due  to  slight  local  causes 
of  reflex  irritation.  I have  known  a tampon  of  cotton  wool 
in  the  vagina  irritate  the  bladder  so  that  micturition  wras  too 
frequent : the  proof  being  that  when  the  plug  was  withdrawn 
the  patient  could  go  as  long  as  usual  without  micturating. 
Duncan  mentions  the  case  of  a urethral  cyst  which  did  not 
affect  frequency  of  micturition  until  it  was  cauterised,  and  then 
micturition  became  frequent  until  the  effects  of  the  caustic 
had  passed  away.  An  ill-fitting  vaginal  pessary  may  make 
micturition  frequent.  I have  known  after  an  operation  for 
vesico-vaginal  fistula,  the  result  of  which  was  complete  success, 
the  bladder  to  be  during  the  first  few  days  so  irritated  by  the 
stitches  that  urine  was  passed  so  often  as  to  make  the  nurses 
doubt  whether  the  fistula  had  been  closed.  Haemorrhoids  may 
cause  too  frequent  micturition.  If  there  be  inflammatory 
disease  in  the  pelvis,  or  a displacement  of  the  uterus,  that  is 
sufficient  explanation  of  frequent  micturition. 

B.  Bladder  irritation  from  descent. — There  is  a kind  of 
bladder  irritation  met  Avith  chiefly  in  Avomen  avIio  have  had 
children.  This  results  from  relaxation  of  the  structures  form- 
ing the  pelvic  floor.  Some  Avomen  Avho  are  at  most  times  free 
from  local  discomfort,  if  they  get  depressed  in  health  from 
any  cause,  as,  for  instance,  a cold,  or  several  disturbed  nights, 
£?et  backache  and  irritation  of  the  bladder.  I think  this  is 

o 

due  to  a slight  temporary  prolapse  of  the  pelvic  floor.  The 
degree  of  prolapse  is  so  slight  that  it  is  not  enough,  in  a 
Avoman  with  a healthy  nervous  system,  to  irritate  the  bladder; 
nor  to  be  detected  by  examination,  because  it  is  not  more 
than  is  often  seen  in  healthy  Avomen.  There  must  be  some 
morbid  change  to  account  for  this  irritability  of  bladder ; and 
a temporary  yielding  of  the  muscles  forming  the  floor  of  the 
abdominal  cavity  is  the  most  reasonable  explanation.  It  is  a 
condition  analogous  to  the  aching  and  Avatering  of  the  eyes 
Avhicli  troubles  hypermetropic  patients  Avhen  they  get  out  of 
health,  and  which  is  due  to  temporary  Aveakness  of  the  ciliary 
muscle.  This  kind  of  irritation  of  the  bladder  causes  a 
constant  dribbling  of  small  quantities  of  urine  during  the  day, 


TOO  FREQUENT  MICTURITION. 


647 


not  a spasmodic  ejaculation  at  night.  The  patient  is  not 
disturbed  while  recumbent.  Escape  of  urine  is  often  pro- 
moted in  such  patients  by  coughing.  This  bladder  trouble  is 
benefited  by  strychnine  and  ergot. 

There  are  other  cases  in  which  the  same  change,  viz.,  slight 
prolapse,  is  more  marked,  and  then  the  troubles  which  it 
causes  are  present  continually,  not  only  for  a few  days  at  a 
time.  The  patient  tells  you  that  ever  since  a certain  date 
(usually  that  of  a confinement)  greater  frequency  of  micturition 
has  been  always  present,  though  sometimes  worse  than  others. 
With  this  there  is  generally  some  aching  in  the  back  and 
lower  abdomen.  Remember  that  these  symptoms  may  bo 
due  to  a slight  degree  of  prolapse,  without  the  patient  being 
aware  that  anything  comes  down.  The  precise  changes  in 
the  position  of  the  pelvic  viscera  which  the  prolapse- causes 
are  immaterial.  It  makes  no  difference  whether  the  pelvic 
floor  bulges  down  without  relative  descent  of  the  uterus, 
whether  the  uterus  descends  without  other  change  of  shape 
or  position,  or  whether  it  be  unduly  anteverted  or  be  retro- 
verted  (unless  in  the  latter  case  it  be  congested  also).  The 
diagnosis  in  this  class  of  cases  and  in  the  one  spoken  of  before, 
is  made  by  the  symptoms,  together  with  the  physical  signs. 
The  characteristic  features  are  these: — (1)  The  absence  of 
pain  on  micturition.  (2)  The  complete  relief  to  the  bladder 
irritation  when  the  patient  lies  down.  (3)  The  absence  of  all 
other  symptoms  beyond  the  backache,  etc.,  eommon  to  all 
forms  of  prolapse.  The  physical  signs  are  those  of  the  change 
in  the  parts  forming  the  pelvic  door,  with  absence  of  any  signs 
of  disease  of  the  urethra,  and  of  any  abnormal  constituent  of 
the  urine.  If  the  symptoms  are  temporary  only,  it  may  be 
expected  that  by  restoring  the  patient’s  nervous  tone,  these 
symptoms  will  be  relieved.  If  they  are  continuous,  and  ex- 
amination shows  a slight  degree  of  descent,  or  slight  cysto- 
■cele,  or  retroversion,  then  the  support  of  a pessary  is  advisable. 
For  fuller  information  see  Chapter  X. 

C.  Dislocation  of  the  urethra:  its  being  either  pulled 
upwards  ■ by  the  gravid  uterus  or  by  tumours,  or  dragged 
downwards  by  cystocele  or  prolapse  of  uterus  has  been 
described  as  a cause  of  irritable  bladder.  The  gravid  uterus 
does  not  pull  up  the  urethra  until  labour  has  begun.  Such 
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pulling  up  of  the  urethra  as  occurs  with  tumours,  unless 
accompanied  by  pressure  on  the  urethra  or  by  much  congestion 
of  the  pelvic  organs,  does  not  irritate  the  bladder.  Prolapse 
of  the  urethra  occurs  with  cystocele:  hut  apart  from  cystocele 
I have  never  seen  it.  I am  not  aware  of  any  difference  in  the 
symptoms  of  cystocele  depending  upon  the  extent  to  which 
the  urethra  is  dragged  down  with  the  bladder.  According  to 
Baker*  “settling  of  the  uterus,  or  of  an  ovarian  cyst  after 
puncture,”  may  cause  the  lengthened  urethra  to  double  upon 
itself  so  that  a sharp  angle  is  formed  in  its  course.  This  I 
have  never  seen. 

3.  Local  disease, — By  looking  at  the  parts  you  will  dis- 
cover the  presence  or  absence  of  disease  of  the  meatus,  or 
of  the  vulva,  or  of  vaginitis  or  vulvitis. 

Stricture  of  urethra,  — Frequency  of  micturition  may 
be  due,  in  the  female  as  in  the  male,  to  stricture  of  the 
urethra.  You  will  ascertain  this  by  passing  a catheter,  or 
rather  by  attempting  to  pass  one.  The  female  urethra  is 
bigger  than  the  male:  No.  14  male  catheter  will  usually 
pass  the  female  urethra  easily.  A female  urethra  which 
will  not  let  No.  10  catheter  pass  is  the  subject  of  stricture. 
Stricture  of  the  urethra  is  less  common  in  the  female  than 
in  the  male.  It  is  important  to  identify  it  when  it  does  exist, 
because  the  result  of  treating  it  is  satisfactory. 

Causes  of  stricture, — There  may  be  congenital  smallness 
of  the  meatus.  I have  not  seen  a well-marked  example  of 
this.  Such  congenital  smallness  is  not  disease,  and  therefore 
interferes  not  with  function.  Horrocksf  mentions  a case  in 
which  it  was  impossible  to  pass  a catheter,  and  in  the  patient, 
a girl  aged  nineteen,  there  had  been  “ difficulty  of  micturition, 
chiefly  incontinence,  from  birth,”  and  there  were  “obvious 
congenital  deficiencies but  it  is  not  stated  what  these  were. 
Congenital  atresia  of  the  urethra  is  sometimes  met  with  in 
infants ; but  it  is  incompatible  with  life  unless  the  urine  escape 
by  some  other  channel — usually  a pervious  urachus.  These 
great  malformations  are  quite  different  from  mere  smallness 
of  the  urethral  orifice  in  an  otherwise  well-developed  patient. 

The  most  common  cause  in  the  young  and  middle-aged  of 

* “ American  System  of  Gynecology.” 
t “Obst.  Trans.,”  vol.  xxix.  p.  50. 
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stricture  of  the  female,  as  of  the  male  urethra,  is  gonorrhoea. 
It  is  rarer  than  in  the  male  ; but  such  numerous  cases  are  on 
record  * that  the  fact  cannot  be  doubted. 

Another  kind  of  stricture  arises  from  injury  to  the  urethra 
during  difficult  labour,  leading  to  sloughing  and  the  formation 
of  a cicatrix,  narrowing  the  urethra.  The  sloughing  which 
follows  labour  more  often  leaves  a vesico-vaginal  fistula. 

The  urethra  is  sometimes  surrounded  by  thick  Jibrou-s 
tissue  along  its  vjhole  length,  and  much  narrowed.  As  the 
urethro-vaginal  septum  is  the  homologue  of  the  prostate  gland 
in  the  male,  this  form  of  stricture,  which  occurs  in  old  women, 
may  properly  be  regarded  as  analogous  to  enlargement  of  the 
prostate  in  the  male.  I have  known  the  urethra  so  narrowed 
by  stricture  of  this  kind  as  to  grip  a gum  elastic  catheter  so 
tightly  that,  when  its  withdrawal  was  attempted,  it  broke  and 
a bit  remained  sticking  in  the  urethra.  The  urethra  may  be 
narrowed  by  the  fibrous  overgrowths  of  esthiomene. 

The  cicatrisation  of  a chancre  situated  on  the  urethra 
may  narrow  the  canal  so  as  to  produce  the  effects  of  stricture. 

Symptoms. — Whatever  the  cause  of  stricture,  irritation 
of  the  bladder  and  too  frequent  micturition  are  the  con- 
sequence. The  diagnosis  is  made  by  passing  a catheter. 
An  instrument  of  the  ordinary  size  will  not  enter.  You  can 
only  pass  a small  instrument,  and  this  is  gripped.  Pass  the 
catheter  slowly  and  note  the  amount  of  pain  produced.  Severe 
pain  caused  by  catheterisation  will  point  to  hypertemia  of  the 
urethra  and  neck  of  bladder. 

Treatment. — The  treatment  of  stricture  of  the  female 
urethra  is  to  dilate  the  stricture  with  bougies.  The  canal  is 
so  short,  and  so  easily  felt  through  the  vagina,  that  there  is 
no  difficulty  in  doing  this.  Irritation  of  the  bladder  due  to 
stricture  of  the  urethra  is  cured  by  dilating  the  stricture. 

4.  Bladder  or  renal  disease. — In  all  cases  of  frequent 
micturition  in  which  a rough  diagnosis  made  from  the  his- 
tory is  not  sufficient,  pass  a catheter,  draw  off  the  urine,  and 
examine  it.  The  bladder  irritation  may  be  from  cystitis,  or 
it  may  be  from  disease  of  the  kidney.  Frequent  micturition 
is  a symptom  of  Bright’s  disease ; therefore  if  the  urine  be  free 
from  sediment,  test  for  albumin.  In  pyelitis  and  pyonephrosis 

* See  author’s  paper,  “ Obst.  Trans.,”  vol.  xxix. 
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frequent  micturition  may  induce  the  patient  to  seek  advice. 
Thus  I find  among  my  notes  the  case  of  a girl,  aged  eighteen, 
who  went  to  a general  physician  complaining  of  pain  in  the 
lower  abdomen  and  frequent  micturition.  He  sent  her  to  me. 
I found  the  urine  loaded  with  pus,  and  great  enlargement  of 
the  right  kidney.  A surgical  colleague  removed  the  kidney, 
and  the  patient  was  cured. 

The  presence  of  suppuration  at  some  part  of  the  urinary 
tract  is  indicated  by  pus  in  the  urine.  In  cystitis  the 
urine  is  aminoniacal  and  alkaline  in  reaction.  In  pyelitis 
the  urine  is  usually  acid ; so  that  if  the  urine  contains  much 
pus,  but  is  acid  in  reaction,  this  is  a point  in  favour  of 
pyelitis.  But  cystitis  may  be  slight,  and  in  that  case  the 
urine  may  contain  pus  and  be  acid.  In  acute  pyelitis  there 
may  be  in  the  urine  the  swollen  caudate  and  lanceolate 
epithelial  cells  peculiar  to  the  renal  pelvis ; and  this,  if  the 
cells  are  numerous  and  well  characterised,  will  be  proof  that 
the  pus  comes  from  the  kidney.  But  in  chronic  pyelitis 
these  cells  may  not  be  present,  so  that  failure  to  discover 
them  is  no  proof  that  the  kidneys  are  healthy.  In  pyelitis 
there  are  signs  of  irritation  in  the  loins— pain  in  the  loin  on  the 
affected  side,  aching  and  weakness  in  the  back,  these  symptoms 
being  increased  by  pressure.  In  the  ordinary  backache,  which 
is  so  common  in  Avomen,  pressure  relieves.  There  may  be  a 
history  of  renal  colic.  If  there  be  a tumour  in  the  situation  of 
the  kidney,  with  pus  in  the  urine,  the  source  of  the  pus  will 
be  clear.  In  pyelitis  there  are  often  rigors  and  hectic  fever ; 
in  cystitis  fever  is  not  common.  A conclusive  proof  that  the 
pus  comes  from  the  kidney  is  the  observation  that  the  pus  is 
sometimes  abundant,  sometimes  slight  in  quantity  or  absent ; 
and  that  with  these  variations  there  goes  alteration  in  the 
size  of  the  renal  tumour,  a diminution  in  the  tumour  follow- 
ing a copious  discharge  of  pus.  When  the  amount  of  pus 
is  great,  the  urine  acid,  fever  and  wasting  marked,  and  the 
loins  tender  on  pressure,  the  probability  is  that  the  pus  comes 
from  the  kidney.  When  there  is  a tumour,  the  diagnosis  is 
not  difficult.  Lastly,  an  expert  in  using  the  cystoscope  will 
be  able,  with  this  instrument,  if  pyelitis  be  present,  to  see  the 
pus  coming  from  the  ureter. 

There  may  be  both  cystitis  and  pyelitis,  or  cysiitis  and 
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Bright's  disease.  In  such  cases  the  diagnosis  as  to  how  far 
the  symptoms  are  due  to  the  bladder  and  the  renal  trouble 
respectively  will  be  difficult.  If  either  of  these  conditions  be 
present  the  bladder  irritation  is  a symptom  of  subordinate 
importance.  I mention  them  here  because  the  frequency  of 
micturition  may  be  the  symptom  which  leads  the  patient 
to  seek  advice.  Disease  of  the  kidney  is  not  peculiar  to 
women,  and  is  therefore  beyond  the  scope  of  this  work.  I 
shall  refer  again  to  cystitis  in  the  next  chapter. 
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CHAPTER  L. 

PAINFUL  MICTURITION. 

About  half  the  patients  who  consult  a specialist  for  the 
diseases  of  women,  complain  of  pain  in  passing  water.  In 
most  this  pain  is  trifling ; in  a few  very  severe.  The  diseases 
which  cause  severe  pain  in  micturition  are  the  subject  of  this 
chapter.  I may  first  briefly  mention  the  most  common  causes 
of  the  slight  scalding  or  smarting  in  micturition  which 
patients  often  mention,  although  not  as  a thing  important 
enough  to  bring  them  to  the  doctor. 

Causes  of  slight  pain  in  micturition. — A little  scalding 
in  micturition  may  be  caused  by  concentrated  urine.  This  is 
common  in  such  women  as  have  small  or  irritable  bladders, 
because  they  often  take  little  fluid,  going  long  without 
drinking  that  they  may  avoid  the  necessity  for  micturition. 
This  slight  pain  is  curable  by  telling  the  patient  to  drink 
plenty  of  water.  The  urine  is  also  concentrated  in  most 
febrile  conditions. 

Some  slight  burning  in  micturition  goes  with  nearly  every 
pelvic  inflammation.  This  is  because,  first,  the  same  system 
of  vessels  supplies  all  the  pelvic  organs,  and  therefore  with  in- 
flammation of  any  part  within  the  pelvis  there  is  generally 
some  congestion  of  the  urethra;  secondly,  because  the  urine  is 
often  concentrated.  This  pain  is  seldom  severe  enough  to  be 
a prominent  complaint. 

There  is  one  pelvic  inflammation  which  you  may  think  ot 
as  a cause  of  painful  micturition,  and  that  is  gonorrhoea. 
But  painful  micturition  is  not  so  marked  a symptom  of 
gonorrhoea  in  the  female  as  it  is  in  the  male.  It  is  sometimes 
absent,  and  is  seldom  severe.  Therefore,  do  not  conclude  that 
vaginitis  is  not  gonorrhoeal  because  there  is  no  pain  in 
micturition.  And  if  with  what  you  think  is  gonorrhoea,  there 
is  pain  in  micturition  of  extreme  severity,  some  other  morbid 
condition  is  probably  present,  as  well  as  gonorrhoea. 
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Causes  of  great  pain  in  micturition. — I pass  now  from 
these  causes  of  slight  pain  in  micturition,  to  the  proper 
subject  of  this  chapter,  cases  in  which  the  pain  which  the 
patient  feels  when  she  passes  water  is  so  severe  as  to  make 
her  dread  the  occasions  for  doing  so,  and  to  disturb  her 
rest  at  night  by  its  severity  and  duration.  Pain  so  severe 
as  this  depends  upon  local  disease  which  cannot  be  found  out 
without  local  examination.  There  are  three  places  in  which 
disease  may  cause  intolerable  pain  in  micturition,  namely,  the 
meatus  urinarius,  the  urethra,  and  the  bladder.  These  parts 
must  be  examined.  I will  take  them  in  the  order  in  which 
we  come  to  them.  And  first  as  to  the  meatus  urinarius. 

URETHRAL  CARUNCLE. 

The  new  growth  which  more  often  than  any  other  disease 
is  the  cause  of  severe  pain  in  micturition  in  the  female  is 
urethral  caruncle , “ vascular  tumour  of  the  urethra,”  or 
“ angioma  ” of  the  urethra.  The  statements  that  I shall  make 
about  it  are  for  the  most  part  based  on  notes  of  forty-one 
cases  that  have  been  under  my  own  care. 

Diagnosis. — The  diagnosis  is  easily  made  by  looking  at 
the  part,  and  without  looking  at  the  part  it  cannot  be  made, 
for  the  growths  are  often  so  small  that  it  is  difficult  to  iden- 
tify them  with  the  finger,  even  if  prolonged  examination^were 
made,  and  they  are  so  sensitive  that  you  cannot  make  a 
prolonged  digital  examination.  When  you  look  at  the  part 
you  see  a bright  red  growth,  like  a miniature  cock’s  comb,  or 
like  a small  raspberry,  springing  from  the  lower  margin  of  the 
meatus  urinarius.  It  may  be  broadest  at  the  base  and  convex 
on  the  surface.  Caruncles  of  this  shape  are  small  ones.  The 
base  may  be  comparatively  narrow  and  the  growth  sprout  up 
in  several  little  tongues,  like  a cock’s  comb.  The  caruncle 
may  have  a stalk  like  a polypus.  On  the  surface,  although  it 
may  be  split  into  lobes,  it  is  bright  red,  smooth,  and  shining. 

Structure.  — The  tumours  consist  of  connective  tissue 
having  in  it  many  vessels.  I have  seen  the  connective 
tissue  at  places  so  loose  as  to  resemble  myxomatous  tissue. 
The  specimens  that  I have  examined  have  been  covered  with 
squamous  epithelium  ; but  some  authors  have  described  the 
epithelium  over  them  as  columnar.  They  are  so  tender  that 
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they  must  be  richly  provided  with  nerves ; but  wo  have  no 
exact  knowledge  as  to  the  distribution  of  nerves  in  them. 

Etiology. — -We  know  practically  nothing  as  to  the  etiology 
of  these  growths.  They  are  more  common  in  elderly  patients. 
Thus  I find  the  following  distribution  as  to  age  among  the 
forty-one  cases  of  which  I have  notes 


Under  20  ... 

...  2 

20  to  29  inclusive  ... 

...  1 

30  to  39  „ 

...  6 

40  to  49  ,, 

...  15 

50  to  59  „ 

...  14 

60  to  69  ,, 

...  3 

As  to  parity,  I find  twenty-three  had  had  children, 
eighteen  had  had  none,  six  of  the  latter  being  unmarried. 
These  figures  suggest  a relation  between  childless  marriage 
and  urethral  caruncle ; but  I think  them  too  few  to  warrant 
any  general  conclusion.  The  women  over  forty  who  had  had 
children  had  had  on  the  average  five  children  and  145 
miscarriages  apiece,  a number  less  than  the  average  for 
women  at  that  age. 

Theories  as  to  origin. — Englisch  has  described  urethral 
cysts  present  at  birth  in  the  urethro-vaginal  septum ; and 
suggested  that  caruncles  may  be  hypertrophy  of  papillae 
present  in  such  cysts.  It  is  impossible  to  adduce  proof  that 
patieftts  suffering  from  caruncle  and  no  others  had  cysts  of 
this  kind  in  early  life — and  therefore  this  suggestion  remains 
a theory.  If  the  relationship  between  caruncles  and  these 
cysts  were  admitted  as  a fact  (and  the  occurrence  of  these 
growths  always  in  the  same  spot — viz.,  the  lower,  that  is,  the 
posterior  part  of  the  urethral  meatus,  points  to  their  depen- 
dence on  some  local  peculiarity),  it  still  offers  no  explanation 
of  why  the  caruncle  should  begin  to  grow  at  a particular  time 
of  life  and  not  before.  Pozzi*  looking  at  the  situation  of  the 
growths— viz.,  underneath  the  urethra,  considers  them  to  be 
formed  of  erectile  tissue,  a sort  of  analogue  to  the  corpus 
spongiosum  penis.  But  I know  not  that  these  growths  are 
erectile ; and  the  corpus  spongiosum  has  not  the  sensitiveness 
that  characterises  these  growths.  In  Pozzi’s  view,  all  causes 
of  local  irritation  of  the  urinary  meatus,  of  congestion  of 
* “ Gynecologic,”  p.  1,021.  Taris,  1SOO. 
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the  pelvic  organs,  of  inflammation  of  the  urinary  passages 
in  adults,  of  debility  or  cachexia  in  children,  favour  their 
occurrence.  The  frequent  association  of  caruncle  with  the 
morbid  conditions  comprised  in  Pozzi’s  general  assertion 
makes  me  think  it  is  in  harmony  with  the  facts.  But  these 
conditions  are  common,  and  caruncle  is  comparatively  rare  ; 
and  we  have  no  explanation  why  caruncle  occurs  in  some 
cases  and  not  in  others. 

Symptoms. — The  chief  and  invariable  symptom  is  pain 
in  making  ivater.  This  has  been  described  as  “ scalding,” 
“stabbing,”  “smarting,”  “shooting,”  “cutting,”  or  “burning” 
pain.  It  is  felt  while  the  stream  of  urine  is  passing  over 
the  sensitive  growth,  and  often  for  some  little  time,  usually 
five  or  ten  minutes  afterwards.  One  of  my  patients  com- 
plained of  feeling  faint  and  depressed  after  making  water.  In 
women  who  menstruate,  the  symptoms  are  worse  at  the 
menstrual  period.  These  growths  generally  provoke  increased 
frequency  of  micturition;  but  I have  notes  of  one  case  in 
which  the  patient  said  that  micturition  was  not  increased  in 
frequency.  Two  of  my  patients  complained  that  their  rest 
was  disturbed  by  the  frequency  with  which  they  had  to  get 
out  of  bed  to  micturate.  One  put  her  case  not  that  she  had 
to  pass  water  often,  but  that  it  was  constantly  dribbling ; and 
another  said  that  she  could  not  retain  her  urine.  But  the 
usual  statement  is  simply  that  the  patient  has  to  make  water 
more  often  than  before.  Often  there  is  occasional  temporary 
retention.  In  eight  of  my  cases  I find  that  the  patients  com- 
plained of  being  sometimes  unable  to  pass  water,  and  in  two 
the  catheter  had  been  repeatedly  required.  This  retention  is 
not  mechanical,  for  the  little  growths  are  too  small  and  soft  to 
be  capable  of  stopping  the  outflow  of  urine.  It  is  nervous; 
the  anticipation  of  pain  unconsciously  restraining  the  patient 
from  the  effort  necessary  to  expel  the  urine. 

The  troubles  with  micturition  are  those  which  stand  in 
the  forefront ; but  they  are  not  the  whole.  There  is  generally 
more  or  less  constant  local  discomfort.  Thus  I find  two 
patients  complained  of  constant  aching  pain  in  the  private 
parts  ; two  others  of  shooting,  throbbing,  dragging  pain  in  the 
vagina ; and  another  described  a sensation  of  there  being  some- 
thing in  the  passage.  The  local  suffering  is  often  aggravated 
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by  standing  or  walking,  partly  from  the  friction  involved 
in  walking,  partly  from  the  slight  passive  congestion  brought 
about  by  the  more  difficult  return  of  blood  from  the  pelvis  in 
the  erect  posture.  I tind  nine  patients  who  mentioned  the 
aggravation  of  their  symptoms  by  walking,  one  of  them  saying 
that  it  prevented  her  from  walking.  Frequently  there  is 
pruritus.  I find  this  a leading  complaint  in  three  cases. 

The  sensitiveness  which  leads  to  pain  even  from  the  pass- 
age of  the  stream  of  urine,  leads  to  still  greater  pain  when  the 
sensitive  growth  is  touched.  Hence  digital  examination  is 
difficult,  and  there  is  such  pain  in  sexual  intercourse  as  often 
to  render  it  impossible.  In  seven  cases  I find  that  dyspa- 
reunia  was  a prominent  complaint ; in  one  of  them  attempts 
at  intercourse  produced  hsemorrhage.  Some  of  these  growths 
are  so  vascular,  and  their  vessels  so  thin-walled,  that  they 
bleed  readily ; but  this  is  not  the  rule.  Most  caruncles  bleed 
with  rough  handling,  but  not  when  lightly  touched.  In  eight 
cases  I find  that  the  patients  complained  of  hcemorrhage  from 
the  part : produced  by  coitus,  by  catheterism  accompanying 
micturition,  or  when  touched.  All  caruncles  are  not  alike. 
Some  are  more  tender  than  others,  and  some  bleed  more 
readily  than  others. 

Associated  morbid  changes. — The  foregoing  are  the 
chief  troubles  referred  directly  to  the  growth.  But  other 
morbid  changes  are  associated  with  these  growths  oftener 
than  can  be  explained  by  coincidence,  and  therefore  I 
agree  with  Pozzi  in  thinking  that  local  irritation  favours  the 
growth  of  these  tumours.  The  most  frequent  symptom  not 
connected  directly  with  the  growths  is  vaginal  discharge. 
This  was  present  in  eight  cases ; in  seven  it  was  a thick 
yellow  discharge,  in  one  case  offensive,  and  in  two  mixed 
with  blood,  presumably  derived  from  the  caruncle.  In  one 
case  there  was  cystitis. 

Clinical  history. — The  symptoms  are  of  gradual  develop- 
ment. As  a rule,  the  longer  the  symptoms  have  lasted,  the 
larger  is  the  growth.  This  would  lead  one  to  think  that 
the  tendency  of  caruncles  is  to  go  on  growing.  But  the 
symptoms  are  so  distressing  that  patients  seldom  go  longer 
than  a few  months  without  seeking  relief,  which  is  so  easily 
ffiven  that  we  have  no  knowledge  as  to  how  larsre  these 
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tumours  may  get  if  they  are  allowed  to  grow  unchecked 
We  know  no  spontaneous  cure. 

When  removed,  they  tend  to  recur.  Among  my  forty-one 
cases,  I find  five  in  which  recurrence  after  removal  took  place 
within  periods  of  from  six  months  to  twelve  years.  In  how 
many  others  the  growths  recurred,  and  the  patients  sought 
advice  elsewhere,  I cannot  say.  The  recurrent  growths  are  like 
the  first.  There  is  no  tendency  to  anything  like  malignancy ; 
no  infiltration  of  surrounding  tissues ; no  disease  of  glands  ; no 
secondary  growths  elsewhere  ; no  cachexia.  It  is  generally 
believed  that  the  more  thoroughly  the  base  of  healthy  tissue 
from  which  the  growth  springs  is  removed  along  Avith  it,  the 
less  the  probability  of  recurrence : for  this  is  what  Ave  observe 
in  the  case  of  other  morbid  groAvths  Avhich  tend  to  recur. 
But  I knoAv  of  no  facts  which  show  greater  security  from 
recurrence  after  any  particular  mode  of  removal. 

Treatment.  — The  treatment  is  removal.  So  long  as 
the  groAvth  is  completely  removed,  it  matters  little  Iioav 
the  operation  is  done.  The  parts  are  too  sensitive  for 
anything  to  be  done  Avithout  anaesthesia.  Local  anaesthesia 
obtained  by  SAvabbing  the  growth  and  the  tissues  round  it 
with  a 20  per  cent,  solution  of  cocaine  may  be  sufficient. 
But  it  is  better  to  administer  ether,  for  then  the  parts  can 
be  examined,  and  the  Avhole  growth  taken  away  Avith  greater 
certainty.  The  patient  should  be  secured  in  the  lithotomy 
position  with  a Clover’s  crutch.  Then  the  groAvth  should  be 
cut  off,  either  Avith  Paquelin’s  cautery-knife  or  Avith  scalpel 
or  scissors.  If  the  Paquelin  be  employed,  put  a rod  of 
wood  the  size  of  a No.  12  catheter  into  the  urethra,  to 
guard  its  opposite  Avail.  Let  an  assistant  (Avhose  fingers 
should  be  protected  Avith  a piece  of  Avet  lint)  hold  the 
labia  apart.  Then  enter  the  red-hot  blade  beloAv  and 
behind  the  caruncle,  and  cut  Avith  it  upAvards  and  back- 
Avards  on  to  the  piece  of  Avood,  so  as  to  remove  the  part 
of  the  lower  urethral  Avail  from  Avhich  the  caruncle  springs. 
The  charring  of  the  tissues  by  the  red-hot  knife  prevents 
haemorrhage  or  septic  infection.  If  scalpel  or  scissors  be 
used,  see  that  everything  used  is  perfectly  clean.  Sponge 
the  parts  before  cutting  Avith  1 to  2000  solution  of  corrosive 
sublimate.  Cut  round  the  caruncle,  so  as  to  remove  about 
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one-eighth  of  an  inch  of  healthy  tissue  around  its  base. 
After  removing  the  growth,  sponge  the  wound  with  sublimate 
solution.  The  haemorrhage  is  hardly  ever  considerable.  If 
an  artery  should  spout,  secure  it  with  forceps  in  the  usual 
way.  Dust  the  wound  with  iodoform  ; apply  a thick  pad 
of  Gamgee  tissue  well  dusted  with  iodoform,  and  a T -bandage 
secured  strongly  enough  to  make  firm  pressure  on  the  wound 
Keep  the  patient  in  bed  until  the  wound  has  begun  to  granulate. 

There  are  certain  other  little  swellings  at  the  meatus 
urinarius  which  at  first  sight  somewhat  resemble  caruncles. 

Varicosities  of  veins  about  the  meatus  form  bluish 
red  swellings  under  the  mucous  membrane.  To  these  the 
very  appropriate  name  of  “ urethral  haemorrhoids  ” has  been 
given  ; for  in  every  respect  but  their  size,  and  the  troubles 
they  give  rise  to,  they  resemble  the  dilatations  of  veins 
seen  around  the  anus.  Urethral  hemorrhoids  are  seldom 
as  large  as  a pea,  although  a cluster  of  veins  may  now 
and  then  be  seen.  They  are  purple  or  bluish  in  colour,  not 
the  bright  scarlet  of  caruncles.  The  important  difference  is 
that  they  are  not  tender.  The  term  urethral  hemorrhoid  has 
been  applied  to  caruncles  as  well  as  to  dilated  veins.  But 
this  is  unfortunate,  for  there  is  little  in  common  between  the 
exquisitely  sensitive  outgrowths  of  loose  connective  tissue 
which  we  call  caruncles,  and  the  dilated  and  thickened  veins, 
or  the  red,  bleeding,  but  slightly  sensitive  patches  to  which 
the  term  haemorrhoid  is  commonly  applied.  Varicose  veins 
of  the  urethra  require  no  treatment. 

Prolapse  of  the  urethral  mucous  membrane  forms  a 
tumour  which  needs  to  be  distinguished  from  a caruncle. 
The  former  occurs  chiefly  in  children  ; while  caruncle  is  a 
disease  of  later  life.  The  prolapse  of  the  mucous  membrane 
takes  place  all  round  the  meatus,  or  at  least  round  the  greater 
part  of  it : it  forms  a protrusion  like  a purple  frill,  having 
an  opening  in  or  near  its  centre : it  is  not  a growth 
springing  from  the  lower  part  of  the  meatus,  only  (Fig.  172). 
In  a few  rare  cases  the  whole  bladder  has  protruded,  being 
turned  inside  out,  forming  a red  tumour  on  which  the 
openings  of  the  ureters  can  be  seen*  This  only  occurs  in 

* See  a case  reported  by  Dr.  J.  V.  Leech,  Brit.  Med.  Journal , Oct.  17, 
1806. 
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children.  When  the  protrusion  is  recent,  the  prolapsed 
mucous  membrane  can  be  replaced ; but  when  it  has  been 
external  for  some  time,  it  becomes  swollen  and  cedematous, 
and  then  cannot  be  reduced.  A caruncle  can  never  be 
reduced.  The  urethral  mucous  membrane  which  has  been 


Fig.  172. — Prolapse  of  tlie  uretliral  mucous  membrane.  [By  permission  of 
Mr.  Bryant. ) 


for  a little  while  outside  the  meatus  becomes  of  a dark 
purple  colour,  and  dull  on  the  surface : it  has  not  the  bright 
glistening  red  colour  of  a caruncle.  The  important  clinical 
difference  is  that  the  prolapsed  mucous  membrane  has  not 
the  tenderness  of  a caruncle,  but  bleeds  more  easily.  The 
caruncle  is  very  tender,  but  does  not  bleed  unless  roughly 
handled. 
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When  the  urethral  mucous  membrane  has  prolapsed, 
the  first  thing  is  to  obviate  the  condition — generally  a bad 
cough  or  violent  straining — which  caused  the  prolapse,  and 
then  to  push  back  the  prolapse  if  possible.  If  you  cannot 
push  it  back,  cut  off  the  protruded  mucous  membrane.  It 
has  been  recommended  to  make  a buttonhole-like  opening 
in  the  urethro-vaginal  septum,  pull  up  the  urethral  mucous 
membrane,  thus  reducing  the  prolapse,  cut  off  the  redundant 
mucous  membrane  above,  and  close  the  opening.  This 
is  a difficult  proceeding,  especially  in  children,  and  I think 
it  better,  as  well  as  easier,  to  cut  off  the  protruded  part 
the  nutrition  of  which  has  been  already  damaged. 

Inversion  of  the  bladder  must  of  course  be  replaced,  by 
pushing  it  back  with  a catheter.  It  has  been  advised  to 
afterwards  cauterise  the  urethra,  to  narrow  it,  with  a view 
of  preventing  the  inversion  from  again  occurring.  But  this 
should  not  be  done  until  the  cause  of  the  inversion  has  been 
completely  removed,  and  it  may  then  be  found  unnecessary. 

Mucous  polypi  of  the  urethra  have  been  described. 
Outgrowths  from  the  urethral  mucous  membrane  occur  like 
those  in  the  rectum  and  in  the  uterus,  which  are  composed 
of  loose  cellular  tissue  and  glandular  follicles.  They  differ 
from  the  caruncle  in  being  less  vascular,  and  in  not  being 
sensitive.  They  are  rare.  I have  never  seen  a case.  The 
absence  of  pain  and  tenderness  would  distinguish  such  a 
polypus  from  a true  caruncle.  Twist  off  a mucous  polypus. 

Fibroid  tumour  occurs  sometimes  in  the  urethro-vaginal 
septum.  I have  never  seen  one  situated  so  exactly  in  the 
meatus  as  to  suggest  that  it  might  be  a caruncle.  Fibroids 
form  definite,  circumscribed,  rounded  nodules,  harder  than 
any  other  growth  or  normal  structure  found  in  this  situation. 

I have  seen  sarcoma  of  the  urethro-vaginal  septum, 
forming  a nodule  on  the  anterior  wall  of  the  vagina  near 
the  urinary  meatus ; and  I can  conceive  that  a similar 
growth  might  be  found  involving  the  lower  border  of  the 
meatus.  But  such  growths  are  under  the  mucous  mem- 
brane, and  present  neither  the  redness  nor  the  tenderness 
of  the  caruncle. 

Cancer  commencing  in  the  urethro-vaginal  septum  I have 
seen  several  times.  It  might  form  a red  warty  growth  at  the 
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meatus ; although.  I have  not  seen  it  presenting  precisely  these 
features.  A careful  digital  examination  would  soon  show  that 
it  was  not  a caruncle,  by  the  presence  of  induration  of  the 
tissues  below  and  around  the  sprouting  outgrowth,  this  in- 
duration gradually  merging,  without  definite  boundary,  into 
the  healthy  tissue. 

URETHRAL  DISEASES. 

Suppose  now  that  the  meatus  urinarius  is  healthy.  The 
cause  of  the  pain  in  making  water  may  be  in  the  urethra. 
There  are  four  conditions  of  the  urethra  which  may  cause 
great  pain  in  making  water.  They  are  : — 

1.  Chronic  congestion  of  the  urethra. 

2.  Chronic  abscess  of  the  urethro- vaginal  septum. 

3.  Suppurated  cysts  of  the  urethra. 

4. .A  tender  red  condition  of  the  urethral  mucous  mem- 
brane. 

These  conditions  are  all  rare;  so  that  no  one  has  seen 
them  often  enough  to  be  able  to  dogmatise  much  about  them. 

1.  Chronic  congestion  of  the  urethra.— This  disease  was 
first  described  by  Sir  C.  M.  Clarke.  It  is  seen  in  preg- 
nant women,  or  persisting  after  pregnancy  in  women  who 
have  had  many  children.  Slight  degrees  of  it  are  not  un- 
common: very  marked  degrees  of  it  are  rare.  The  urethra  is 
swollen  and  tender.  It  feels  like  a cord,  as  thick  as  the  finger 
or  thicker,  and  it  is  so  tender  that  there  is  not  only  severe 
pain  on  micturition,  but  sexual  intercourse  is  so  painful  as  to 
be  practically  impossible.  There  is  continual  aching  round  the 
loins  and  in  the  lower  abdomen,  and  the  patient  has  to  pass 
water  frequently.  These  symptoms  are  not  at  once  relieved  by 
lying  down,  but  they  are  improved  by  prolonged  recumbency. 

I have  seen  enough  of  this  condition  to  satisfy  me  of 
the  accuracy  of  the  description  given  by  Sir  C.  Clarke  and 
Dr.  West  of  its  symptoms  and  physical  signs.  The  advice 
on  treatment  that  I put  before  you  is  that  which  is  given 
by  Dr.  West,  and  which  I think  good.  I have  not  had 
the  opportunity  of  observing  the  effect  of  treatment  closely 
enough  to  enable  me  to  speak  from  experience.  Complete 
rest;  cold  sponging  of  the  part;  cold  hip-baths;  the  use 
of  vaginal  astringent  injections ; one  or  two  leeches  applied 
with  a glass  leech-tube  to  the  swollen  and  tender  urethra, 
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and  gentle  laxatives.  Pressure  on  the  tender  part  increases 
the  patient’s  discomfort;  and  therefore  local  treatment  in- 
volving this  should  be  avoided. 

In  pregnancy  the  amount  of  blood  going  to  all  the  pelvic 
organs  is  greatly  increased ; and  the  congestion  of  the  urethra 
that  I have  described  is  but  a physiological  condition  carried 
to  a painful  degree.  I now  have  to  speak  of  pathological 
changes  which  may  originate  in  this  congestion  of  pregnancy, 
combined  with  the  accidents  of  labour. 

2.  Chronic  abscess  of  the  urethro-vaginal  septum. — This 
is  a rare,  but  definite  local  disease.  I have  published  a case,* 
and  in  the  discussion  on  that  paper  a speaker  described  a 
similar  case.  The  history  in  my  case  pointed  to  the  com- 
mencement of  the  disease  as  congestion  of  the  urethra. 
There  was  pain  in  micturition,  which  got  worse,  and  with  it 
came  frequent  micturition,  so  that  at  length  the  patient  was 
in  continual  pain,  the  pain  after  micturition  not  having 
gone  by  the  time  the  patient  felt  the  call  to  make  water 
again.  As  the  suffering  attending  micturition  developed, 
sexual  intercourse  became  attended  with  pain,  first  slight,  at 
length  so  bad  as  to  make  this  function  impossible.  On 
vaginal  examination  there  was  felt  in  front  a tense,  hard, 
convex,  bulbous  swelling.  When  the  catheter  was  passed 
(which  hurt  the  patient  very  much),  it  was  found  that 
this  swelling  was  between  the  urethra  and  vagina.  The 
symptoms  extended  over  three  or  four  years,  a length  of  time 
which  justifies  the  epithet  chronic  as  applied  to  these  cases. 
The  points  sufficient  for  diagnosis  are : a tense,  convex,  very 
tender  swelling  between  the  urethra  and  vagina.  These  signs 
and  symptoms  being  present,  the  only  question  is  whether  the 
collection  of  pus  is  a simple  abscess,  or  whether  it  is  a sup- 
purated cyst.  You  cannot  tell  which  until  you  have  opened 
the  abscess  and  examined  the  inside;  and  this  is  the  proper 
treatment.  If  there  is  a spot  on  the  vaginal  aspect  at  which 
the  wall  of  the  bulging  swelling  is  thin  and  fluctuation  can  be 
felt,  the  proper  course  will  be  to  cut  into  this  thin  part.  If 
there  is  no  such  thin  spot,  dilate  the  urethra  with  Hegar’s 
dilators  till  the  canal  will  admit  the  finger.  Then  insert  the 
finger,  and  explore  the  urethral  aspect  of  the  swelling.  If 

* In  vol.  xxviii.  of  the  “Obstetrical  Transactions.” 
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there  be  no  tendency  to  point  towards  the  vagina,  the  abscess 
wall  on  the  urethral  side  will  be  thin.  In  my  case  the  finger 
easily  broke  through  the  thin  urethral  wall,  the  matter  escaped, 
the  abscess  soon  healed  up,  and  the  patient  was  well. 

3.  Suppurated  cysts  of  the  urethra. — In  the  floor  of  the 
urethra  there  are  glands  and  mucous  follicles;  crypts  called 
glands  of  Littre  on  the  anterior  half  of  its  floor,  and  larger 
glandular  follicles  (Skene’s  glands  and  Schuller’s  glands),  just 
within  the  meatus.  Whether  these  cysts  are  retention  cysts 
of  these  glandular  structures ; or  whether  they  are  produced 
by  stretching  and  bruising  of  the  urethra  during  labour, 
separating  bundles  of  muscular  and  fibrous  tissue  in  its 
wall,  so  that  the  mucous  membrane  bulges  outward  in  the 
gap  and  forms  a pouch,  we  know  not.  Dermoid  cysts  also 
occur  in  the  urethro-vaginal  septum.  We  know  little  about 
these  structures  before  they  suppurate,  because  attention  is 
not  drawn  to  this  part. 

Whatever  the  mode  of  origin,  it  comes  to  pass  that  a pouch 
is  formed,  communicating  with  the  urethra  by  a narrow 
opening.  Urine  gets  into  this  pouch,  decomposes,  and 
inflames  the  sac.  The  patient  suffers  from  pain  and  frequency 
in  micturition,  and  pain  in  sexual  intercourse.  You  find 
in  the  urethro-vaginal  septum  a round,  tender  swelling,  in 
size  from  that  of  a pea  to  that  of  a hen’s  egg.  When  you 
press  upon  this  tumour,  you  can  squeeze  out  its  contents, 
which  consist,  according  to  the  nature  of  the  tumour  and  the 
length  of  time  urine  has  been  retained  in  it,  either  of  urine 
mixed  with  pus,  or  of  sebaceous  matter,  or  calcareous  deposit. 
The  symptoms  often  date  from  a labour  because  the  com- 
pression and  stretching  of  the  urethra  in  labour  may  lead 
either  to  a formation  of  a diverticulum,  or  to  the  rupture  into 
the  urethra  of  a cyst  which  till  then  was  closed.  When  the 
condition  of  things  described  has  been  brought  about,  a sup- 
purated cyst  or  diverticulum  does  not  run  the  course  of  an 
abscess,  which  gradually  closes  up  when  a free  opening  has 
been  made  for  the  escape  of  pus,  but  it  continues  indefinitely 
in  the  same  state,  alternately  filling  with  pus  and  urine,  and 
being  partially  emptied  by  pressure. 

Treatment — The  treatment  is  the  excision  of  the  whole  or 
greater  part  of  the  cyst  wall.  The  best  way  is  first  to  lay  the 
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cyst  freely  open  from  the  vagina.  What  is  next  to  be  done 
depends  upon  the  condition  found  and  the  skill  of  the  operator. 
The  cyst  wall  should  be  dissected  out,  and  then  the  raw 
surfaces  brought  accurately  into  contact,  either  with  catgut 
sutures  or  Aveling’s  coil  and  shot.  If  a little  bit  of  the  cyst 
near  the  opening  is  left,  and  the  rest  is  closed,  the  object  of 
the  operation  will  nevertheless  be  probably  attained,  for  if 
the  pouch  is  obliterated,  there  will  be  no  place  in  which  urine 
can  be  retained  and  decompose,  and  therefore  no  inflamma- 
tion. It  may  be  enough  simply  to  open  the  cyst  freely  from  the 
vagina,  and  then  if  the  vaginal  opening  be  kept  from  closing 
by  packing  it  with  lint  or  gauze,  retention  of  fluid  in  the  cj'st 
will  be  prevented,  the  urethral  opening  may  close,  and  then 
the  cyst  will  be  left  opening  only  into  the  vagina.  As  urine 
no  longer  gets  into  it,  the  inflammation  will  subside,  and  the 
cyst  will  give  no  further  trouble.  Braxton  Hicks*  relates  a 
cure  in  this  way.  This  is  easier  to  do,  but  less  certain  to  cure. 

If  there  be  much  inflammation  of  the  cyst,  of  the  urethra, 
or  of  the  bladder,  it  may  be  the  best  practice  to  make  no 
attempt  at  closing  the  opening,  for  two  reasons — first,  that 
it  is  desirable  that  inflammatory  products  should  have  free 
exit ; and  second,  that  inflamed  surfaces,  when  brought 
together  by  suture,  are  apt  not  to  unite  well.  If  there  be 
cystitis  it  may  even  be  well  to  make  a free  incision,  extending 
back  into  the  bladder  ; but  of  this  I shall  speak  subsequently. 

When  a cyst  has  suppurated,  but  not  opened,  or  the 
urethral  opening  of  an  inflamed  diverticulum  has  become 
closed,  the  condition  cannot  be  distinguished  from  an  abscess. 
When  the  pus  cavity  has  been  opened,  its  cystic  character  will 
be  inferred  from  its  definite,  smooth,  fibrous  wall.  But  the 
inside  of  a diverticulum  may  be  trabeculated,  so  that  the 
origin  of  the  pus  cavity  cannot  always  be  surely  made  out 
from  the  feel  of  the  interior.  If  the  cavity  be  an  abscess 
it  will  quickly  fill  up  ; if  it  does  not  it  should  be  treated 
as  a cyst. 

4.  Tender  red  patches  in  the  urethra. — In  these  cases 
the  patient  complains  of  severe  burning,  cutting  pain  when 
she  makes  water.  There  is  nothing  the  matter  with  the 
meatus.  You  can  feel  nothing  wrong  with  the  urethra.  Pass 

* “ Obstetrical  Transactions,”  vol.  xxxii.  p.  79. 
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a catheter.  You  may  find  that  as  the  instrument  passes,  the 
patient  shows  signs  of  suffering,  and  if  you  question  her  she 
will  tell  you  that  the  pain  the  catheter  caused  is  like  that 
which  she  has  every  time  she  makes  water. 

Before  being  satisfied  with  this  conclusion,  remember  that 
the  passage  of  a catheter,  however  gently,  is  disagreeable. 
Most  women  will  show  some  signs  of  this.  But  if  the  urethra 
is  healthy,  the  pain  is  not  great,  and  when  you  have  accustomed 
the  mucous  membrane  to  the  novel  contact,  you  will  find  that 
you  can  Avithdraw  the  instrument  and  pass  it  in  again  Avithout 
provoking  indications  of  pain.  In  the  morbid  condition  I am 
about  to  describe,  the  suffering  caused  by  the  catheter  is  great, 
and  you  will  find  that  each  movement  of  the  instrument  is  as 
painful  as  its  first  introduction.  To  ascertain  the  condition  of 
the  urethra  you  must  look  at  its  interior  Avith  a speculum. 
Be  careful  in  using  any  urethral  speculum  to  pass  it  gently, 
and  to  look  at  the  mucous  membrane  as  soon  as  it  is  ex- 
posed ; for  the  raucous  membrane  is  easily  torn,  and  then 
it  bleeds,  and  if  it  is  diseased  it  is  more  likely  to  bleed  than 
if  healthy.  If  it  bleeds  you  cannot  see  Avhat  its  condition  is. 

In  this  tender  condition  of  the  urethra  you  find  that 
its  mucous  lining,  instead  of  being  the  same  pink  colour  as 
the  rest  of  the  vulval  mucous  membrane,  is  either  Avholly 
or  in  patches  of  a vivid  red,  like  a urethral  caruncle,  or  of 
a deep  purple. 

The  first  description  I knoAV  of  this  condition  is  contained 
in  a paper  by  Garstang.*  He  describes  it  as  “ an  extremely 
Avascular  and  painful  condition  of  the  general  lining  membrane 
of  the  urethra,  and  may  appear  as  a patch,  or  as  a ring,  or  may 
involve  the  canal,  Avithout  the  existence  of  any  visible,  tangible 
tumour  or  excrescence,  yet  exactly  resembling  ordinary 
caruncle  in  its  symptoms  and  in  its  entire  resistance  to  all 
forms  of  treatment  except  the  total  destruction  of  the  diseased 
part.  It  may  easily  be  overlooked  by  any  one  Avho  even  goes 
so  far  as  to  look  for  the  ordinary  caruncle.”  The  description 
of  the  morbid  appearance  is  accurate,  but  the  symptoms  are 
not  the  same  as  those  of  caruncle.  This  growth  is  tender  to 
the  touch,  so  that  pain  on  sexual  intercourse  is  a prominent 
symptom,  Avhile  this  is  absent  Avhen  the  disease  is  entirely 

* British  Medical  Journal , 1SS2,  vol.  ii.  p.  932. 
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within  the  urethra.  Nor  is  it  correct  as  to  the  resistance  of 
the  disease  to  treatment.  Garstang  speaks  of  it  as  “ an  allied 
disease,”  also  existing  in  some  cases  of  urethral  caruncle.  It 
may  be  allied  to  caruncle,  for  the  morbid  changes  resemble 
one  another  in  that  sensitiveness  which  makes  them  important. 
It  is  not  invariably  associated  with  caruncle,  for  it  may  occur 
without  caruncle,  and  a caruncle  may  occur  without  morbid 
change  higher  up  than  the  meatus.  The  condition  within 
the  urethra  differs  from  the  caruncle  in  that  there  is  no 
visible  tumour.  Beyond  this  I can  say  nothing  about  its 
pathology,  for  I know  of  no  one  who  has  examined  a urethra 
diseased  in  this  way  to  find  out  what  the  morbid  change 
really  is.  As  the  disease  is  rare,  is  not  fatal,  affects  a part 
difficult  to  examine,  and  can  generally  be  cured,  it  is  likely  to 
be  long  before  the  result  of  such  an  examination  is  put  before 
the  profession.  Garstang  relates  five  cases,  but  in  only  one 
was  there  a caruncle  as  well  as  the  red,  painful  condition  of 
the  canal.  I do  not  remember  that  there  was  a caruncle  in 
any  of  the  cases  I have  seen,  therefore  the  connection  be- 
tween this  disease  and  vascular  caruncle  is  not  constant. 

A less  full  description  of  it  is  given  by  Baker.  Baker  * 
says  that  “ typical  ulceration  is  not  at  all  uncommon  in  the 
female  urethra,  most  often  as  a result  of  urethritis,  when  they 
are  usually  accompanied  by  other  spots  of  granular  erosion  : 
the  latter  is  a term  applied  to  more  or  less  circumscribed 
patches  of  mucous  membrane  which  are  of  a brighter  red  and 
more  granular  appearance  than  the  other  parts,  and  represent 
losses  of  the  upper  epithelial  layers,  with  hypertrophy  of  the 
underlying  papillae.”  Dr.  Baker  does  not  say  whether  his 
account  of  the  histology  is  hypothetical,  or  based  on  examina- 
tion, nor  how  many  specimens  have  been  examined. 

By  erosions  I suppose  Dr.  Baker  means  the  tender  red 
patches  which  I have  described.  If  so,  I submit  that  they 
do  not  look  like  granular  erosions  of  the  cervix  ; they  cause 
trouble  quite  different  from  that  caused  by  erosion  of  the 
cervix,  and  no  investigations  have  been  published  showing 
any  community  of  structure.  These  spots  are  neither  granular 
* erosions  nor  granulating  ulcers.  Ulceration  of  the  urethra, 
syphilitic,  lupous,  cancerous,  or  traumatic,  only  exceptionally 

* “American  System  of  Gynecology,”  vol.  ii.  p.  487. 
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causes  severe  pain  in  micturition.  A granular  erosion  of  the 
cervix  is  an  adenomatous  growth  which  is  not  tender.  These 
red  spots  in  the  urethra  do  not  look  like  growths,  and  give 
trouble  by  reason  of  their  tenderness. 

It  seems  to  me  more  closely  allied  to  the  purple  tender 
patches  on  the  vulva,  which  I have  described  in  Chapter  XLYII. 
in  speaking  of  kraurosis  vulvae.  In  the  absence  of  any 
examination  of  the  diseased  urethra,  I cannot  assert  that  the 
morbid  change  is  identical ; but  in  clinical  appearance  and 
behaviour  it  is. 

Diagnosis. — This  disease  can  only  be  detected  by  examin- 
ing the  urethra  with  a speculum.  But  you  may  often  infer  it 
without  causing  the  patient  the  pain  which,  in  this  tender 
condition,  that  mode  of  examination  involves.  When  a 
patient  has  severe  pain  in  micturition,  and  nothing  abnormal 
is  seen  or  felt,  and  the  urine  is  normal,  this  condition  is  very 
likely  present ; and  if  it  be  not,  the  treatment  which  I advise 
will  do  no  harm,  so  that  postponement  of  cure  will  be  the 
only  injury  that  will  result  from  guessing  at  the  condition 
instead  of  using  the  urethral  speculum. 

Treatment. — The  morbid  change  can  generally  be  cured 
by  local  treatment.  I only  refrain  from  saying  “ always  ” 
because  I have  no  right  to  assume  that  my  experience 
comprises  every  case  that  can  possibly  be  met  with.  The 
treatment  is  to  apply  a drug  to  the  diseased  mucous  mem- 
brane ; and  the  best  is  iodoform.  The  application  is  most 
conveniently  made  by  putting  in  the  urethra,  once  in  two 
or  three  days,  a bougie  an  inch  and  a half  long,  made  of  two 
grains  of  iodoform,  or  six  grains  of  dermatol,  and  as  much 
cacao  butter  as  necessary.  A little  wool  put  between  the  labia 
will  prevent  the  bougie  from  slipping  out.  The  bougies  made 
of  cacao  butter  are  better  than  those  made  of  gelatine,  because 
they  melt  more  quickly.  In  recent  cases  three  or  four  bougies 
will  cure  the  patient.  In  cases  of  long  standing  more  pro- 
longed treatment  may  be  required.  Sometimes  iodoform 
hurts  the  patient ; if  so,  use  a dermatol  bougie  instead. 

Garstang  used  applications  of  nitrate  of  silver  and  of  nitric 
acid : the  result  was  temporary  cure.  I have  not  used  nitric 
acid.  I should  expect  the  use  of  so  strong  a caustic  might  be 
followed  by  stricture.  In  the  painful  condition  of  the  vulval 
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mucous  membrane,  which  this  state  of  the  urethra  resembles, 
the  use  of  strong  caustics  is  not  beneficial.  Others  have 
recommended  strong  carbolic  acid.  Dilatation  of  the  urethra 
has  been  also  recommended.  I think  this  is  preferable  to 
escharotic  applications.  Iodoform  is  harmless,  and  if  no  other 
morbid  condition  is  present  but  the  one  that  I have  described, 
iodoform  will  succeed. 

This  disease,  like  urethral  caruncle,  although  it  may  occur 
at  any  age,  yet  occurs  chiefly  in  the  middle-aged  and  elderly. 
I have  seen  it  associated  with  great  thickening  of  the  urethra 
from  congestion ; but  also  independent  of  any  such  change. 

DISEASES  OF  THE  BLADDER. 

Fissure  of  neck  of  bladder. — The  foregoing  are  the  morbid 
conditions  of  the  meatus  urinarius  and  the  urethra,  which 
make  micturition  painful.  Suppose  now  the  case  of  a patient, 
who  complains  of  severe  pain  in  micturition,  and  in  whom 
the  meatus  is  healthy  ; vaginal  examination  reveals  no  thicken- 
ing of  the  urethra.  You  pass  a catheter,  and  it  causes  at 
first  no  pain.  The  cause  is  not  in  the  urethra.  You  may 
find  that,  as  it  passes  into  the  bladder,  at  one  spot,  the  neck 
of  the  bladder,  it  causes  severe  pain.  You  find  the  urine 

free  from  pus,  so  there  is  no  cystitis.  The  disease  is  that 
variously  described  as  liypersemia,  or  ulceration,  of  the  neck 
of  the  bladder.  The  first  description  of  this  disease  that  I 
know  of  is  by  Dr.  W.  H.  Baker.*  It  is  there  described  as 
hypersemia.  Dr.  Baker  rightly  says  that  such  hypersemia, 
limited  to  the  vesico-urethral  junction  and  unaccompanied 
by  other  disease  of  the  bladder  or  urethra  is  rare.  He  de- 
scribes it  as  consisting  in  the  fact  that  a few  tortuous  blood- 
vessels, evidently  veins,  run  over  an  otherwise  healthy  mucous 
membrane.  According  to  him  there  is  neither  ulceration  nor 
fissure.  He  remarks  that  “ it  seems  almost  incredible  that  so 
slight  a deviation  from  a normal  condition  should  create  so 
great  a disturbance  to  the  nervous  system.”  Dr.  Baker  gives 
a list  of  hypothetical  causes  of  this  condition.  He  describes  the 
symptoms,  and  his  paper  is  illustrated  with  coloured  plates, 
which  show  the  condition  as  seen  with  the  cystoscope.  The 
illustrations  show  no  other  morbid  change  than  the  hypersemia. 

* Vol.  vii.  of  the  “ American  Gynecological  Transactions.” 
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Baker  also  describes  as  a different  morbid  condition  “ Fissure 
of  the  vesical  neck.”  This,  lie  says,  correctly  as  I believe, 
“ corresponds  in  every  way  to  fissure  of  the  anal  sphincter.” 
He  says  it  occurs  as  a “ linear  ulceration,  a centimetre  or  less  in 
length,  at  the  bottom  of  one  of  the  folds  of  the  vesico-urethral 
junction.”  He  gives  a hypothetical  account  of  its  causes. 

The  symptoms  are  extreme  pain  in  micturition,  persisting 
afterwards,  and  great  frequency  of  the  call  to  empty  the 
bladder.  Sometimes  a little  blood  escapes  with  the  urine. 
The  symptoms,  Baker  correctly  says,  greatly  resemble  those 
of  cystitis  and  of  hypenemia  of  the  vesical  neck.  The  urine 
is  clear,  and  there  is  tenderness  about  the  vesical  neck. 
When  the  bladder  is  examined  with  the  cystoscope— a pro- 
ceeding for  which  anaesthesia  is  desirable — -the  fissure  is  seen 
as  a small  greyish  ulceration,  with  red  inflamed  edges,  at  the 
vesical  neck. 

This  description  is  correct.  With  regard  to  the  bladder, 
as  well  as  other  organs,  the  use  of  instruments  which  en- 
able us  to  see  diseased  parts,  instead  of  inferring  the  nature 
of  the  morbid  conditions,  must  in  time  bring  greater  know- 
ledge about  them,  and  greater  power  of  treating  them 
properly.  But  we  have  not  yet  reaped  practical  advan- 
tage from  the  cystoscope  in  these  cases.  The  diagnosis 
between  fissure  of  the  neck  of  the  bladder  and  cystitis  is 
easily  made  by  the  presence  or  absence  of  pus  in  the  urine. 
The  diagnosis  between  fissure  and  hyperaemia  may  seem  to 
need  the  endoscope.  I think  Dr.  Baker’s  writings  on  this 
subject  among  the  most  valuable  that  have  appeared.  I 
agree  with  him  that  it  is  almost  incredible  that  the  slight 
morbid  change  which  in  these  cases  he  has  seen  with  the 
endoscope  should  cause  such  symptoms.  I know  also  that  it 
is  not  always  easy  to  see  every  part  of  the  inside  of  the 
■bladder  with  the  cystoscope.  Biassed,  perhaps,  by  these  two 
considerations,  I suspect  that  in  Dr.  Baker’s  cases,  in  which 
hypericin ia  was  all  that  he  found,  fissure  may  have  been 
present,  although  not  detected. 

Accepting  Dr.  Baker’s  differentiation,  the  fact  remains 
that,  whether  fissure  or  hypenemia  be  the  condition,  the 
treatment  is  the  same  ; and  therefore  we  at  present  gain 
nothing  by  the  exacter  diagnosis. 
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Treatment. — Given  a case  in  which  there  is  severe  pain  in 
micturition,  nothing  the  matter  with  the  urethra  to  account 
for  it  (demonstrated  by  examination  of  the  urethra  and  by  the 
failure  of  urethral  treatment),  the  first  thing  in  treatment  is 
to  dilate  the  urethra  under  anaesthesia. 

As  Baker  correctly  says,  similar  fissures  may  be  present 
in  cystitis.  Their  presence  or  absence  makes  no  difference  in 
the  treatment.  It  makes  a difference  in  the  prognosis,  because 
cystitis  takes  longer  to  get  well  than  the  simple  fissure  of  the 
vesical  neck.  The  best  way  of  dilating  the  urethra  is  with 
Hegar’s  dilators.  Pass  these  up  to  16  or  17,  and  the  urethra 
will  then  admit  the  finger. 

Advantages  of  dilatation  of  urethra. — The  advantage 
of  dilatation  of  the  urethra  is  twofold.  First,  it  sometimes 
seems  to  act  upon  these  painful  conditions  of  the  neck  of 
the  bladder,  as  stretching  the  sphincter  ani  does  in  fissure  of 
the  rectum.  The  stretching  of  the  muscle  for  the  time 
paralyses  it  and  abolishes  painful  spasmodic  contraction. 
Fissure  of  the  rectum  in  all  probability  depends  upon  the 
exposure  in  the  ulcer  of  a sensitive  nerve  twig.  Possibly 
in  stretching  the  sphincter  this  is  torn  across.  In  stretching 
the  neck  of  the  bladder,  the  sphincter  is  for  a time  paralysed, 
and  possibly  sensitive  nerve  twigs  are  torn  across.  Whatever 
the  mode  of  action,  it  is  a fact  that  in  cystitis  temporary  im- 
provement is  the  invariable  result  of  stretching  the  urethra ; 
and  in  these  painful  conditions  of  the  urethra  and  neck  of 
bladder,  temporary  benefit  always  follows.  Sometimes  stretch- 
ing the  urethra  is  enough  to  cure,  but  this  is  not  the  rule. 
Still,  were  there  no  other  reason  for  dilating  the  urethra,  this 
temporary  benefit,  with  the  possibility  of  permanent  cure, 
Avould  make  it  worth  while  to  perform  this  little  operation. 
Dilatation  of  the  urethra  has  another  advantage.  It  facilitates 
diagnosis ; with  the  finger  in  the  urethra  you  can  feel  the 
inside  of  the  bladder,  and  detect  any  new  growth,  thickening, 
or  inequality. 

Objections  to  dilating  urethra. — There  are  two  objec- 
tions to  dilating  the  urethra.  One  is  the  risk  of  septic 
infection ; the  other  that  of  permanent  loss  of  control 
over  the  bladder.  The  operator  should  take  care  that  his 
hands  and  his  instruments  are  aseptic,  and  should  lubricate 
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them  with  an  antiseptic  lubricant  before  touching  the  urethra. 
I have  never  known  incontinence  of  urine  follow  dilatation  of 
the  urethra  to  the  degree  necessary  to  admit  the  finger.  But 
I have  known  dilatation  beyond  this  point  to  be  followed  by 
this  calamity.  I say  not  that  incontinence  of  urine  neces- 
sarily follows  if  the  sphincter  is  dilated  beyond  the  size  of 
the  finger,  but  only  that  there  is  risk.  This  risk  ought  not  to 
be  incurred,  because  if  the  finger  can  be  put  in  the  bladder, 
that  is  enough  for  diagnosis.  If  treatment  of  the  inside  of 
the  female  bladder  is  required — if  there  is  a stone,  a new 
growth,  or  a foreign  body  to  be  removed — it  is  bad  surgery  to 
try  and  remove  it  through  the  urethra.  Examine  the  bladder 
through  the  urethra ; treat  it  through  the  vagina. 

Vaginal  cystotomy. — Assume,  now,  that  the  urethra  has 
been  dilated ; no  disease  of  the  bladder  has  been  found,  and 
the  temporary  improvement  produced  by  the  dilatation  has 
not  persisted.  Applications  to  the  urethra,  if  they  do  good,  do 
good  quickly.  I have  seen  cases  in  which  persevering  local 
treatment — cauterising,  and  dividing  the  base  of  the  ulcer — 
has  failed.  The  surest,  quickest,  and  least  disagreeable  way  of 
curing  the  patient  is  by  vaginal  cystotomy.  Ansesthetise  the 
patient.  Put  her  in  the  lithotomy  position.  Put  a director 
in  the  urethra,  and  see  that  it  is  held  in  the  middle  line. 
Open  the  bladder  trom  the  vagina  by  cutting  upon  the  director. 
If  the  incision  is  median  no  important  part  can  be  wounded. 
The  opening  should  be  large  enough  to  admit  the  finger.  It 
is  necessary  next  to  prevent  the  incision  from  healing.  One 
of  the  indiarubber  stems  known  as  Greenhalgh’s  may  be  used 
for  the  purpose  ; or  the  vesical  mucous  membrane  may  be 
sewn  to  the  vaginal  on  each  side  by  a catgut  stitch.  I prefer 
the  former. 

The  effect  of  this  is  that  the  bladder  is  kept  at  rest.  All 
pain  ceases  at  once  ; and  it  the  artificial  fistula  is  kept  open 
long  enough,  the  ulcer  heals,  and  then  the  fistula  can  be 
closed,  and  the  patient  remains  well. 

Although  she  is  free  from  the  suffering  for  which  the 
operation  was  done,  yet  the  patient  for  the  time  is  continually 
wet.  The  best  way  of  minimising  the  discomfort  of  this 
is  to  keep  the  patient  on  what  is  known  as  a fracture  bed : 
that  is,  a bed  provided  with  a receptacle  into  which  the  urine 
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can  flow.  The  absolute  rest  in  bed  favours  the  recovery  of 
the  bladder,  and  so  is  beneficial.  I have  bad  various  urinals 
tried  ; but  none  is  satisfactory. 

Such  an  incision  into  the  bladder  contracts  to  a canal  only 
large  enough  to  admit  a probe  and  sometimes  heals.  One 
reason  why  I prefer  not  to  stitch  the  mucous  membrane  of 
the  bladder  to  that  of  the  vagina  is  because  it  is  more  likely 
to  heal  spontaneously  if  this  stitching  is  not  done.  It  is  impos- 
sible at  present  to  lay  down  a rule  as  to  how  long  such  a fistula 
should  be  kept  open.  Relief  follows  at  once  when  the  fistula 
is  made,  and  if  when  it  heals  relief  continues,  nature  has  shown 
us  what  is  a sufficient  time  in  that  case.  I have  found  two 
months  a sufficient  time,  the  patient  being  in  bed.  If 
symptoms  return  as  the  fistula  heals,  the  passage  of  a sound 
will  easily  break  it  open. 

Baker  keeps  the  patient  in  bed  for  only  a few  days,  and 
then  fits  on  a urinal,  and  allows  the  patient  to  get  up  and 
enjoy  fresh  air  and  exercise.  The  fistula  is  kept  open  for  six 
months  or  more.  Dr.  Baker  does  not  close  the  fistula  until 
the  bladder  has  ceased  to  be  tender ; nor,  in  cases  of  cystitis, 
until  pus  or  blood  has  disappeared  from  the  urine.  This  plan 
has  the  advantage  that  the  patient  can  attend  to  her  family 
duties,  and  get  the  benefit  of  the  sun  and  air.  But  I think  the 
disadvantages  overweigh  these  advantages.  First,  we  know 
that  all  visceral  inflammations  get  well  more  quickly  when  the 
patient  is  kept  at  rest  in  bed.  Second,  there  is  no  way  that 
I know  of  by  which  a patient  with  a vesico-vaginal  fistula 
can  be  kept  dry  while  she  is  up  and  about.  A urinal  will 
collect  some  of  the  urine,  and  prevent  the  patient  from  being 
quite  so  wet  as  she  would  be  without  it.  It  can  be  ad- 
justed so  that  it  will  for  a little  while  receive  and  retain  all 
the  urine,  but  it  soon  gets  displaced  and  ceases  to  do  its 
duty  perfectly.  These  two  drawbacks,  slowness  of  cure  and 
impossibility  of  keeping  the  patient  quite  dry,  are  in  my 
judgment  greater  evils  than  two  months’  bed. 

Cystitis. — The  conditions  that  I have  been  describing  are 
all  rare,  have  not  long  been  known  to  the  profession,  and 
are  little  noticed  in  text-books.  A commoner  cause  of  painful 
micturition  is  cystitis.  This  malady  is  found  out  by  the 
condition  of  the  urine,  which  is  alkaline  and  contains  pus. 
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Cystitis  is  not  peculiar  to  women,  and  I therefore  think  it 
beyond  the  scope  of  this  work  to  enter  into  detail  upon  the 
conditions  which  in  both  sexes  alike  cause  cystitis ; or  upon 
the  effects  of  cystitis  which  occur  in  both  sexes.  I shall 
describe  only  those  features  which  are  peculiar  to  cystitis  as  it 
occurs  in  women.  These  peculiar  features  are  (1)  that  the 
female  bladder  can  be  more  easily  explored,  and  (2)  that  it  can 
be  more  easily  treated  than  the  male  bladder. 

The  exploration  of  the  female  bladder. — The  female 
bladder  is  easily  explored,  because  the  female  urethra  is  so 
short  and  so  easily  dilated.  This  makes  the  inside  of  the 
bladder  accessible  both  (a)  to  touch  and  (b)  sight.  I have 
already  described  (a)  how  the  urethra  can  be  dilated  and  the 
bladder  explored  by  the  linger  introduced  through  the  dilated 
urethra.  (b)  Visual  examination  of  the  interior  of  the  bladder 
has  been  made  practicable  by  Pawlik.  His  method,  with  some 
modifications,  has  been  introduced  to  English-reading  surgeons 
by  Howard  Kelly.  The  essential  features  of  Pawlik’s  method 
are  these  : that  when  the  patient  is  placed  with  her  pelvis  so 
raised  as  to  make  the  intra-abdominal  pressure  negative,  and 
the  urethra  is  held  patent  with  a speculum,  air  enters  the 
bladder  and  keeps  its  walls  apart.  Then  if  the  bladder  be 
emptied  of  urine,  its  walls  can  with  a good  light  be  inspected 
through  the  speculum. 

How  to  inspect  the  interior  of  the  bladder. — The  inside 
of  the  bladder  can  be  looked  at  through  a small  speculum 
without  dilating  the  urethra.  It  then  is  unpleasant  rather 
than  painful  to  the  patient,  and  can  be  done  without  anaes- 
thesia. But  with  a small  speculum  it  is  so  difficult  to  recog- 
nise what  is  seen  that  only  a person  very  experienced  in  such 
examinations  will  get  much  information;  and  even  such  a 
person  will  have  to  make  a prolonged  examination  ; which 
is  very  disagreeable  to  the  patient.  To  get  a good  view,  so 
that  observations  may  be  free  from  error,  the  urethra  must 
be  dilated,  and  a large  speculum  used;  and  this  cannot  be 
done  without  anaesthesia. 

The  anaesthetised  patient  is  held  in  the  lithotomy  position 
by  Clover’s  crutch,  with  her  pelvis  well  raised  on  cushions. 
The  bladder  is  emptied  as  far  as  a catheter  will  do  it.  Then 
the  urethra  is  dilated  with  Hegar’s  dilators.  This  may  be 
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done  up  to  No.  17  (that,  is,  a dilator  17  millimetres  in  diameter) 
without  risk  of  subsequent  incontinence  of  urine.  Then  a 
speculum,  a polished  metal  tube  with  a trumpet-shaped  end, 
provided  with  an  obturator,  is  inserted  (Fig.  173).  Kelly 
speaks  of  using  specula  having  a diameter  of  20  millimetres  ; 
but  I have  never  gone  beyond  17  ; and  I know  of  one  case  in 
which  a considerably  larger  one  was  used,  with  the  result  of 

producing  permanent  in- 
continence of  urine. 

The  examiner  puts  on 
a 1 ary ngoscopic  mirror.  He 
has  either  so  placed  the 
patient  that  he  may  be 
opposite  a window,  or  he 
has  a lamp,  electric  or  other, 
so  placed  that  the  light 
from  it  may  be  reflected 
by  the  mirror  into  the  spe- 
culum. There  will  be  a 
little  urine  in  the  bladder. 
As  much  of  this  as  possible  is  sucked  up  by  a syringe  having 
attached  to  it  a bit  of  india-rubber  tubing  which  is  passed 
into  the  speculum.  The  mucous  membrane  is  then  com- 
pletely dried  by  swabbing  it  with  cotton  wool  held  with 
forceps. 

When  this  has  been  done,  the  inside  of  the  bladder  can  be 
inspected.  By  turning  the  speculum  about  30°  to  one  side  or 
the  other,  the  ureteral  orifices  can  be  brought  into  view. 
A suitable  catheter  can  be  passed  into  it.  (Figs.  174,  175.) 
Sometimes  the  ureteral  orifice  is  visible  only  as  a dimple,  or  a 
fine  crack,  and  can  be  identified  only  by  seeing  urine  escape 
from  it.  When  inflamed  it  may  be  more  easily  seen  as  a 
round  hole  in  a circular  eminence ; and  if  the  renal  pelvis  be 
inflamed,  the  flow  of  pus  will  mark  out  the  ureteral  orifice 
more  distinctly  than  that  of  urine. 

Value  of  Pawlik’s  method.— This  method  of  looking  at 
the  inside  of  the  bladder  is  an  improvement  which  in  some 
cases  gives  us  information  that  we  could  not  otherwise  get. 
When  you  are  doubtful  whether  pus  in  the  urine  comes  from 
the  bladder  or  the  kidney,  or  whether  one  or  both  kidneys  are 


Fig.  173. — Urethral  speculum.  ( Pawlik- 
Kelly.) 
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diseased,  by  this  method  you  can  see  what  comes  from  the 
ureter.  If  cystitis  be  tubercular,  the  tubercles  may  be  seen. 
But  in  most  cases  of  cystitis  in  women  you  can  find  out  the 
cause  as  well  by  the  finger  as  by  inspection. 

The  causes  of  cystitis  in  women.— It  may  be  useful  if 


I mention  here  the  ordinary  causes  of  cystitis  in  women, 
although  for  the  reason  given  I do  not  enter  into  detail 
about  them. 

1.  Retention  of  urine,  from  any  cause,  if  prolonged  enough, 
may  set  up  cystitis.  The  causes  of  retention  of  urine  I shall 
describe  in  the  next  chapter. 

2.  Entrance  of  microbes. — The  microbes  most  often  to 
blame  are  the  microbes  found  in  the  lochia  of  puerperal 
women,  the  various  kinds  of  which  are  often  comprehensively 
denoted  by  the  adjective  “ septic.”  It  is  doubtful  if  the  gono- 


Fig.  175. — Flexible  ureteral  catheter.  (Pawl ik  Kelly.) 


coccus  alone  can  cause  cystitis.  The  microbes  are  often  carried 
in  by  the  catheter.  A catheter  which  is  often  used  should  be 
kept  lying  in  solution  of  sublimate  1-2000,  and  should  be 
lubricated  with  sublimate  glycerine  before  use.  The  parts 
around  the  meatus  urinarius  should  be  washed,  or  wiped 
with  sublimate  glycerine  before  an  attempt  is  made  to  pass 
the  catheter.  We  know  not  all  the  conditions  upon  which 
the  power  of  microbes  to  cause  cystitis  depends,  for  some- 
times after  abdominal  section  cystitis  will  develop  in  spite  of 
antiseptic  precautions,  while  catheterism  of  healthy  young 
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women  for  hysterical  retention  was  hardly  ever  followed  by 
cystitis,  even  in  pre-antiseptic  times,  when  no  precautions  to 
ensure  the  cleanliness  of  catheters  were  taken. 

3.  New  growths  in  the  bladder — tubercle,  cancer,  polypi, 
villous  growths.  These  are  all  rare.  They  all  cause  htema- 
turia,  as  well  as  pyuria.  I should  expect  that  a tubercular 
bladder,  if  opened  and  drained,  would  get  well ; but  I know 
not  of  any  case  that  has  been  observed  to  do  so.  Cancer 
of  the  bladder  is  generally  secondary  to  cancer  of  the  uterus, 
but  it  may  be  a primary  disease.  It  has  been  treated  by 
extirpation  of  the  whole  bladder,  but  as  this  operation  has 
very  seldom  been  done,  I refrain  from  transcribing  an  account  of 
it.*  The  diagnostic  marks  of  cancer  are  those  which  character- 
ise cancer  in  every  part  of  the  body ; viz.,  the  presence  of  new 
growth,  infiltrating  all  tissues  and  spontaneously  breaking 
down.  The  finger  fee'ls  either  a warty  growth  or  an  ulcer,  with 
friable  surface,  and  thickened  base  and  edges.  Polypi  of  the 
bladder  may  be  fibromatous,  myomatous,  sarcomatous,  or 
adenomatous.  A polypus — that  is,  a stalked  tumour  of  the 
bladder  of  any  kind — either  in  bladder  or  urethra,  is  very  rare. 
If  present,  it  will  be  detected  with  the  finger.  If  its  stalk  is 
thin,  it  may  be  detached  with  the  finger-nail.  With  villous 
tumours  or  fibro-papillomata  of  the  bladder,  haemorrhage  is 
the  most  conspicuous  feature.  The  tumour  can  be  detected 
with  the  finger. 

4.  Foreign  bodies  in  the  bladder. — The  commonest  of 
these  is  stone.  Stone  in  the  bladder  is  less  common  in 
women  than  in  men,  because  the  shortness  and  dilatability 
of  the  female  urethra  permit  a small  stone  to  be  passed  by 
that  canal  f more  easily  than  through  the  longer  and  narrower 
excretory  duct  of  the  male  bladder.  There  may  also  occur 
bones,  from  the  opening  of  an  ectopic  pregnancy ; bone,  hair, 
irritating  sebum  or  masses  of  solid  tissue,  from  a dermoid  cyst ; 
pus  from  perimetric,  parametric,  or  other  abscesses, ; and 
foreign  bodies  put  in  through  the  urethra  by  the  patient 
herself,  such  as  hairpins,  hatpins,  bodkins,  pieces  of  wood. 

Course  of  cystitis. — In  cystitis  from  retention,  when  the 

* Pawlik,  Amer.  Journal  of  Obst.,  1890,  p.  1141,  and  Mayo  Robson,  Brit. 
Med.  Journal,  Nov.  8,  1902,  p.  1519. 

t For  instances  of  the  spontaneous  passage  of  calculi  by  the  female  urethra 
see  Phocas,  “ Annales  de  Gynecologic,”  xxxiv.,  1890. 
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retention  has  been  relieved,  the  natural  course  of  the  disease 
is  towards  recovery.  How  long  recovery  takes  depends  upon 
the  extent  to  which  the  bladder  wall  has  been  damaged  by 
the  retention.  It  may  be  so  damaged  that  the  whole  or  part 
of  the  mucous  membrane  is  killed  and  separated.  The  whole 
mucosa,  with  a good  deal  of  muscular  fibre,  may  be  detached 
and  lie  like  a collapsed  bag  in  the  bladder;  or  a large  piece 
of  mucous  membrane  may  be  detached.  This  exfoliative 
cystitis  only  occurs  after  long  retention.  Its  commonest 
cause  in  women  is  retroversion  of  the  gravid  uterus ; next  to 
that,  retention  after  labour.  It  is  rare,  though  it  sometimes 
occurs,  in  men.  Exfoliative  cystitis  does  not  begin  to  get  well 
until  the  exfoliated  piece  has  been  got  rid  of,  which  happens, 
if  the  case  be  let  alone,  by  its  expulsion  through  the  urethra. 
In  cystitis  from  microbes,  the  tendency  is  to  recovery  : the 
leucocytes  vanquish  and  eat  the  microbes.  Cystitis  from  new 
growths  or  foreign  bodies  lasts  until  its  cause  has  been 
removed. 

The  treatment  of  cystitis  in  the  female. — Cystitis  is 
more  easily  cured  in  the  female  than  in  the  male,  because  the 
female  bladder  can  be  so  easily  emptied  and  drained.  The 
first  thing  is,  if  possible,  to  remove  the  cause  of  the  cystitis. 
Never  try  to  remove  a foreign  body  or  growth  in  the  female 
bladder  through  the  urethra.  Such  attempts  bring  with  them 
danger  of  subsequent  incontinence  of  'urine.  To  remove  any- 
thing from  the  bladder  open  it  through  the  vagina  by  an 
incision  in  the  middle  line.  By  such  an  incision  you  can  get 
as  much  room  as  you  want.  If  the  cystitis  is  severe  do  not 
sew  up  the  incision,  for  drainage  of  the  bladder  through  the 
opening  will  be  the  best  possible  thing  to  cure  cystitis.  The 
wound  will  often  heal  in  two  or  three  weeks,  and  if  not  it  will 
contract  to  the  size  of  a pinhole,  and  can  then  be  closed  easily. 

When  the  cause  has  been  removed,  the  treatment  of 
cystitis  in  the  female  is  the  same  as  in  the  male.  There  are 
drugs  supposed  to  have  a specific  influence  on  the  bladder, 
viz.,  buchu,  uva  ursi,  pareira,  triticum  repens.  These  do  no 
harm,  and  therefore  may  be  given;  but  they  are  far  inferior 
in  effect  to  local  treatment.  Let  the  bladder  be  washed 
out  night  and  morning  with  a non-irritating  antiseptic, 
the  best  being  a saturated  solution  of  boric  acid.  Let 
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it  be  done  by  means  of  a funnel  connected  by  indiarubber 
tubing  with  a double-channelled  catheter.  With  this  arrange- 
ment the  force  of  the  stream  depends  upon  the  height  to 
which  the  funnel  is  raised.  It  should  not  enter  with  force 
enough  to  cause  pain.  If  this  be  used  while  cystitis  is  still 
recent  it  will  quickly  cure  it.  If  the  cystitis  be  of  long  stand- 
ing, and  this  treatment  is  not  effective,  or  if  there  be  much 
pain,  drain  the  bladder,  so  that  it  may  have  perfect  rest. 
Treat  the  case  in  the  way  I have  described  in  speaking  of 
fissure  of  the  vesical  neck. 
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CHAPTER  LI. 


RETENTION  OF  UllINE. 

In  this  chapter  I have  little  more  to  do  than  to  mention 
the  causes  of  retention  of  urine  in  women  ; for  the  conditions 
which  cause  it  are  most  of  them  described  in  other  parts 
of  this  work. 

Hysterical  retention. — In  any  case  of  retention  of  urine, 
the  first  thing  to  do  is  to  pass  a catheter.  There  are  cases 
in  which  this  is  unnecessary  ; for  sometimes  retention  of  urine 
occurs  in  young  girls  who  have  no  disease  of  or  near  the 
urinary  organs.  This  is  called  hysterical  retention.  I have 
said  more  about  it  in  Chapter  III.  Until  you  have  ex- 
amined the  pelvic  organs  and  the  contents  of  the  bladder 
you  cannot  be  sure  that  the  case  is  one  in  which  the 
catheter  had  better  not  be  used. 

Lack  of  expelling  power.  — Over-distension  of  the 
bladder  may  so  weaken  its  wall  by  stretching,  that  it  does 
not  contract,  and  hence  urine  is  retained.  After  labour,  the 
patient  is  sometimes  unable  to  pass  water  while  she  is  lying 
down,  because  the  abdominal  walls  have  been  so  weakened 
by  over-stretching  during  pregnancy  that  the  pressure  within 
the  belly  is  not  enough  to  expel  the  urine.  When  the  patient 
sits  up  in  bed  she  can  pass  water.  This  is  one  of  the  causes 
of  retention  in  childbed.  This  is  the  proper  place  to  mention 
that  retention  may  be  the  result  of  nervous  disease.  In 
tabes  dorsalis  and  in  insular  sclerosis,  slowness  and  diffi- 
culty in  emptying  the  bladder,  and  occasionally  retention, 
are  sometimes  early  symptoms.  Retention  is  common  in 
paraplegia. 

Retro-uterine  swellings. — When  after  drawing  off  the 
urine  you  examine  by  the  vagina,  you  may  find  a swelling 
behind  the  uterus,  driving  the  cervix  forward  and  compressing 
the  urethra.  These  swellings  may  be — 

1.  The  body  of  a retroverted  gravid  uterus. 

2.  A fibroid  : either  (a)  a growth  from  the  back  of  the 
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uterus,  the  cervix  and  uterine  cavity  being  pushed  forwards ; 
or  ( b ) a growth  in  the  uterine  wall  retroverting  or  retrofiexing 
the  uterus. 

3.  An  ovarian  tumour. 

4.  Serous  perimetritis. 

5.  Retro-uterine  haematocele. 

6.  An  abscess. 

7.  A malignant  growth. 

8.  An  extra-uterine  gestation  sac. 

9.  Hydatid  cyst. 

The  first  three  of  these  fix  the  uterus  by  their  size  ; by  so 
jamming  the  uterus  forwards  that  there  is  not  room  for 
it  to  move.  The  lessening  of  mobility  is  in  proportion  to 
the  pushing  forwards  of  the  uterus.  If  the  swelling  behind 
is  small,  the  uterus  is  not  absolutely  fixed,  although  it 
does  not  move  so  freely  as  it  should.  In  the  remaining 
conditions,  the  uterus  is  fixed  by  adhesions  as  well  as  by 
displacement. 

Retroversion  of  the  uterus — whether  with  pregnancy 
or  with  a fibroid  — differs  from  all  the  other  conditions 
mentioned  in  this,  that  the  body  of  the  uterus  is  not  to 
be  felt  in  its  normal  situation. 

When  the  uterus  is  pushed  forwards  by  a swelling  behind 
it,  it  is  pushed  nearer  the  abdominal  wall.  It  is  also  usually 
pushed  upwards,  because  (1)  by  its  forward  movement  the 
space  for  the  bladder  in  the  pelvis  is  diminished,  and  there- 
fore the  bladder  when  full  rises  up  behind  the  anterior 
abdominal  wall  and  pulls  the  uterus  up  with  it ; and  (2)  the 
uterus  is  often  adherent  to  the  bowels  forming  the  upper 
boundary  of  the  cavity  containing  the  effusion,  and  these 
adhesions  pull  the  uterus  up.  Being  pushed  forwards  and 
upwards,  the  uterus  can  be  easily  felt  by  bimanual  examina- 
tion. This  therefore  is  the  sign  by  which  retroversion  of  the 
uterus  is  to  be  distinguished  from  a swelling  behind  the 
uterus  pushing  it  forwards.  If  you  feel  doubtful  whether 
what  you  feel  bimanually  is  the  uterus  or  not.  pass  the  sound. 
If  the  uterus  is  pressed  forwards  and  upwards,  the  sound 
(which,  in  examining  such  a case,  should  be  made  less  bent 
than  usual)  will  pass  two  and  a half  inches  or  more  in  the 
upward  direction. 
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If  you  feel  immediately  behind  the  symplrysis  pubis  and 
anterior  abdominal  wall  a body  having  the  shape,  hardness, 
and  size  of  the  uterus,  moved  by  an  impulse  imparted  to  the 
cervix,  and  when  moved  moving  the  cervix,  and  into  which 
the  sound  passes,  it  is  certain  that  the  swelling  behind  is  not 
a retroverted  uterus. 

The  cases  in  which  it  is  difficult  by  bimanual  examination 
to  make  out  a uterus  displaced  forwards  by  a tumour  behind 
it  are  cases  of  ovarian  tumours  in  which  the  uterus  is 
adherent,  and  is  dragged  upon  so  as  to  elongate  it,  and  cases 
of  extra-uterine  gestation  in  which  the  uterus  is  enlarged, 
elongated,  and  blended  by  adhesions  with  the  solid  wall  of 
the  cyst  behind  it.  In  these  cases  the  passage  of  the  sound 
will  show  the  direction  and  length  of  the  uterine  cavity. 

In  retroversion  of  the  gravid  uterus,  when  you  examine 
bimanually,  after  the  bladder  has  been  emptied,  with  the 
finger  on  the  cervix,  you  will  find  that  between  your  finger 
on  the  cervix  and  the  hand  on  the  abdomen  there  is  only 
the  cervix,  not  the  body  of  the  uterus. 

Importance  of  retroversion  of  the  gravid  uterus. — A 
full  description  of  the  clinical  history  of  retroversion  of  the 
gravid  uterus  is  out  of  place  in  a work  which  does  not  treat 
of  the  diseases  of  pregnancy.  Here  I will  only  say  that 
it  is  the  most  common  and  therefore  the  most  important 
cause  of  retention  of  urine  in  women.  If  left  unrelieved  it 
has  little  tendency  to  spontaneous  cure,  and  is  likely  to 
prove  fatal,  by  (a)  cystitis  spreading  up  the  ureters  to  the 
renal  pelvis,  and  so  causing  pyelitis,  uraemia,  and  death. 
Pyelitis  thus  brought  about  may  prove  fatal  long  atter  the 
retention  which  caused  it  has  been  relieved.  ( b ) Or  by  cystitis 
spreading  through  the  bladder  wall  to  the  peritoneum  or  to 
the  cellular  tissue,  (c)  Or  by  cystitis  so  severe  as  to  kill  part 
of  the  bladder  wall ; thus  by  the  separation  of  a slough  the 
bladder  is  perforated,  or  so  thinned  that  it  gives  way  to 
pressure,  and  urine  escapes  into  the  peritoneum  or  cellular 
tissue  according  to  the  site  of  the  perforation. 

Sources  of  error  in  the  diagnosis. — Distension  of  the 
bladder  by  retention  causes  great  pain  and  great  swelling  of 
the  belly.  The  latter  often  misleads,  for  although  the  patient's 
history  suggests  that  she  is  in  the  fourth  month  of  pregnancy 
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she  knows,  and  her  doctor  sees,  that  her  belly  is  much  bigger 
than  that  early  stage  of  pregnancy  would  account  for ; and 
hence  the  history  is  not  duly  taken  into  account.  When  the 
retention  has  lasted  a few  days,  the  tension  within  the  bladder 
becomes  so  great  that  the  resistance  of  the  blocked  urethra  is 
partly  overcome,  and  the  urine  trickles  away  through  it  in 
drops.  If  the  patient  has  not  sought  advice,  or  not  mentioned 
her  urinary  trouble  before,  she  will  now  tell  you,  not  that  she 
cannot  pass  water,  hut  that  she  cannot  retain  it.  Hence 
always  remember  that  a complaint  of  incontinence  of  urine 
may  indicate  retention. 

Retroversion  of  a fibroid. — A fibroid,  if  it  be  the  size  of  a 
uterus  in  the  fourth  month  of  pregnancy,  may  retrovert  the 
uterus,  become  incarcerated,  and  cause  retention  of  urine  just 
like  a pregnant  uterus.  This  is  rare:  for  fibroids  of  just 
the  size  to  get  into  the  hollow  of  the  sacrum  and  there 
get  incarcerated  are  not  common.  Distinguish  such  a fibroid 
from  a pregnant  uterus  by  the  greater  hardness  of  the  fibroid, 
the  deeper  colour  of  the  vulval  mucous  membrane  in  preg- 
nancy, the  softening  and  swelling  of  the  cervix  in  pregnancy. 
With  a fibroid  the  colour  of  the  mucous  membrane  is  that 
of  the  buccal  mucous  membrane ; and  the  cervix  uteri  is 
small  and  hard.  The  history  is  less  important,  but  may  help. 
It  is  of  amenorrhoea  and  the  other  symptoms  of  pregnancy  in 
that  condition ; but  probably  of  bleeding  with  a fibroid. 

In  retention  due  to  retroversion  and  incarceration  of  a 
uterus  enlarged  by  pregnancy  or  a fibroid,  the  treatment 
is,  first,  to  draw  off  the  urine,  and  then  to  push  up  the 
displaced  uterus.  Push  towards  one  side,  so  that  you  may 
evade  the  sacral  promontory. 

Retro-uterine  tumours.— A retro-uterine  tumour  causing 
retention  may  be  an  ovarian  or  a fibroid  pushing  the  uterus 
forward  so  as  to  compress  the  urethra  and  cause  retention. 
Such  a tumour  may  have  been  at  one  time  above  the  pelvis, 
but  have  been  suddenly  pushed  down  during  some  effort,  and 
have  then  got  incarcerated  under  the  sacral  promontory.  Or 
it  may  have  been  slowly  growing  in  the  pelvis,  causing  no 
trouble  until  it  got  so  large  that  some  increased  congestion 
within  the  pelvis — as,  for  instance,  from  fatigue — led  to 
swelling  of  the  tumour,  the  uterus,  or  the  urethra,  or  all  of 
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them,  sufficient  to  cause  retention.  If  so,  a few  days’  rest 
in  bed  after  the  urine  has  been  drawn  off  will  prevent 
recurrence  of  the  retention.  In  either  case  the  treatment 
is,  first,  to  draw  off  the  urine,  and  then  carefully  to  examine 
the  parts.  I describe  in  other  chapters  the  diagnosis  and 
treatment  of  sucb  tumours. 

The  lump  pushing  the  uterus  forward  may  be  a collection 
of  blood,  pus,  or  serum.  The  blood  may  be  in  Douglas’s 

Uterus  Peritoneum, 


s Colony 


Fig.  17G. — Retro-uterine  hydatid.  [After  Bland  Sutton.) 

pouch  or  in  the  cellular  tissue.  I have  described  the  causes, 
symptoms,  and  signs  of  such  blood  effusion  in  Chapter  XX. 
Pus  may  be  in  the  Fallopian  tube,  in  an  ovarian  cyst,  or 
in  the  peritoneum.  Information  as  to  such  pelvic  sup- 
puration will  be  found  in  Chapters  XVI.  and  XVII.  The 
swelling  may  be  serous  exudation ; a form  of  perimetritis 
that  I have  described  in  Chapter  XV.  A swelling  behind  the 
uterus  may  be  an  ectopic  pregnancy ; this  I shall  describe 
in  a later  chapter. 

Hydatid  cysts. — A retro-uterine  tumour  causing  retention 
may  be  a hydatid  cyst*  (Fig.  17G).  Such  tumours  are  rare 

* See  a case  by  the  author,  Lancet , Nov.  21,  1S9G.  For  an  account  of 
hydatids  in  the  peritoneum  generally,  see  Fenwick,  on  “ Obscure  Diseases  of 
the  Abdomen.” 
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in  women,  commoner  in  men.  The  cyst  may  be  single,  but 
they  are  oftener  multiple.  They  cause  no  symptoms  except 
by  their  size,  unless  they  suppurate.  A hydated  cyst  causing 
retention,  of  urine  will  be  underneath  the  peritoneum.  I 
know  not  how  it  is  to  be  distinguished  from  other  cysts 
that  occur  in  this  situation  until  it  has  been  opened  and 
the  characteristic  fluid  and  lining  membrane  let  out. 

Blocking  of  the  urethra. — Disease  of  the  ure thro- vaginal 
septum  may  block  the  urethra.  Cancer  may  begin  here, 
though  it  rarely  does ; or  it  may  extend  down  the  urethro- 
vaginal septum  from  the  uterus,  and  block  the  urethra  so 
that  the  patient  cannot  pass  water.  The  passage  of  a catheter 
causes  such  pain  that  the  patient  will  welcome  the  creation 
of  a vesico-vaginal  fistula,  deeming  it  a less  evil  to  be  con- 
stantly wet  than  occasionally  to  have  the  catheter  passed. 
The  best  treatment  of  such  retention  is  to  make  a fistula 
by  cutting  in  the  middle  line  from  the  vagina  into  the 
bladder.  If  this  is  not  done,  the  breaking  down  of  the  cancer 
will  in  time  make  a fistula,  after  causing  great  suffering 
to  the  patient.  Retention  from  an  abscess  in  the  urethro- 
vaginal septum  will  be  ended  by  the  bursting  or  opening  of 
the  abscess.  I have  known  ulcerated  surfaces  of  esthiomene 
at  the  meatus  adhere,  and  close  the  meatus  urinarius,  so  that 
there  was  retention  of  urine,  and  the  urethra  was  dilated  into 
a sausage- shaped  fluctuating  swelling* 

Spasmodic  Retention. — One  of  the  commonest  kinds  of 
retention  in  men  is  what  is  often  called  ^spasmodic  stricture.” 
The  latter  word  is  incorrectly  used,  because  there  is  no  stric- 
ture. There  is  no  resistance  to  the  passage  of  a large  catheter, 
but  the  outflow  of  urine  is  prevented  by  spasm  of  the  urethra. 
Such  spasmodic  retention  without  disease  of  bladder  or  urethra 
is  rare  in  women,  but  sometimes  occurs.  Retention  may  occur 
from  any  disease  which  makes  micturition  painful,  such  as 
urethral  caruncle,  stone,  fissure  of  the  vesical  neck,  vesical 
polypus.  It  is  conceivable,  but  a most  rare  occurrence  if 
it  ever  happens,  that  a stone  or  a polyp  might  mechanically 
block  the  urethra.  The  retention  associated  with  these 
conditions  is  partly  nervous,  the  pain  which  micturition 
causes  making  the  patient  involuntarily  and  unconsciously 
* I have  reported  the  case  in  “ Obst,  Trans.,”  vol.  xsviii. 
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afraid  to  pass  water,  and  partly  from  spasm  and  swelling  of 
the  urethra.  Cantliarides  and  turpentine  are  said  to  be  able 
to  cause  retention  by  producing  congestion  of  the  bladder 
and  urethra. 

Other  alleged  causes. — According  to  Edis,  fteces,  tumours 
of  the  rectum,  prolapse,  recent  inversion  of  the  uterus,  hcema- 
tometra  or  hsematocolpos,  may  cause  retention  of  urine ; but  I 
have  never  seen  it  from  these  causes. 
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This  means  that  the  patient  cannot  retain  any  urine  : that 
as  fast  as  it  flows  from  the  ureter  into  the  bladder  it  escapes 
externally.  This  comes  from  an  opening  in  the  bladder 
wall.  Such  openings  are  the  result  (a)  of  damage  during 
labour  or  operations,  or  by  some  accident ; ( b ) or  of  sloughing 
from  inflammation ; (c)  or  of  the  breaking  down  of  malignant 
disease ; ( d ) or  of  congenital  malformation.  Labour  is  the 
most  common  cause. 

Vaginal  fistulse. — Vaginal  fistulse  are  among  the  most 
distressing  consequences  of  mismanaged  labour.  There  are 
three  ways  in  which  such  fistulse  may  be  formed.  (1)  By 
tearing.  Tears  in  the  vagina  may  be  so  deep  and  extensive 
as  to  open  the  bladder  or  the  rectum ; and  then,  if  healing  be 
imperfect,  a fistula  is  left.  This  is  the  usual  way  in  which 
recto- vaginal  fistula  is  formed ; but  it  is  a rare  mode  of 
production  of  vesical  fistulse.  (2)  By  perforation.  That  is, 
by  a sharp  instrument  or  point  of  bone  being  thrust  through 
the  vagina  into  the  bladder  or  rectum.  This  is  a rare  mode 
of  origin  for  fistulse  of  any  kind.  Fistulse,  formed  either  by 
tearing  or  perforation,  have  this  feature  in  common,  that  the 
symptoms  they  cause  appear  immediately  after  delivery.  (3) 
By  sloughing.  Nineteen  out  of  twenty  vesical  fistulse  are 
produced  in  this  way.  When  so  produced,  symptoms  do  not 
appear  immediately  after  delivery,  but  are  postponed  till  after 
the  separation  of  the  slough.  The  sloughing  comes  from 
continuous  compression  of  soft  tissues  between  the  foetal 
bead  and  the  pelvic  bones.  Such  compression  takes  place 
when  the  membranes  have  ruptured,  the  amniotic  fluid  has 
drained  away,  the  uterus  has  passed  into  a state  of  tonic 
contraction,  and  there  is  such  disproportion  between  the 
foetal  head  and  the  pelvic  brim  or  cavity,  that  the  head 
cannot  enter  the  one  or  pass  through  the  other.  If  the  head 
cannot  enter  the  brim,  then  the  uterine  force  is  exerted  in 
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compressing  the  soft  parts  nipped  between  the  head  and 
the  most  prominent  points  of  the  pelvic  brim.  In  the 
common  kind  of  contracted  pelvis,  the  prominent  points 
are  the  sacral  promontory  and  the  pubic  symphysis;  and 
therefore  the  pressure  effects  are  greatest  opposite  these 
points.  If  the  pressure  is  so  great  as  to  kill  the  tissues 
nipped,  they  slough.  This  sloughing  is  produced  not  by  the 
magnitude  of  the  pressure,  but  by  its  long  continuance 
without  intermission.  The  after-effects  of  the  sloughing 
depend  upon  the  situation  of  the  damage. 

Crushing  of  tissues  opposite  sacral  promontory. — The 
vaginal  wall  or  the  cervix  uteri  may  slough  where  they  have 
been  compressed  between  the  head  and  the  sacral  promon- 
tory; and  such  sloughing  may  open  the  pouch  of  Douglas. 
If  the'  parts  are  preserved  from  septic  infection,  the  slough  is 
separated,  and  Douglas’s  pouch  is  closed  by  adhesive  in- 
flammation. Such  adhesions  may  alter  the  position  of  the 
uterus ; and  some  think  that  such  change  in  the  position  of 
the  uterus  produces  ulterior  effects.  Information  upon  this 
point  will  be  found  in  Chapters  XI.  and  XVII. 

Crushing  of  tissues  opposite  the  symphysis  pubis. — 
Sloughing  in  this  situation  is  more  important  than  in  any 
other,  because  here  it  destroys  the  integrity  of  the  urinary 
passages.  The  tissues  which  suffer  most  are  those  nearest 
the  head,  that  is,  the  posterior  wall  of  the  urinary  canal,  and 
therefore  the  result  of  such  sloughing  is  incontinence  of  urine. 

Situations  of  urinary  fistulse.— The  place  at  which  the 
sloughing  takes  place  depends  upon  the  extent  to  which 
the  os  uteri  had  been  dilated  and  pulled  up  over  the  head 
at  the  time  pressure  became  continuous.  Sometimes,  although 
very  rarely,  the  membranes  rupture  early,  and  the  os  uteri 
dilates  slowly,  so  that  the  amniotic  fluid  has  drained  off 
and  pressure  become  continuous  before  the  bladder  has  been 
pulled  up  out  of  the  pelvis.  In  that  case  the  slough  may 
involve  the  cervix  uteri  and  the  ureter,  a ureter o-cervical 
fistula  being  formed  (often  spoken  of  as  “ uretero-uterine  ” 
fistula) ; but  the  sloughing  affects  the  cervix,  not  the  body 
of  the  uterus.  One  or  both  ureters  may  in  consequence 
of  sloughing  come  to  open  into  the  fistula.  It  must 
be  admitted  as  possible  that  the  tissues  killed  by  pressure 
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may  comprise  tlie  ureters,  but  not  the  bladder.  But  the 
most  probable  explanation  of  such  cases  is  that  the  slough 
involved  cervix,  ureters,  and  bladder  wall ; and  that  while  the 
urine  was  flowing  away  through  the  cervix,  the  gap  in  the 
bladder  healed  by  granulation.  No  uretero-cervical  fistula 
has  yet  been  dissected  after  death.  If  there  is  a persistent 
hole  in  the  bladder,  as  well  as  the  destruction  of  part  of 
the  ureters  and  cervix,  the  condition  is  called  vesico-cer- 
vical  (or  incorrectly,  vesico-uterine ) fistula.  The  destruction 


Fig.  177. — Diagram  illustrating  the  different  kinds  of  fistula.  (After  Sinety.) 


of  tissue  may  involve  a large  part  of  the  cervix  uteri  and 
the  vagina,  and  this  is  called  vesico-cervico-vaginal  (or 
vesica -utero- vaginal)  fistula.  But  fistulse  involving  the 
cervix  uteri  are  rare  ; according  to  Nengebauer*  they  form 
about  8 per  cent,  of  the  vesical  fistulse  which  follow  delivery ; 
and  fistulse  involving  the  ureter  are  still  rarer.  They  are 
rare,  because  pressure  during  delivery  seldom  becomes  con- 
tinuous until  after  the  cervix  uteri  has  been  pulled  up  out 
of  the  pelvic  cavity.  When,  at  this  later  stage  of  the  labour, 
pressure  becomes  continuous,  the  bladder  wall  is  killed  at 
the  part  where  it  is  in  relation  Avith  the  vagina,  and  a 
vesico-vaginal  fistula  is  the  injury  which  results.  (Fig.  177.) 

* “Arch,  fur  Gym,”  Bd.  xxxiv. 
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It  is  possible  that  during  labour  the  relations  of  parts 
may  alter  or  be  altered  by  interference,  so  that  after  part 
of  the  cervix,  ureters,  and  bladder  have  been  so  compressed 
as  to  kill  the  tissues,  the  cervix  may  be  pulled  up,  and 
continuous  pressure  come  to  be  exerted  on  the  bladder;  so 
that  two  fistuke,  a vesico-cervical  and  cervico-vaginal,  are 
formed.  But  the  more  probable  explanation  of  the  coexist- 
ence of  two  fistulse  is  that  the  sloughing  at  first  produced 
one  large  gap,  but  that  across  this  gap  a bridge  of  tissue 
subsequently  united. 

Cervical  fistulse  are,  ac- 
cording to  Neugebauer* 
more  common  in  multi- 
parse than  in  primiparse. 

Annular  sloughing. 

— In  cases  in  which  the 
pelvis  is  contracted  in 
all  its  dimensions,  or  is 
normal  in  shape  and 
size,  but  the  child’s  head 
is  too  large,  the  head 
may  enter  the  pelvic 
cavity,  but  become  im- 
pacted there ; that  is, 
stuck  fast,  unable  either 
to  advance  or  to  recede.  If  this  happen,  a ring  of  soft 
tissue  will  be  crushed  all  round  where  the  head  is  in 
contact  with  the  pelvis.  If  the  impaction  take  place  be- 
fore the  dilatation  of  the  os  uteri  is  complete,  the  cervix 
uteri  may  have  its  vascular  supply  cut  off  by  the  crush- 
ing of  a ring  of  tissue  above  it,  and  consequently  slough. 
This  sloughing  may  affect  only  a ring  of  cervical  tissue. 
If  so  limited,  the  ill  effects  do  not  outlast  the  puerperium. 
But  the  killing  of  tissue  by  pressure  may  affect  more  than 
the  cervix;  it  may  involve  also  the  upper  part  of  the  vagina 
and  the  base  of  the  bladder.  When  healing  has  taken  place, 
as  much  as  it  will  after  separation  of  such  a slough,  the 
vagina  is  found  converted  into  a short  funnel  ending  in 
scar  tissue  bounding  a small  hole  not  large  enough  to  admit 

* Op.  cit. 


Fig.  178. — Slough  of  cervix  uteri,  upper  part 
of  vagina,  and  base  of  bladder.  ( From  a 
specimen  in  the  London  Hospital  Museum, 
drawn  by  Dr.  J.  H.  Scqucira.) 
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the  finger.  I have  recorded  a case  in  which  such  sloughing  * 
took  place  in  a woman  who  was  not  pregnant.  I was  not 
in  that  case  able  to  find  out  its  cause.  The  slough  is  pre- 
served f (Fig.  178).  I have  seen  a case  in  which  sloughing 
took  place  after  delivery,  and  the  resulting  condition  was 
exactly  the  same  as  in  the  case  above  referred  to;  and  there- 
fore I doubt  not  that  the  same  parts  were  involved.  GueniolJ; 
lias  recorded  a similar  case. 

Symptoms. — The  symptom  that  a vesical  fistula  causes, 
wherever  it  be  situated  and  whatever  its  size,  is  incontinence 
of  urine — that  is,  the  patient’s  urine  continually  runs  away 
through  the  vagina.  The  only  exception  to  this  is  that  when 
the  fistula  is  small  the  pressure  of  the  vaginal  wall  against 
it  will  sometimes,  if  the  patient  is  recumbent,  temporarily 
close,  and  retain  a little  urine  in,  the  bladder.  Hence  these 
patients  sometimes  say  that  they  can  for  a time  retain  the 
urine  while  lying  down.  The  presence  of  a fistula  is  suggested, 
and  may  almost  be  affirmed  before  examination,  from  the 
urinous  smell  of  the  patient’s  clothing.  Incontinence  of 
urine  is  not  the  same  thing  as  irritation  of  the  bladder — 
that  is,  frequent  micturition,  although  in  both  the  patient 
may  describe  her  trouble  as  inability  to  retain  urine.  When 
there  is  merely  irritation  the  patient  can  generally  empty 
the  bladder  often  enough  to  prevent  her  clothing  from  being 
more  than  occasionally  wetted ; but  when  there  is  in- 
continence this  is  impossible,  and  unless  provision  is  made 
against  it  the  clothes  become  saturated. 

History. — When  a fistula  has  been  formed  in  the  usual 
way— that  is,  by  sloughing  of  the  parts  from  pressure,  there  is 
no  incontinence  until  the  slough  has  at  some  part  separated. 
Hence  the  history  will  be  that  the  patient  had  a long  labour 
but  no  incontinence  of  urine  till  from  five  to  ten  days  after- 
wards (which  is  the  usual  time  for  the  separation  of  the  slough), 
or  even  later,  and  that  then  the  urine  began  to  run  away 
involuntarily.  If  the  fistula  was  produced  by  tearing  or  by 
perforation,  the  incontinence  of  urine  will  date  from  delivery. 

Diagnosis. — This  can  only  be  made  by  physical  examina- 
tion. Put  the  patient  on  her  side,  and  expose  the  cervix  and 

* “ Obst.  Tians.,”  vol.  xxix.  t London  Hospital  ..Museum,  2123. 

J “ Nouvellcs  Archives  d’Obstetrique  ct  de  Gynecologie,”  1S86,  p.  127. 
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vagina  with  a duckbill  speculum.  If  there  be  a vaginal  fistula 
the  opening  will  be  seen.  Cervical  fistulse  are  generally  small ; 
a cervical  fistula  big  enough  to  admit  the  finger  is  exceptional. 
Vaginal  fistulse  are  often  large;  and  then  the  mucous  mem- 
brane  of  the  opposite  vesical  wall  often  bulges  through  the 
fistula,  forming  a rugous  swelling  of  deeper  red  and  more 
velvety  feel  than  the  vaginal  wall. 

If  when  the  cervix  and  vagina  are  exposed  the  fistula 
cannot  be  seen,  and  yet  there  is  no  doubt  that  urine  con- 
tinually escapes  by  the  vagina,  put  a catheter  in  the  urethra 
and  inject  milk  into  the  bladder.  If  there  be  a very  small 
vaginal  fistula,  the  white  jet  of  milk  escaping  through  it  will 
be  easily  seen  and  will  mark  it  out.  If  a cervical  fistula,  the 
milk  will  come  back  through  the  cervix  uteri.  If  the  fistula 
bo  uretero-cervical  on  one  side,  the  history  will  be  that  the 
urine  flows  continually  away  by  the  vagina,  while  yet  some 
urine  is  passed  naturally;  and  when  milk  is  injected  into 
the  bladder  none  flows  into  the  vagina.  A cervical  fistula 
involving  both  ureters  would  be  characterised  by  flow  of  all 
urine  through  the  vagina,  while  examination  by  injection  of 
milk  shows  no  passage  from  the  bladder  to  the  vagina. 

Usual  concomitants. — With  a fistulous  opening  into  the 
bladder  there  is  generally  cystitis,  so  that  the  urine  is 
ammoniacal  and  ropy.  Injury  so  severe  as  to  cause  slough- 
ing of  the  bladder  wall  often  leads  to  sloughing  at  other  parts 
of  the  genital  canal  and  to  pelvic  inflammation ; and  hence 
there  is  often  fixation  of  the  parts  by  parametric  exudation 
and  contraction  of  the  vagina  by  scar  tissue.  The  irritation 
of  the  urine  causes  inflammation  of  the  skin  of  the  labia 
and  thighs;  and  the  mucous  membrane  and  skin  are  often 
encrusted  with  earthy  salts. 

Relation  to  operative  delivery. — When  inquiry  is  made 
as  to  the  labour  after  which  a fistula  has  formed,  it  is  in  most 
cases  found  that  some  abnormal  condition  was  present,  and  in 
many  that  operative  delivery  was  required.  Complications 
are  frequent,  because  such  disproportion  as  leads  to  continuous 
pressure  also  leads  to  disturbance  of  the  mechanism  of  labour. 
There  is  no  special  complication  other  than  disproportion 
which  produces  sloughing  and  its  consequence,  fistula.  The 
public  are  apt  to  think  that  the  fistula  was  produced  by  the 
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operative  delivery ; and  it  is  true  in  a few  cases.  I liave 
known  vesico- vaginal  fistula  produced  by  the  accouchement 
force  in  placenta  prsevia.  In  the  great  majority  of  cases, 
those  in  which  the  fistula  is  produced  by  sloughing,  the  fault 
has  been  not  that  natural  delivery  has  been  interfered  with, 
but  that  operative  delivery  has  been  put  off  too  long.  It  is 
hardly  necessary  to  point  out  that  delay  in  giving  aid  is  net 
always  the  fault  of  the  medical  attendant. 

Other  causes  of  fistula.— These  need  not  detain  us  long. 
A fistula  is  sometimes  intentionally  made,  for  reasons  stated 
in  Chapter  XLIX.  In  hysterectomy,  or  amputation  of  the 
cervix  for  cancer,  the  bladder  or  ureter  is  sometimes  wounded. 
The  cases  in  which  this  is  most  likely  to  happen  are  those  in 
which  uterine  mobility  is  limited,  but  it  is  not  certain  that 
this  is  from  extension  of  cancer,  and  the  operator  gives  the 
patient  the  benefit  of  the  doubt,  and  removes  the  disease. 
I have  referred  to  perforation  of  the  bladder  by  cancer  in  the 
chapters  treating  of  that  disease.  The  congenital  mal- 
formations which  cause  incontinence  of  urine  are  hypo- 
spadias, in  which  there  is  no  urethra,  the  bladder  opening 
directly  into  the  vagina,  and  extroversion  of  the  bladder,  in 
which  the  two  halves  of  the  body  have  not  united  in  the 
lower  abdominal  region ; so  that  the  front  wall  of  the  bladder 
is  absent — a rare  deformity,  especially  in  women,  and  one 
often  associated  with  other  malformations.* 

Treatment. — The  curative  treatment  of  a urinary  fistula 
is  its  closure  by  a plastic  operation. 

The  ■palliative  treatment  consists  in  the  constant  use  of 
some  appliance  to  receive  the  urine.  While  the  patient  is 
about,  the  choice  lies  between  a urinal  and  frequently  changed 
absorbent  pads.  The  latter  is  the  less  disagreeable.  Wood 
wool  is  the  best  absorbent  material.  The  pads  must  be  thicker 
than  is  required  for  the  menstrual  discharge,  and  must  be 
changed  often.  If  the  patient  is  so  situated  that  she  must  go 
for  hours  without  the  opportunity  of  changing  the  pads,  she 
must  wear  a urinal.  This  appliance  consists  essentially  of  a 
trough  to  receive  the  urine,  whence  it  is  conducted  by  a 
narrow  tube  to  a bag  in  which  it  is  contained.  There  are 

* For  a full  account  of  it,  see  Champneys,  “ St.  Barth’s.  Hosp.  Rep.,’’ 
vol.  xiii. 
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practically  only  two  kinds : one  in  which,  the  trough  is  made 
rigid  (Fig.  179),  so  that  it  keeps  its  shape,  but  its  pressure 
may  be  irksome;  the  other  (known  as  the  French  model) 
(Fig.  ISO)  in  which  the  trough  is  made  of  thin  flexible 
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Fig.  179. — Female  urinal.  Fig.  180. — Female  urinal  (French  model). 


indiarubber.  The  latter  is  the  less  uncomfortable.  At  night 
discomfort  is  reduced  to  a minimum  if  the  patient  sleeps 
on  what  is  known  as  a “ fracture  bed  ” ( i.e . one  with  an 
opening  in  the  middle  for  a pan),  and  is  provided  with 
plenty  of  absorbent  material. 

It  is  best  to  postpone  operation  until  at  least  two 
months  after  delivery,  for  two  reasons.  First,  the  parts  are 
less  vascular  and  the  tissues  firmer  after  involution  is  com- 
plete, changes  both  of  them  conducive  to  success  in  the 
operation.  Second,  a vesical  fistula,  either  cervical  or  vaginal, 
may  spontaneously  close.  This  is  more  likely  to  happen  in 
the  case  of  a cervical  fistula,  because  such  fistula!  are  small ; 
but  I have  known  a vaginal  fistula,  big  enough  to  admit 
several  fingers,  close  without  operation. 
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OPERATIONS  FOR  VESICAL  FISTULA. 

The  closure  of  a vesico-vaginal  fistula  varies  infinitely  in 
difficulty,  according  to  the  size  of  the  hole  and  the  way  in 
which  it  was  made.  A fistula  made  by  a cut  or  tear — as,  for 
instance,  in  vaginal  lithotomy — or  by  a sharp  edge  of  bone  in 
delivery  after  craniotomy,  will,  if  left  for  some  weeks,  contract 
till  it  is  no  bigger  than  a pin-hole.  Such  a fistula  can  easily 
be  closed.  But  if  the  fistula  has  been  made  by  the  separation 
of  a large  slough,  the  opening  will  be  large  and  irregular ; and 
if,  as  often  happens  after  such  injuries  to  the  genital  canal, 
there  has  been  pelvic  cellulitis,  the  border  of  the  fistula  may 
be  fixed  by  organised  inflammatory  exudation.  In  such 
cases  the  task  of  closing  the  fistula  will  tax  to  the  utmost  the 
ingenuity  and  dexterity  of  the  surgeon.  No  two  fistula} 
produced  in  this  way  are  alike.  Experience  of  many  such 
operations  greatly  helps  the  surgeon.  These  bad  fistula} 
are  not  common  in  thickly  populated  countries  well  pro- 
vided with  doctors,  because  in  them  women  can  easily  get 
proper  treatment  in  childbirth.  They  are  more  frequent 
where  doctors  are  scarce,  so  that  women  with  obstructed 
labour  go  on  long  without  kelp.  Therefore  surgeons  within 
reach  of  such  places  get  more  experience  in  these  operations 
than  those  who  practise  in  centres  of  civilisation.  Thus 
Marion  Sims,  in  Alabama,  got  cases  occurring  in  the  back- 
woods  of  America ; and  Milton,  of  Cairo,  abundance  of  cases 
from  the  fellaheen  of  Egypt.  I base  my  account  of  our 
resources  in  cases  of  extreme  difficulty  upon  the  recom- 
mendations of  Mr.  Milton.*  I first  describe  the  easy 
operation  of  curing  a fistula  the  result  of  a wound,  not  of 
sloughing. 

Closure  of  a fistula  without  loss  of  substance. — Put 

the  patient  in  the  lithotomy  position.  Expose  the  fistula 


Fig.  181.— Needle  for  doing  small  vcsico-vaginal  fistula. 


with  a duckbill  speculum.  Grasp  the  margin  of  the  fistula 
with  toothed  forceps,  and  with  a fine  tenotomy  knife  pare 
* “ St.  Thomas’s  Hospital  Reports,  N.S.,”  vol.  xvii.,  1887. 
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away  a strip  of  mucous  membrane  about  £ in.  in  breadth 
all  round  the  fistula.  Remove  it,  if  possible,  in  one  piece, 
because  thus  you  can  best  make  sure  that  you  have  left  no 
particle  of  mucous  membrane  behind.  Take  a needle  like  the 
one  figured  (Fig.  181),  threaded  with  No.  1 silver  wire ; enter 
its  point  in  the 
mucous  mem- 
brane close  to  and 
in  front  of  the  raw 
surface  opposite 
the  fistula.  Let 
its  point  emerge 
through  the  raw 
surface  at  the  edge 
of  the  fistula. 

Enter  it  again 
through  the  raw 
surface  at  the  op- 
posite edge  of  the 
fistula,  and  bring 
it  out  through  the 
mucous  mem- 
brane close  to  and 
behind  the  raw 
surface.  Lift  the 
wire  out  of  the 
needle  with  a hook, 
and  withdraw  the 
needle.  Put  in  a 
stitch  on  each  side 
of  this,  about  \ in. 
from  it.  Enter  the 
needle  through  the  mucous  membrane  close  to  and  in  front  of 
the  raw  surface;  pass  it  underneath  the  raw  surface,  and  bring 
it  out  through  the  mucous  membrane  close  to  and  behind 
the  raw  surface  (Fig.  182).  This  done,  clean  the  raw  surface 
from  adherent  clot,  and  draw  together  and  fasten  the  sutures 
with  Aveling’s  coil  and  shot.  Pass  the  ends  of  the  wires 
through  the  coil  and  shot ; hold  the  shot  with  pressure 
forceps,  and  press  it  home.  Then  compress  the  shot,  and  the 


Fig.  152. — Mode  of  stitching  in  closure  of  a small  vesico- 
vaginal fistula.  ( After  Simon.) 
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suture  is  secure.  Inject  milk  into  the  bladder  to  see  that  the 
closure  is  complete.  Let  the  patient  empty  the  bladder 
naturally  every  six  hours  ; let  a catheter  be  passed  only 
if  she  cannot  do  this.  In  a week  remove  the  coil  and  shot 
by  cutting  through  the  coil  at  its  junction  with  the  shot. 
Take  out  the  stitches  at  the  end  of  a fortnight. 

Fistulse  with  loan  of  substance. — Here  you  have,  instead 
of  a pin-hole,  a large  irregular  gap.  First  seize  different  parts 
of  the  margin  of  the  opening,  and  see  if,  and  how  best,  you 


Fig.  183. — Milton's  knife  for  vcsico-vaginal  fistula. 


can  bring  its  opposite  borders  into  apposition  with  one 
another.  If  the  fistula  is  *of  such  size  and  shape,  and  its 
margins  are  so  movable  that  you  can  get  its  opposite  borders 
into  apposition,  the  operation,  though  tedious  and  perhaps 
difficult,  is  simple.  For  the  easy  operation  I have  just 
described  an  ordinary  tenotomy  knife  and  an  oculist’s  con- 
junctiva forceps  are  sufficient  tools.  But  when  you  have  to 
deal  with  a large  gap  bounded  by  an  irregular  margin,  you 


— ' 


Fig.  184. — Milton’s  toothed  forceps  for  vcsico -vaginal  fistula. 


may  be  unable  to  pare  the  edges  properly  and  pass  the 
sutures  without  special  instruments  for  the  purpose.  The 
illustrations  show  those  used  by  Milton.  The  round  edge  of 
the  knife  is  sharp,  and  the  cutting  edge  extends  for  a quarter 
of  an  inch  along  the  back  (Fig.  183).  The  centre  of  gravity 
is  exactly  at  the  junction  of  the  handle  with  the  shaft.  The 
centre  of  gravity  of  the  forceps  corresponds  to  the  centre  of 
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the  button  of  the  catch  when  closed  (Fig.  184).  There 
is  a slot  at  the  head  of  the  needle  as  shown  in  Fig.  185. 
Without  this  slot  the  wire  tends  to  slip  round  the  head  ol 
the'  needle  and  stand  off  at  an  angle,  thus  hindering  its 
passage  and  tearing  the  tissues  as  it  passes.  The  needles 
are  stout  and  triangular  in  section. 

Pare  off  a strip  of  mucous  membrane 
about  a third  of  an  inch  wide  all  round 
the  margin  of  the  fistula.  Then,  with 
needles  of  suitable  curve  (the  choice  of  needle  depends  on 
how  and  where  your  stitch  is  to  go),  enter  stitches  through 
the  mucous  membrane  close  to  the  raw  surface,  bringing  them 
out  through  the  raw  surface  close  to  the  edge  of  the  fistula ; 
entering  them  again  through  the  opposite  raw  surface,  and 
bringing  them  out  through  the  mucous  membrane  close  to  the 
raw  surface.  Take  care  that  the  stitches  pass  through  the 
mucous  membrane  so  close  to  the  raw  surface  that  no  mucous 
membrane  is  tucked  in  between  the  raw  surfaces ; for  if 
mucous  membrane  is  so  tucked  in  union  will  not  take  place. 
If  you  pass  the  stitches  not  through  the  mucous  mem- 
brane, but  only  through  the  raw  surface,  they  are  likely  to 
cut  their  way  through  the  denuded  tissue,  which  is  weak. 
If  the  margins  of  the  fistula  are  so  situated  that  you  cannot 
make  one  needle  traverse  both  raw  surfaces,  use  needles 
threaded  with  silk,  and  leave  a loop  of  silk  projecting  towards 
the  opening  of  the  fistula ; the  wire  can  be  hitched  round 
this,  and  thus  drawn  into  position.  Sponge  clean  the  raw 
surface,  then  draw  the  sutures  tight,  and  secure  them  with 
Aveling’s  coil  and  shot,  as  above  described. 

How  to  deal  with  contractions  of  the  vagina. — One 
source  of  difficulty  in  operations  for  vesico-vaginal  fistula 
is  contraction  of  the  vagina  by  scar  tissue  below  the  fistula, 
so  that  the  fistula  cannot  well  be  got  at.  If  so,  the  con- 
tracted vaffina  must  be  either  dilated  or  divided.  Bozeman 
used  large  dilators,  passing  one  size  after  another,  and  leaving 
each  in  for  many  hours — a slow  and  painful  process.  Milton 
divides  the  bands  ten  days  before  the  operation,  and  then 
dilates.  The  simplest  Avay  is  to  divide  them  freely  at  the 
time  of  operation,  cutting  with  a scalpel  in  the  direction  of 
the  tubera  ischii  on  one  or  both  sides,  as  may  be  needed. 
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“ Glissement,”  or  displacement  of  vagina. — The  margins 
of  the  fistula  may  be  so  fixed  by  organised  inflammatory 
exudation  that  you  cannot  bring  them  into  contact.  In 
some  cases  you  can  effect  this  by  a method  introduced  by 
Jobert,  and  called  by  him  “glissement.”  It  consists  in 
opening  up  the  vesico-uterine  cellular  tissue  by  making  a 
transverse  incision  in  front  of  the  cervix  uteri,  and  breaking 
down  the  cellular  tissue  with  the  fingers,  so  as  to  free  the 
vagina  from  the  uterus,  and  make  the  upper  part  of  the 
anterior  vaginal  wall  more  movable.  In  this  way  you  may 
sometimes  bring  into  apposition  the  margins  of  a fistula 
which  before  could  not  be  made  to  approach  one  another. 

If  there  be  great  loss  of  substance,  it  may  be  impossible  to 
make  the  margins  of  the  fistula  come  together.  In  that  case 
the  choice  lies  between  two  measures — transplantation,  and 
colpocleisis,  or  closure  of  the  vagina. 

Transplantation  ; that  is,  the  replacement  of  the  lost  base 
of  the  bladder  by  skin. — I take  from  Milton’s  account  the 
method  of  doing  it.  The  nearest  place  from  which  skin  can 
be  got  is  the  labia.  Detach  the  labia  from  the  tissue  beneath, 
so  as  to  make  flaps  measuring  six  inches  by  one  inch,  attached 
at  each  end.  These  are  left  (kept  apart  from  the  tissues 
of  their  original  bed)  for  three  weeks,  in  order  that  the  lost 
vascular  supply  from  below  may  be  replaced  by  a collateral 
circulation  through  them  from  the  vessels  entering  them  at 
their  ends.  At  the  end  of  this  time  the  front  of  the  cervix 
uteri  is  pared.  The  upper  end  of  each  skin  flap  is  divided 
and  turned  into  the  vagina.  It  is  then  stitched  to  the 
raw  surface  of  the  cervix,  the  skin  surface  of  the  flap  being 
towards  the  vagina,  and  the  adjacent  edges  of  the  two  flaps 
are  also  for  a little  way  stitched  together.  The  stitches  are 
removed  at  the  end  of  three  weeks.  After  the  fortieth  day  the 
posterior  attachments  of  the  skin  flaps  are  gradually  divided, 
a little  bit  being  cut  through  each  day,  so  that  the  divided 
vessels  may  gradually  have  their  place  taken  by  enlargement 
of  collateral  vessels.  When  at  length  the  division  is  complete, 
there  is  a flap  of  skin  in  the  vagina,  hanging  to,  and  receiving 
its  vascular  supply  from,  the  cervix  uteri.  The  next  thing  is 
to  pare  the  edges  of  the  fistula,  and  sew  this  flap  of  skin  to 
them.  When  the  sutures  are  taken  out,  there  may  be  small 
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gaps  where  union  is  not  quite  perfect,  but  these,  if  left  for 
some  weeks,  will  gradually  diminish  in  size,  or  quite  close. 
If,  when  no  further  contraction  can  be  expected,  small  holes 


Fig.  186. — Stanmore  Bishop’s  operation  for  vesico- vaginal  fistula.  Mucous  membrane 
of  bladder  separated  ; temporary  sutures  put  in  ; forceps  in  urethra  to  seize 
them. 


still  remain,  they  can  be  closed  by  paring  and  stitching  their 
edges.  The  hairs  on  the  skin,  when  it  is  thus  turned  into  the 
vagina,  disappear. 

This  method  of  closure  is  difficult,  protracted,  and  painful, 
but  I believe,  if  properly  done,  cures 
the  patient.  I have  never  done  it, 
nor  seen  it  done. 

Colpocleisis  (/coA.7ro9,  the  vagina; 
kA .etcrt?,  a shutting  up). — If  all  at- 
tempts at  repairing  the  vesico- 
vaginal septum  fail,  or  if  this  seems 
impossible,  as  when  there  has  been 
sloughing  of  the  whole  upper  part  of 
cervix  uteri,  so  that  the  vagina  has  become  a funnel  leading  to 
a hole  not  big  enough  to  admit  the  finger,  the  only  resource 


Fig.  187. — Enlarged  diagram  of 
sutures  in  Fig.  186. 


the  vagina  and  the 
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left  is  to  close  the  vagina,  so  that  the  patient  may  menstruate 
into  the  cavity  which  contains  the  urine.  This  is  a simple 
operation.  The  objection  to  it  is  that  it  unfits  the  patient 
for  married  life,  and  that  the  pouch  in  which  the  urine 
is  contained  is  not  like  the  bladder,  a bag  which  can  be 
emptied,  hut  a space  which  i«  never  quite  emptied,  in  which 
there  is  always  some  residual  urine,  and  in  which,  therefore, 


decomposition  of  urine  and  formation  of  a phosphatic  calculus 
is  likely  to  take  place.  I know  not  whether  in  all  such  cases 
a calculus  forms,  nor  know  I whether  by  diligent  washing  out 
of  such  a cavity  the  formation  of  a calculus  might  be  pre- 
vented. From  these  two  drawbacks  it  follows  that  kolpo- 
kleisis,  although  it  stops  the  constant  dribbling  of  urine,  is  yet 
not  a satisfactory  cure  of  vesico-vaginal  fistula. 

Method  of  operation. — Colpocleisis  is  an  easy  operation. 
Pare  away  with  a tenotomy  knife  a strip  of  mucous  membrane 
at  least  half  an  inch  in  breadth  all  round  the  vagina.  The 
broader  the  raw  surface,  the  surer  you  will  be  of  getting 
union.  Then  put  in  stitches  so  as  to  bring  the  raw  surfaces 
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of  the  anterior  and  posterior  walls  into  contact.  The  easiest 
way  of  putting  in  these  stitches  is  with  a needle  provided 
with  a notch  instead  of  an  eye.  Enter  the  needle  through 
the  mucous  membrane  close  to  the  edge  of  the  raw  surface. 
Bring  it  out  through  the  raw  surface  close  to  its  further 


border.  Slip  the  wire  into  the  notch,  and  withdraw  the 
needle.  If  you  have  not  such  a needle,  use  an  ordinary 
needle  in  a handle,  threaded  with  silk. 

When  you  have  passed  the  needle,  hook 
up  the  silk  loop  and  withdraw  the  needle. 

Hitch  the  wire  round  the  loop  of  silk, 
and  with  this  pull  it  through.  Put 
in  as  many  stitches  as  are  required, 
about  a quarter  of  an  inch  apart. 

Pull  them  tight,  and  secure  them  with 
Aveling’s  coil  and  shot.  Remove  the 
coil  at  the  end  of  a week ; the  stitches  at  the  end  of 
a fortnight. 


Fig.  189. — Enlarged  dia- 
gram of  stitches  in 
Fig.  188. 


Vesico-cervical  fistula. — Yesico- vaginal  fistulse,  involving 
also  the  cervix  uteri,  should  be  dealt  with  by  the  methods 
described  in  the  foregoing  paragraphs.  A fistulous  opening 
between  the  cervix  uteri  and  the  bladder,  not  involving  the 
vagina,  must  be  a small  one.  It  is  best  dealt  with  by  a 
method  described  by  Champneys*  Pull  down  the  cervix 
with  a volsella.  Cut  through  the  vagina  in  front  of  the 
cervix  for  about  an  inch  and  a half  transversely,  thus  opening 
the  cervico-vesical  cellular  tissue.  With  the  fingers  or  a 
blunt  instrument  separate  the  bladder  from  the  uterus, 
using  the  scissors  where  scar  tissue  is  too  firm  to  be  torn, 
until  you  have  got  above  the  fistula.  The  hole  in  the  bladder 
and  that  in  the  cervix  will  be  visible.  As  the  tissues  are 
raw,  no  paring  is  required.  Stitch  the  margins  of  the  vesical 
fistula  together,  turning  the  mucous  surface  inwards,  as  de- 
scribed in  the  foregoing  paragraphs.  Let  the  hole  in  the 
cervix  alone. 

Other  methods  of  operation. — Mr.  Stanmore  Bishop! 
has  devised  an  ingenious  method  of  closing  vesico- vaginal 
fistula.  He  dissects  up  the  mucous  membrane  of  the  bladder 


* “ Obst.  Trans.,”  vol.  xxx. 
f Lancet,  June  19th,  1897. 
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round  the  fistula  to  a distance  sufficient  to  allow  the  mucous 
membrane  to  be  dragged  into  the  hole  far  enough  to  fill  it  up. 
Then  he  unites  its  opposite  edges  by  temporary  ligatures 
(Figs.  18G,  187),  which  are  then  seized  by  forceps  introduced 


Fig.  190.—  Stanmore  Bishop’s  operation  for  vesico  vaginal  fistula.  Stitching  complete 
and  temporary  sutures  withdrawn. 


through  the  urethra,  and  pulled  into  the  bladder  (Figs.  188, 
189).  Thus  the  raw  surfaces  of  the  stripped-off  mucous 
membrane  are  brought  into  contact,  and  the  operator  then 
stitches  them  together  (Figs.  190,  191).  This  method  has 
not  yet,  so  far  as  I know,  been  practised 
by  others.  Some  operators  have  opened 
the  bladder  above  the  pubes,  and  pared 
and  stitched  the  margins  of  the  fistula  from 
above.  This  method  may  be  useful  when 
Fig.  191.— Enlarged  scar  tissue  so  contracts  the  vagina  that 
part  in  Fig.  190.  the  fistula  is  difficult  to  get  at  from  below. 

Treatment  of  congenital  defects. — I 
know  not  of  any  surgical  treatment  that  will  cure  hypo- 
spadias. The  pressure  of  a pad  is  here  the  only  way  to 
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keep  in  urine.  The  treatment  of  extroversion  of  the 
bladder  is  by  surgical  means.  But  the  practice  of  gynae- 
cology does  not  assist  in  the  choice  or  performance  of 
the  operation  required  ; therefore  I attempt  not  its  descrip- 
tion. Cases  of  this  deformity  are  usually  brought  to  a 
surgeon  in  childhood. 
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CHAPTER  LIII. 

PAINFUL  DEFALCATION. 

Women  often  complain,  among  other  things,  of  pain  m 
defecation,  a symptom  for  which  Robert  Barnes  introduced 
the  name  " dyschezia”  (Sfe,  difficult;  %efco,  I go  to  stool). 
(1)  The  cause  of  this  pain  may  lie  elsewhere  than  in  the 
rectum.  (2)  The  pain  may  be  caused  by  morbid  changes 
in  the  rectum  produced  or  aggravated  by  disease  of  the 
generative  organs.  (3)  The  pain  may  be  from  disease  of  the 
rectum. 

Many  of  the  conditions  which  produce  this  symptom 
are  not  peculiar  to  women ; therefore  a full  description  of 
them  is  beyond  the  scope  of  this  work. 

(1)  Consider  first  the  conditions  which  may  cause  painful 
defecation  without  disease  of  the  bowel  itself. 

Constipation. — The  common  cause  of  painful  defecation 
is  constipation — the  passage  of  scybala  so  large  and  hard  that 
they  hurt  the  bowel,  the  lower  end  of  which  becomes  con- 
gested and  often  inclined  to  bleed.  Women  are  costive 
oftener  than  men.  In  the  education  of  girls  modesty  is  more 
impressed  upon  them  than  it  is  upon  boys ; hence  with  them 
the  dislike  of  being  seen,  or  some  other  slight  consideration, 
will  cause  the  visit  to  the  closet  to  be  postponed,  and  thus 
the  costive  habit  arises.  Pain  simply  from  hard  feces  is 
not  severe,  and  does  not  last  long  after  the  action.  The 
treatment  of  this  pain  is  to  get  the  bowels  open  daily,  so 
that  the  motions  may  not  be  large  and  hard.  The  laxatives 
that  may  be  given  are  countless.  Many  patients  have  found 
from  experience  one  that  suits  them.  If  so,  tell  the  patient 
not  to  be  afraid  of  taking  it  daily.  Pharmacologists  say 
that  some  aperients  produce  subsequent  constipation.  When 
the  bowels  have  been  emptied,  the  patient  is  of  course  con- 
stipated until  more  fieces  have  come  down  into  the  rectum ; 
and  if  the  patient  has  a bad  appetite,  this  may  not  be  for 
a day  or  two.  Therefore  abandon  no  effective  aperient  on 
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this  ground.  An  aperient  to  be  taken  regularly  must  be 
a mild  one.  Among  the  most  useful  are  either  English  or 
Prussian  compound  liquorice  powder,  Seidlitz  powders,  con- 
fection of  senna ; German  aperient  waters,  such  as  JEsculap, 
Friedrichshalle,  Piillna,  Hunjadi  Janos,  Franz  Joseph,  Rubinat ; 
cascara  lozenges  or  tabloids,  Garrod’s  sulphur  lozenges,  pills  of 
aloes  variously  combined  with  iron,  nux  vomica,  belladonna, 
ipecacuan,  etc.  The  following  is  a specimen,  the  foimula 
being  Sir  A.  Clark’s 


R Aloin 

Ext.  nucis  vom. 
Ferri  sidphatis 
Myrrhse  pulv. 
Ipecac,  pulv. 
Saponis 


1 aa  gr.  ss. 


The  leading  chemists  keep  dozens  of  pills  made  up  from 
various  formula;  all  closely  resembling  this. 

Prolapse. — In  patients  with  any  form  of  prolapse,  the 
straining  which  accompanies  the  expulsion  of  scybala 
increases  the  displacement,  and  aggravates  the  bearing-down 
pain  which  the  displacement  causes.  The  patient  may 
mention  pain  while  at  the  closet  as  one  of  her  principal 
troubles,  but  as  there  is  nothing  peculiar  in  its  kind,  it  being 
only  an  increase  of  her  usual  pain,  few  patients  do  mention 
it.  The  only  treatment  of  this  pain  consists  in  supporting 
the  prolapse,  and  making  the  motions  soft,  that  straining  may 
not  be  called  for. 

Retroflexion. — In  this  displacement,  besides  the  increase 
of  the  bearing-down  feeling  caused  by  prolapse,  there  is  often 
pain  arising  from  the  pressure  of  descending  scybala  on  the 
fundus  uteri.  If  this  is  congested  and  tender,  the  pain  may 
be  much  complained  of.  When  the  uterus  is  turned  back- 
wards, it  presses  on  the  rectum.  It  has  been  even  said  that 
it  may  block  up  the  rectum,  and  cause  riband-like  flattening 
of  the  motions.  A movable  uterus  of  normal  size  cannot 
block  up  the  rectum  so  as  to  obstruct  the  passage  of  normal 
motions,  but  it  may  offer  a hindrance,  causing  pain  and 
straining  when  large  hard  lumps  have  to  pass.  The  treat- 
ment is  as  in  the  case  of  prolapse.  In  any  case  in  which  the 
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uterus  has  to  be  supported  by  a vaginal  pessary,  regulation  of 
the  bowels  is  important,  because  during  the  effort  with  which 
hard  lumps  are  expelled  the  pessary  is  liable  to  be  forced  out. 

Prolapsed  and  tender  ovary. — When  an  ovary  is  tender 
and  lies  low  down  behind  the  uterus,  the  pressure  on  it 
of  scybala  as  they  pass  may  cause  pain.  This  is  not  severe, 
but  a dull,  aching,  sickening  pain,  which  is  felt  before  the 
motion  passes,  and  lasts  some  time — it  may  be  half  an  hour  or 
an  hour  afterwards.  This  pain  is  prevented  by  making  the 
motions  soft. 

Pelvic  peritonitis. — With  this  disease  pain  often  accom- 
panies the  action  of  the  bowels,  more  especially  felt  before  the 
passage  of  the  motion.  The  peristaltic  action  of  the  bowel 
pulls  upon  adhesions,  and  thus  causes  pain.  If  the  motions 
are  hard,  their  direct  pressure  on  inflamed  parts  may  hurt. 

2.  Conditions  which  produce  changes  in  the  bowel. — 
When  there  is  a large  effusion  into  Douglas’s  pouch,  whether 
of  blood,  pus,  or  serum,  it  is  frequent  for  the  mucous 
membrane  of  the  bowel  to  become  congested,  so  that  there  is 
not  only  pain,  but  frequent  desire  to  go  to  stool,  with  much 
straining,  and  passage  of  blood  and  mucus. 

Swellings  in  Douglas’s  pouch  may  do  more  than  this.  A 
retroverted  gravid  uterus,  an  ectopic  pregnane}^  an  ovarian, 
a fibroid,  or  other  rarer  tumours,  may  so  pi'ess  on  the  bowel 
as  to  obstruct  it.  Intestinal  obstruction  from  this  cause  is 
not  so  common  as  the  tumours  which  could  produce  it, 
because  pelvic  tumours  capable  of  blocking  the  rectum 
generally  also  cause  retention  of  urine,  and  this  causes 
urgent  symptoms  long  before  obstruction  of  the  bowel  has 
caused  trouble. 

Effusions  into  the  cellular  tissue,  either  of  lymph,  in 
cellulitis  ( see  p.  269),  or  of  blood,  when  an  extra-peritoneal 
hcematocele  is  formed  ( see  p.  315),  sometimes  extend  round 
the  bowel,  forming  a half-ring  of  induration  round  it.  This 
becomes  organised  into  fibrous  tissue,  and  narrows  the  calibre 
of  the  bowel,  so  that  the  passage  of  hard  feces  may  be 
hindered,  though  not  that  of  loose  motions.  This  kind  of 
rectal  stricture  with  time  becomes  less  marked,  as  the  fibrous 
tissue  gets  looser.  But  I have  known  it  last  for  years. 

3.  Disease  of  the  rectum.  Fissure. — The  chief  cause  of 
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very  painful  defecation  is  what  is  called  “ fissure  of  the 
anus.”  This  is  a small  ulcer,  generally  situated  at  the 
posterior  part  of  the  anus,  and  involving  both  skin  and 
mucous  membrane.  It  is  very  tender,  because  a twig  of  a 
sensory  nerve  is  exposed  on  its  surface.  Not  every  ulcer  of 
the  rectum  is  tender : for  instance,  the  ulcers  left  after  the 
separation  of  a ligatured  pile,  or  the  slitting  up  of  a fistula, 
are  not  usually  very  tender.  Therefore  Molliere  has 
happily  spoken  of  “ tolerable  ” and  “ intolerable  ” ulcers.  The 
characteristic  symptom  of  fissure — the  intolerable  ulcer — is 
very  severe  pain,  so  bad  as  to  make  the  patient  roll  about, 
lasting  from  half  an  hour  to  two  hours  after  defecation.  No 
other  disease  of  the  rectum  produces  such  pain.  When  you 
examine,  yon  may  have  difficulty  in  seeing  the  ulcer,  because 
any  attempt  at  examining  the  anus  produces  spasmodic 
contraction  of  its  sphincter.  The  ulcer,  if  you  can  see  it, 
looks  linear,  hence  the  term  “ fissure.”  If  you  try  to  insert 
the  finger,  contraction  of  the  sphincter  opposes  its  entry,  and 
an  attempt  to  overcome  the  resistance  makes  the  patient 
shriek  and  writhe  with  pain.  To  see  the  ulcer  you  must 
anaesthetise  the  patient  and  use  a speculum.  This  ulcer  has 
no  tendency  to  heal.  It  is  supposed  that  the  spasmodic  con- 
traction of  the  sphincter  prevents  it  from  healing. 

This  disease,  although  not  peculiar  to  women,  is  more 
common  in  women  than  in  men,  because  women  are  of 
costive  habit  of'tener  than  men,  and  costiveness  favours 
fissure. 

The  treatment  is  to  paralyse  the  sphincter  ani,  either  by 
cutting  or  over-stretching.  Ana3sthetise  the  patient,  and  then 
(1)  insert  your  thumbs,  and  pull  opposite  sides  of  the  anal 
ring  away  from  one  another  until  you  feel  the  sphincter 
yield ; or  (2)  put  the  tips  of  your  fingers  together,  and 
press  the  hand  into  the  anus  until  the  metacarpal  joints, 
or  your  whole  fist  if  your  hand  be  small,  have  passed  the 
sphincter  ani ; or  (3)  take  a sharp-pointed  bistoury,  enter  its 
point  outside  the  lower  margin  of  the  ulcer,  and  bring  it  out 
above  the  upper  border ; then  divide  the  ulcer  from  without 
inwards.  Consult  Avorks  on  surgery  for  information  as  to  the 
relative  advantages  and  disadvantages  of  these  methods. 

Spasm  without  fissure. — Nervous  Avomen  sometimes  suffer 
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from  painful  spasm  of  the  sphincter  ani  without  ulceration. 
There  is  pain  after  defecation,  but  it  is  not  so  severe  and  does 
not  last  so  long  as  when  there  is  fissure,  and  the  motions  are 
not  streaked  with  blood.  These  symptoms  are  worse  at  the 
menstrual  period.  Such  spasm  without  disease  of  the  rectum 
is  rare  in  men.  The  treatment  consists  in  the  use  of  sedative 
ointments,  the  occasional  passage  of  a bougie  and,  if  other 
treatment  fails,  dilatation  of  the  sphincter.  For  details 
consult  surgical  books* 

Haemorrhoids  do  not  cause  severe  pain  in  defecation,  but 
rather  discomfort  about  the  anus.  The  patient  is  generally, 
aware  of  their  presence.  The  word  “piles,”  generally  supposed 
to  be  derived  from  pila,  a mass,  is  applied  to  at  least  three 
different  conditions:  (1)  redundant  bits  of  skin  outside  the 
anus,  called  external  piles ; (2)  lumps  made  of  varicose 
veins,  covered  sometimes  by  mucous  membrane,  sometimes 
by  skin,  generally  partly  by  mucous  membrane,  partly  by 
skin ; (3)  strawberry-like  bleeding  patches  on  the  mucous 
membrane  of  the  rectum. 

The  lumps  formed  of  varicose  veins  are  more  common 
in  women  who  have  had  children  than  in  other  persons, 
from  the  pressure  during  pregnancy  on  the  venous  system 
of  the  lower  part  of  the  body.  Varicosities  of  rectal  veins 
are  also  favoured  by  conditions  leading  to  pressure  on  the 
rectum,  such  as  retro-uterine  tumours,  possibly  also  retro- 
version of  the  uterus.  Hence  Allingham  advises  that  no 
attempt  should  be  made  to  treat  haemorrhoids  until  any  co- 
existing uterine  disease  has  been  cured.  I doubt  the  effect 
of  uterine  disease  in  causing  piles.  I think  Allingham’s  sound 
inference  from  practice  is  based  on  the  fact  that  piles  and 
uterine  disease  have  certain  symptoms  in  common,  so  that  in 
a case  in  which  both  are  present  it  may  be  difficult  to  say 
which  is  principally  answerable  for  the  symptoms ; if  the 
symptoms  are  due  to  the  uterine  condition,  the  cure  of  piles 
though  surgically  perfect,  will  be  therapeutically  a failure. 

Lumps  of  varicose  veins  about  the  anus  cause  chronic 
pain,  or  rather  discomfort,  nothing  like  so  severe  as  that  of 
fissure.  Every  now  and  then  they  get  congested  from  being 
nipped  by  the  anal  sphincter,  and  then  the  pain  is  worse,  and 

* Sec  Curling-  on  “ Diseases  of  the  Rectum.” 
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they  become  tender.  They  often  go  with  a congested  condition 
of  the  rectal  mucous  membrane  which  causes  slight  bleeding 
during  defaecation.  A small  crescent-shaped  haemorrhoid 
(called  a sentinel  pile)  is  often  found  at  the  posterior  part  of 
the  anus,  associated  with  fissure,  the  fissure  being  in  the 
concavity  of  the  crescent. 

These  lumps  of  varicose  veins  are  often  formed  during 
pregnancy,  and  when  present  before  pregnancy  always  get 
worse  as  pregnancy  advances,  getting  better  again  during 
childbed.  For  this  reason — the  sure  prospect  of  improvement 
after  delivery — it  is  well  not  to  urge  the  operative  cure  of  this 
kind  of  piles  during  pregnancy.  There  is  another  reason, 
which  is  that  the  great  size  of,  and  the  raised  pressure 
within,  these  veins  during  pregnancy  causes  greater  risk  of 
haemorrhage. 

The  strawberry-like  patches  within  the  bowel  cause  great 
haemorrhage,  but  little  or  no  pain  or  discomfort.  This  sort  of 
internal  pile  is  only  found  by  looking  for  it.  I know  not 
that  they  are  exceptionally  frequent  in  women  who  have 
had  children.  I should  expect  that  they  would  bleed  more 
during  pregnancy  than  at  any  other  time;  but  I know  not 
that  experience  has  shown  this.  No  improvement  is  to  be 
expected  after  delivery  in  a patch  of  this  kind.  Hence  this 
sort  of  internal  pile  should  be  treated  in  just  the  same  way 
in  pregnancy  as  when  the  patient  is  not  pregnant. 

The  treatment  of  the  lumps  of  varicose  veins  consists  in 
tying  them.  That  of  the  strawberry-like  bleeding  patches 
is  cauterisation  with  nitric  acid.  Refer  for  details  to  works 
on  surgery. 

Prolapsus  of  the  rectum  may  be  taken  for  piles.  It  is 
not  a disease  common  in  women  during  the  years  of  repro- 
duction ; it  occurs  at  the  extremes  of  life,  in  infancy  and  old 
age.  The  prolapsed  rectal  mucous  membrane  is  of  a brighter 
red  colour,  and  softer  than  piles.  Piles  form  more  isolated 
swellings,  of  firmer  consistence  and  more  livid  colour.  For 
information  as  to  the  treatment  of  prolapsus  recti  consult 
books  on  surgery. 

Cancer  of  the  rectum. — Pain  in  defalcation  with  bleed- 
ing and  discharge  are  the  local  symptoms  which  cancer  of 
the  rectum  causes.  Bleeding  and  discharge  are  the  earlier 
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symptoms;  pain  comes  later.  Discharge  is  more  suspicious 
than  bleeding,  for  slight  bleeding  is  often  a result  of  con- 
stipation. The  only  other  common  condition  which  causes 
discharge  is  listula  ; and  with  this  there  is  a history  of  an 
abscess.  I mention  this  here  because  in  cancer  of  the  rectum, 
as  in  cancer  of  the  uterus,  success  in  treatment  depends  upon 
early  diagnosis.  If  you  overlook  the  early  symptoms  of  cancer, 
you  may  rob  your  patient  of  her  one  chance  of  cure.  If 
a 'patient  complains  of  discharge  from  the  rectum,  never 
omit  to  examine  the  bowel.  For  detailed  information  as  to 
the  diagnosis  and  treatment  of  cancer  of  the  rectum,  consult 
works  on  surgery. 

Stricture  of  the  rectum. — Painful  defecation  may  be 
the  result  of  stricture  of  the  rectum.  The  stricture  may  be 
from  cancer.  Another  kind,  fibrous  stricture  of  the  rectum, 
deserves  especial  mention  in  a work  on  diseases  of  women, 
because  it  is  three  times  commoner  in  women  than  in  men  ; 
and  because  surgeons  not  well  acquainted  with  the  diseases 
of  women  fail  to  grasp  its  pathological  relationships.  It  is 
sometimes  said  to  be  syphilitic,  but  no  criteria  other  than  the 
history  have  ever  been  pointed  out  by  which  a syphilitic 
stricture  can  be  distinguished  from  a non-syphilitic  one.  In 
most  cases  of  tubular  stricture  there  is  no  clear  history  of 
syphilis.  The  syphilitic  theory  does  not  explain  why  such 
strictures  are  three  times  commoner  in  women  than  in  men. 
There  are  two  forms  of  fibrous  stricture : the  annular  and 
the  tubular.  The  annular  is  the  result  of  pelvic  cellulitis. 
With  lapse  of  time  it  tends  to  soften  and  to  disappear, 
although  different  cases  differ  much  in  the  rate  at  which  this 
change  goes  on.  Cripps*  relates  with  surprise  a case  of 
annular  stricture  from  cellulitis  ending  in  recovery ; although 
such  cases  are  familiar  to  gynaecologists.  The  tubular  form 
consists  in  narrowing,  thickening,  and  stiffening,  by  fibrous 
overgrowth,  of  the  lower  three  or  four  inches  (never  more) 
of  the  rectum.  This  fibrous  growth  is  a morbid  change  like 
that  which  Avhen  affecting  the  vulva  and  anus,  is  known  as 
esthiomene,  or  lupus  of  the  vulva  ( see  p.  485).  Tubular 
stricture  of  the  rectum  often  accompanies  this  disease  of  the 
vulva,  which  consists  of  fibrous  overgrowth  and  ulceration.  Ball 
* “ Diseases  of  the  Ivcctuin,”  2nd  edition,  p.  2G7. 
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remarks  that  whereas  in  strictures  of  other  kinds  and  affecting 
other  canals,  ulcerations,  fistulse,  etc.,  arc  found  above  the 
stricture,  in  fibrous  stricture  of  the  rectum  they  occur  below 
it;  this,  he  says,  is  “puzzling.”*  The  reason  is  that  these 
ulcerations  are  not  effects  of  the  mechanical  action  of  the 
stricture,  but  are  part  of  the  disease  which  produces  the 
stricture. 

Stricture  is  easily  recognised  by  digital  examination  of  the 
rectum.  For  details  as  to  its  effects  and  treatment,  consult 
works  on  surgery.  The  treatment  is  dilatation  by  bougies, 
and  if  that  fail,  freely  dividing  the  stricture  by  an  incision 
in  the  middle  line  back  to  the  sacrum. 

Pruritus  ani. — Although  pruritus  ani  probably  affects 
women  as  much  as  men,  yet  it  is  less  often  a prominent 
complaint  among  women,  because  many  of  the  conditions 
which  cause  it  produce  also  symptoms  connected  with  the 
genital  organs,  which  the  patient  thinks  more  important. 

Eczema,  or  rather  dermatitis,  of  the  vulva  commonly 
extends  back  to  the  anus,  and  produces  itching  here  as 
well  as  at  the  vulva.  Its  treatment  is  the  same.  Scabies 
and  pediculi  are  enumerated  in  books  as  causes  of  pruritus 
ani ; but  I never  heard  of  a patient  in  whom  either  disease 
was  discovered  from  its  producing  itching  at  the  anus. 

Threadworms  are  generally  said  to  cause  itching  about  the 
anus,  but  I have  known  them  present  where  there  was  no 
itching.  The  only  treatment  is  to  try  to  get  rid  of  them ; 
but  their  dislodgment  is  not  easy. 

Pruritus  may  be  the  result  of  piles,  or  of  any  condition 
which  causes  congestion  of  the  lower  part  of  the  rectum  or 
discharge  from  the  bowel.  In  such  a case  treat  the  condition 
which  causes  the  pruritus. 

Lastly,  there  are  cases  in  which  by  examination  of  the 
rectum  and  anus  you  can  perceive  nothing  abnormal  (ex- 
cepting such  changes  in  the  skin  outside  the  anus  as  have 
been  produced  by  rubbing  and  scratching),  and  yet  the 
irritation  is  distressing.  In  such  cases,  calomel  ointment 
often  acts  as  a specific.  Combine  with  it  laxatives,  antacids, 
and  abstinence  from  alcohol. 


* “ Piseases  of  Rectum  and  Anus,”  p.  142. 
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INCONTINENCE  OF  F^CES. 

This  means  that  the  patient  cannot  retain  fluid  feces.  A 
rectum  which  will  not  retain  fluid  feces  will  often  retain 
scybala.  The  causes  of  this  infirmity  are:  (1)  Complete 
rupture  of  the  sphincter  ani,  a condition  almost  always 
due  to  tearing  of  the  perineum  in  parturition;  (2)  recto- 
vaginal fistula.  This  is  generally  due  to  parturition,  but 
may  be  produced  by  cancer.  Incontinence  occurs  also  in 
some  diseases  of  brain  or  spinal  cord ; but  here  the  gynae- 
cologist is  not  called  in  to  explain  it. 

Rupture  of  the  perineum  has  been  known  as  long  as 
midwifery  has  been  practised.  As  the  foetal  head  emerges, 
it  stretches  first  the  vaginal,  and  then  the  vulvar  orifice. 
The  vaginal  orifice  is  marked  by  the  hymen.  The  posterior 
part  of  the  vulvar  orifice,  which  is  the  part  made  tense, 
is  the  fourchette.  The  vaginal  orifice  is  in  the  nullipara 
its  narrowest  part.  Consequently,  if  any  part  of  the  vagina  is 
torn,  it  is  this  part.  It  is  always  torn  in  first  labours.  If  the 
child  is  small,  the  tear  may  not  involve  the  fourchette.  Tears 
are  often  multiple  and  stellate,  radiating  from  the  vaginal 
orifice ; but  whatever  other  lacerations  take  place,  there  is 
always  one  in  the  mesial  line.  Tears  are  more  numerous 
on  the  left  than  on  the  right  side. 

Such  cases  are  the  exception.  In  many  (according  to 
Duncan  in  GO  per  cent,  of  first  labours)  the  tear  extends 
upwards  through  the  mucous  membrane  of  the  vagina, 
backwards  through  the  skin  of  the  perineum,  and  through 
the  tissues  between  them.  This  is  rupture  of  the  perineum. 
If  the  tear  does  not  extend  through  the  sphincter  ani,  it 
is  called  “ incomplete  ” rupture. 

Mechanism  of  production. — During  delivery  the  perineum 
is  stretched  both  from  side  to  side  and  from  before  back- 
wards. The  tension  on  its  anterior  edge  is  from  side  tQ 
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side,  and  therefore  rupture  here  occurs  in  a line  perpendicular 
to  that  of  greatest  tension  ; that  is,  from  before  backwards. 

When  the  anterior  edge  is  stretched  till  it  can  stretch 
no  more,  it  gives  way,  and  the  tear  extends  until  by  it  the 
opening  has  been  made  large  enough  for  the  head  to  pass. 
The  extent  of  the  tear  depends  upon  four  factors.  These  are : 
(1)  The  elasticity  of  the  tissues,  that  is,  the  power  of  the 
tissue  elements  to  rearrange  themselves  so  that  the  part  may 
elongate.  Tears  of  the  perineum  are  especially  met  Avith 
in  elderly  primipane,  Avhose  tissues  are  less  elastic  than  those 
of  the  young.  The  difference  dependent  upon  age  is  not 
great,  but  it  is  real.  We  do  not  know  Avliat  the  structural 
peculiarities  are  Avhich  make  one  perineum  more  capable  of 
stretching  than  another.  (2)  The  length  and  situation  of 
the  perineum.  The  length  of  the  perineum*  in  nulliparae 
varies  from  five-eighths  of  an  inch  to  two  inches.  The 
situation  of  the  fourchette  varies  from  as  much  as  tAvo  inches 
behind  the  loAver  border  of  the  symphysis  pubis  to  close  up 
to  the  symphysis.  (See  Figs.  40  and  41,  pp.  129  and  130.)  It 
is  obvious  that  if  the  perineum  is  short  and  its  anterior 
edge  far  back,  less  stretching  Avill  be  required  to  let  the 
child  pass  than  if  the  perineum  is  long  and  its  anterior  edge 
far  forward.  (3)  The  amount  of  stretching  required  : in  other 
words,  the  size  of  the  child.  The  birth  of  large  children  is 
oftener  accompanied  Avith  rupture  of  the  perineum  than 
the  birth  of  small  children.  In  children  of  average  size 
the  head  is  the  largest  part,  and  therefore  that  Avhich  tears 
the  perineum.  But  in  children  of  excessive  size  the  trunk 
is  larger  in  proportion  to  the  head  than  in  those  of  average 
size ; therefore  Avith  very  large  children  the  perineum  is  liable 
to  be  torn,  or  a small  tear  to  be  made  a large  one,  during  the 
passage  of  the  shoulders.  (4)  The  suddenness  of  the  stretch- 
ing. The  more  gradual  the  stretching  of  the  perineum 
the  less  likely  is  rupture  to  occur.  Rupture  of  the  perineum 
is  especially  apt  to  happen  in  labours  completed  by  very 
strong  uterine  action  (such  for  instance  as  is  provoked  by 
ergot),  by  Avhich  the  child  is  quickly  propelled  through  the 
genital  canal ; and  in  labours  assisted  Avith  forceps,  if  the 
child  is  too  rapidly  pulled  through  the  vulvar  orifice.  It 

* See  a paper  by  the  author,  “ Obst.  Trans..”  vol.  xxxi. 
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is  not  a necessary  consequence  of  forceps  delivery,  for  this 
can  be  so  managed  as  to  give  the  perineum  time  to  stretch. 
In  labour  protracted  by  weak  pains,  but  ended  naturally, 
rupture  of  the  perineum  seldom  occurs. 

Central  rupture  of  the  perineum. — The  common  kind  of 
rupture  of  the  perineum  is  that  which  has  been  described 
above : a tear  beginning  at  the  tense  anterior  edge,  and 
extending  backwards.  The  tear  generally  begins  in  the 
middle  line,  but,  owing  to  the  vagina  being  thicker  in  the 
median  raphe,  an  extensive  tear  seldom  keeps  in  the  middle 
line.  There  are  less  common  ways  in  which  rupture  occurs. 
One  is  called  central  rupture.  In  this  form,  the  tear  begins 
in  the  posterior  wall  of  the  vagina,  above  the  orifice.  Then, 
as  the  head  is  forced  on,  it  presses  into  the  tear  in  the  vagina, 
widens  it,  presses  asunder  the  muscular  and  fibrous  structures 
of  the  perineal  body,  bulges  down  the  skin  in  the  middle  of 
the  perineum,  and  finally  tears  it.  The  tear,  thus  begun  in 
the  middle  of  the  perineum,  may  extend  forwards  to  the 
fourchette,  and  backwards  to  the  anus,  central  rupture  thus 
becoming  complete.  The  above  is  what  I think  is  the 
common  mode  of  production  of  central  rupture  of  perineum. 
But  the  tear  of  the  vagina  and  cellular  tissue  of  perineum 
may  not  involve  the  skin  of  the  perineum.  The  skin  of  the 
perineum  may  be  centrally  split  without  injury  to  the  mucous 
membrane  of  the  vagina  (Matthews  Duncan).  The  cellular 
tissue  of  the  perineum  may  be  torn  without  tear  of  either 
vaginal  mucous  membrane  or  perineal  skin.  The  formation 
of  a central  perforation  may  begin  in  either  of  these  ways, 
the  order  of  tearing  being  not  always  the  same.  Children 
have  been  born  through  central  rupture  of  the  perineum 
without  injury  to  either  anus  or  fourchette;*  although  I 
think  with  Madame  Lachapelle  and  Matthews  Duncan  that 
it  is  more  common  for  delivery  to  take  place  through  the 
vaginal  orifice  even  when  there  is  a central  rupture. 

Rupture  from  above  downwards. — There  is  a still  rarer 
mode  of  rupture  of  the  perineum  that  I have  once  seen.  The 
recto-vaginal  septum  was  first  torn  through,  and  then  this 
tear  extended  downwards  through  the  perineum.  After  the 
head  had  been  delivered,  the  hand  protruded  through  the 

* See  F.  H.  Eamsbotham,  “ Obst.  Med.  and  Surgery.” 
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anus,  and  then  the  shoulder  came  down,  tearing  the  perineum 
from  above  downwards.  Such  rupture  is,  of  course,  always 
complete.  This  mode  of  rupture  has  also  been  reported  by 
Baudry.* 

Healing  of  perineal  rupture.  — If  left  untreated,  in- 
complete rupture  of  the  perineum  usually  unites  by  the 
union  of  granulations  on  opposite  sides,  through  part  only  of 
its  extent ; so  that  the  perineum  remains  shorter  than  it  was 
before.  Complete  rupture  of  the  perineum  occasionally  heals 
without  treatment ; but  this  is  exceptional. 

Results  of  rupture  of  perineum. — Complete  rupture  of 
the  perineum  deprives  the  patient  of  the  power  of  retaining 
fa?.ces  in  the  rectum  (Fig.  192). 

If  a few  fibres  of  the  sphincter 
ani  remain  intact,  so  that  its 
power  is  not  destroyed,  but 
only  weakened,  the  patient  may 
be  able  to  retain  scybala,  but 
unable  to  keep  in  fluid  faeces. 

Incomplete  rupture  of  the 
perineum  enlarges  the  vaginal 
orifice.  The  consciousness  of 
being  “ more  open  ” is  some- 
times disagreeable  to  the  pa- 
tient. If  the  patient  suffers 
from  descent  of  the  uterus  or 
vagina,  for  which  the  support 
of  a pessary  is  beneficial,  the 
shortening  of  the  perineum  may  make  it  difficult  or  im- 
possible to  get  a vaginal  pessary  retained. 

Neither  complete  nor  incomplete  rupture  of  the  perineum 
can  cause  prolapse  of  the  uterus.  I have  seen  a patient 
whose  perineum  had  been  ruptured  for  twenty  years,  in  her 
first  and  only  confinement,  who  had  suffered  since  from 
inability  to  retain  her  fieces,  but  had  not  the  slightest  pro- 
lapse. But  in  the  way  above  described,  rupture  of  the 
perineum  much  affects  the  success  of  mechanical  treatment 
of  prolapse. 

Central  rupture  of  the  perineum  may  heal  incompletely, 

* Annalcs  de  Gynecologic,  Juillet,  1894. 
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neum.  (After  Pozzi.) 
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leaving  a fistulous  channel  between  the  vagina  and  the 
perineum.  Madame  Lachapelle  thought  that  such  a fistula 
was  its  usual  consequence.  That  such  fistula)  are  seldom 
seen  is  a gratifying  illustration  of  the  progress  of  obstetric 
surgery. 

Treatment. — There  is  only  one  treatment  for  rupture  of 
the  perineum,  and  that  is  a plastic  operation  to  restore  the 
perineum. 

The  operation  for  complete  rupture  of  the  perineum. 

— This  is  best  done  about  two  months  after  delivery ; 
that  is,  when  involution  is  complete.  It  consists  in 

making  a raw  surface  which  shall  include  the  divided  ends 
of  the  sphincter  ani,  and  bringing  these  together  with 
stitches.  It  differs  from  the  method  of  extending  the 
perineum  forwards,  which  is  done  for  incomplete  rupture 
of  the  perineum  with  prolapse,  for  the  purpose  of  enabling 
the  patient  better  to  retain  a vaginal  pessary,  and  which  is 
called  posterior  colporrhaphy,  in  that  (1)  the  raw  surfaces 
must  be  so  accurately  brought  together  that  union  may  take 
place  by  the  first  intention  If  such  union  does  not  take 
place,  the  contraction  of  the  sphincter  ani  will  prevent  union 
by  granulation,  and  the  operation  will  be  a failure.  (2)  If  the 
patient  is  likely  to  have  more  children,  the  new  perineum 
should  not  be  longer  than  a normal  perineum ; that  is,  it 
should  not  exceed  an  inch  and  a half.  (3)  As  little  tissue  as 
possible  should  be  removed,  so  that  the  operation  may  not 
contract  the  genital  canal,  and  thus  make  labour  difficult. 
The  latter  condition  is  best  complied  with  if  the  raw  surface 
is  made  by  splitting  the  recto-vaginal  septum,  and  not  by' 
dissecting  off'  mucous  membrane  as  in  posterior  colporrhaphy. 
This  is  an  old  practice  that  has  recently  been  written  about  as 
if  it  were  a novelty.  I was  taught  it  by  Mr.  Waren  Tay  in 
1874,  and  he  learned  it  long  before  from  Mr.  Jonathan 
Hutchinson.  Mr.  Lawson  Tait  has  recommended  a way  of 
putting  in  the  stitches  which  makes  the  operation  a quick  one. 
but  brings  with  it  a liability  to  abscess  of  the  recto-vaginal 
septum ; therefore  I describe  it  not.  I shall  describe  the 
operation  as  I do  it,  which  I think  is  the  way  in  which  a 
firm  perineum  can  be  made  with  the  least  removal  of 
tissue. 
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Instruments  required — - 

Clover’s  crutch. 

Toothed  dissecting  forceps. 

Scissors. 

Four  pairs  of  artery  forceps. 

Six  half-curved  needles. 

Needle  holder. 

Large  curved  perineum  needle  in  handle. 

Silkworm  gut. 

No.  1 catgut,  iodoform,  Gamgcc  tissue. 

T bandage,  douche-tin,  etc. 

O 3 3 

The  anaesthetised  patient  being  in  the  lithotomy  position, 
make  the  raw  surface  by  splitting  the  recto-vaginal  septum 
from  side  to  side,  along  the  line  A B (Fig.  193).  At  the  ends 
of  the  line  of  split,  cut  through  the  skin  at  right  angles  to  it, 
forwards  and  backwards,  and  raise  up  the  corners  thus  formed 
by  detaching  them  from  the  underlying  tissue.  Thus,  without 
taking  away  any  skin  or  mucous  membrane,  you  will  have 
a raw  surface  of  the  shape  of  two  triangles,  the  base  of  each, 
C D and  G H,  being  formed  by  the  skin  of  the  perineum,  the 
sides  by  the  mucous  membrane  of  the  vagina  in  front  and  the 
rectum  behind,  the  apices  being  truncated  and, meeting  in 
the  middle  line.  The  line  A b passes  through  the  middle 
of  each  triangle,  and  bisects  its  base ; when  I speak  of  the 
middle  of  the  raw  surface,  I mean  this  line.  Having  made 
the  raw  surface,  take  now  the  large  curved  perineum  needle. 
Enter  its  point  about  half  an  inch  outside  B ; pass  it  through  the 
recto-vaginal  septum  above  the  raw  surface,  so  that  the  suture 
it  is  to  carry  shall  be  completely  buried  within  the  septum  ; 
bring  it  out  about  half  an  inch  outside  A.  Thread  it  with 
silkworm  gut,  and  withdraw  it.  While  passing  the  needle, 
hold  one  linger  of  the  left  hand  in  the  rectum  and  another 
in  the  vagina,  so  as  to  be  sure  that  the  needle  is  traversing 
the  recto- vaginal  septum.  The  object  of  this  silkworm  gut 
stitch  is  to  support  the  parts,  and  prevent  strain  from  being 
thrown  on  the  catgut  stitches  which  are  to  hold  the  raw 
surfaces  in  apposition.  Seize  each  end  of  the  silkworm 
gut  stitch  with  pressure  forceps,  and  let  them  hang  down 
out  of  the  way.  Now  take  half-curved  needles  threaded  with 
catgut.  Enter  the  first  stitch  at  the  junction  of  the  rectal 
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mucous  membrane  and  raw  surface,  close  to  the  apex  of  the 
triangle,  and  bring  it  out  at  the  middle  of  the  raw  surface. 
Enter  it  again  at  the  middle  of  the  raw  surface  on  the 
opposite  side,  and  bring  it  out  as  close  as  possible  to  the 


junction  of  mucous  membrane  and  raw  surface.  Tie  this 
suture,  grasp  its  ends  with  forceps,  and  let  them  hang  down 
out  of  the  way.  Put  in  the  second  suture  at  the  junction 
of  vaginal  mucous  membrane  and  raw  surface,  bring  it  out  at 
the  middle  of  the  raw  surface,  nearer  the  base  of  the  triangle 
than  the  first  suture-;  enter  it  at  a corresponding  point  in  the 
middle  of  the  raw  surface  on  the  opposite  side,  and  bring 
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it  out  as  close  as  possible  to  the  junction  of  vaginal  mucous 
membrane  and  raw  surface.  Then  tie  it.  (The  diagram 
shows  the  first  stitch  passed,  but  not  tied,  and  the  second 
stitch  being  put  in.  This  is  for  the  sake  of  pictorial  clearness, 
but  it  is  better  to  tie  each  stitch  before  putting  in  the  next ; 
and  it  is  convenient  not  to  cut  off  the  ends  at  this  stage, 
because  by  them  the  part  can  be  pulled  upon  if  wished.) 
The  third  suture  is  entered  between  the  rectal  mucous  mem- 
brane and  the  raw  surface,  still  nearer  the  base  of  the  triangle, 
and  so  on,  sutures  being  entered  alternately  from  the  rectal 
and  vaginal  aspects,  until  the  whole  of  the  raw  surface  has 
been  brought  into  apposition  by  a row  of  vaginal  and  a row  of 
rectal  stitches.  Take  care  that  the  stitches  do  not  go  beyond 
the  middle  of  the  raw  surface  so  as  to  overlap.  When  all 
except  a strip  of  raw  surface  parallel  with  the  base  of  each 
triangle  (cd,  gh)  has  been  brought  together,  complete  the 
apposition  of  the  bases  by  transverse  stitches  going  through 
the  skin  of  the  perineum.  Before  tying  these  transverse 
stitches,  tie  the  deep  silkworm  gut  suture  so  as  to  press 
the  raw  surfaces  together,  and  support  the  catgut  stitches. 
When  the  stitching  is  complete,  cut  short  the  ends  of  all 
the  catgut  stitches;  leave  those  of  the  silkworm  gut  stitch 
about  an  inch  long.  Powder  the  part  with  iodoform,  apply  a 
pad  of  Gamgee  tissue,  and  keep  it  in  place  with  a T bandage. 
Let  the  nurse  wash  the  rectum  out  twice  a day  for  a fortnight. 
Let  the  patient  pass  urine  naturally  if  she  can ; if  not,  she 
must  be  relieved  by  the  catheter.  I think  it  is  better  to 
have  her  knees  tied  together  ; this  lessens  the  strain  on  the 
stitches.  Take  out  the  silkworm  gut  stitch  at  the  end  of  a 
week.  Leave  the  catgut  stitches  to  be  absorbed. 

Recto-vaginal  fistula — that  is,  an  opening  between  the 
rectum  and  vagina — is  seldom  produced  by  sloughing,  because 
at  the  pelvic  brim,  the  place  where  the  tissues  are  most  often 
nipped  and  made  to  slough,  the  rectum  is  at  the  side  of  the 
safral  promontory,  and  therefore  out  of  the  way  of  pressure. 
Such  a fistula  is  generally  the  result  of  incomplete  union  of 
rupture  of  r,he  perineum,  the  lower  part  of  the  rent  healing, 
the  upper  not.  These  fistulre  are  seldom  large. 

A recto-vaginal  fistula  permits  the  escape  of  fieces  and 
flatus  involuntarily  from  the  rectum  into  the  vagina.  It 
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can  be  cured  by  a plastic  operation,  and  in  no  other  way. 
What  is  the  best  operation  depends  upon  the  size  and  place 
of  the  fistula.  If  small  and  easily  got  at,  or  high  up,  it  will 
be  best  to  pare  its  edges  and  bring  them  together  with  wire 
sutures  and  coil  and  shot,  in  the  same  way  as  I have  advised 
for  a small  vesico- vaginal  fistula.  If  large  and  low  down,  it 
may  be  better  to  cut  through  the  part  of  the  recto-vaginal 
septum  which  is  below  the  fistula,  and  then  perform  the  same 
operation  as  for  ruptured  perineum. 


^part 
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CHAPTER  LY. 

VARIAN  TUMOURS. 

The  common  abdominal  tumours  in  women. — There  are 
three  abdominal  tumours  common  in  women : pregnancy, 
ovarian  cysts,  and  uterine  fibroids.  In  Chapter  XLIV.  I have 
described  the  diagnosis  of  normal  pregnancy.  Cases  of 
ectopic  and  complicated  pregnancy,  advanced  enough  to  form 
an  abdominal  tumour,  are  less  common  than  either  ovarian 
or  uterine  new  growths.  Great  enlargement  of  the  belly,  due 
to  ovarian  cysts,  is  rather  commoner  than  that  due  to  uterine 
fibroids.  I shall  therefore  first  describe  the  kinds  of  ovarian 
tumours,  their  clinical  history,  their  diagnosis,  and  their 
treatment. 

Ovarian  new  growths. — It  is  not  surprising  that  the 
organ  whose  cells  have  the  extraordinary  power  of,  under 
certain  conditions,  producing  another  human  being,  should, 
with  different  conditions,  be  apt  to  produce  new  growths. 
Such  growths  in  the  ovary  are  common,  and  very  various 
in  nature.  There  are  other  tumours  found  in  the  belly, 
which  are  not  ovarian,  but  grow  from  structures  near  the 
ovary.  As  these  cannot  clinically  be  distinguished  from 
ovarian  tumours,  I shall  describe  them'  together. 

The  ovary  is  remarkable,  not  only  for  its  power  of  pro- 
ducing new  growths,  but  for  the  variety  of  these  new  growths, 
and  the  various  combinations  of  different  kinds  of  new 
growth.  Ovarian  tumours  may  be  broadly  classified  into 
five  groups — 

1.  Simple,  or  unilocular,  cysts. 

2.  Multilocular  cysts. 

u u 
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3.  Papillomatous  cysts. 

4.  Dermoid  cysts. 

5.  Malignant  tumours. 

Each  of  these  groups  has  definite  distinctive  characters. 
But  between  them  are  found  tumours  which  present  some 
characters  of  one  group,  some  of  another,  and  therefore  are 
intermediate  transition  forms  between  the  main  t}7pes.  In 
describing  these  tumours  I shall  begin  with  the  simplest, 
and  as  I pass  from  one  to  another,  I shall  point  out  the 
transition  forms  which  lie  between  the  well-marked  types. 

The  origin  of  ovarian  tumours. — The  common  ovarian 
tumours  are  cystic.  A cyst  is  a bag  containing  fluid.  The 
ovary  is  full  of  bags  of  fluid,  in  size  varying  from  one 
requiring  a microscope  to  see  it,  up  to  that  of  a cherry.  These 


Fig.  194. — Diagram  representing  the  cyst  regions  of  the  ovary.  ( After 
Bland  Sutton.) 

a,  oophoron,  or  egg-bearing  portion  of  ovary ; B,  para-oophoron,  or  liilum  of  ovary ; 
o,  parovarium  ; k,  Kobett’s  tubes;  o,  Gartner’s  duct. 

are  called  Graafian  follicles,  and  they  contain  ova  (Fig.  194). 
These  bags  ought,  when  they  get  a certain  size,  to  burst,  and 
let  out  the  ova.  If  such  a bag  should  not  burst,  but  go  on 
getting  bigger  and  bigger,  of  course  it  will  form  a large 
tumour.  If  two  or  three  bags  should  go  on  enlarging  instead 
of  bursting,  then  we  shall  have  a large  tumour  composed  of 
more  than  one  compartment  (Fig.  195).  This  is  such  a 
simple  and  natural  way  of  explaining  the  development  of 


OV Alt  I AN  TUMOURS. 


723 


ovarian  tumours  that  one  would  think  any  other  must  only 
apply  to  exceptional  cases. 

Why  ovarian  tumours  develop. — We  know  not  why 
follicles  develop  into  cysts.  Various  explanations  have  been 
given : degeneration  of  the  epithelium,  extra  thickness  of  the 
fibrous  capsule,  “ deficient 
bursting  force  ” (whatever 
this  means),  haemorrhage, 
inflammation,  etc.,  etc. 

These  are  merely  verbal 
theories.  We  know  no- 
thing as  to  the  causes  of 
ovarian  tumours,  except 
that  they  are  least  com- 
mon in  women  who  have 
manychildren;  most  com- 
mon in  Avomen  who  have 
no  children*  They  occur 
at  all  ages,  in  the  single  and  in  the  married,  in  the  plump 
and  in  the  thin,  in  the  rich  and  in  the  poor,  in  those 
with  disease  elseAvhere  and  in  those  without  it.  We  can 
neither  predict  nor  prevent  them. 

Hydrops  folliculi. — In  the  ovary,  as  elsewhere,  no  sharp 
line  can  be  drawn  betAveen  health  and  disease.  Small  bag's 

o 

of  fluid  in  the  ovary  are  normal,  and  are  called  healthy 
follicles.  When  one  of  these  bags  is  bigger  than  usual,  it  is 
said  to  be  dropsical,  and  is  called  hydrops  folliculi.  It  is 
not  possible  to  define  Avhat  is  the  largest-sized  follicle  that 
ought  to  be  called  healthy,  what  the  smallest  that  may 
rightly  be  termed  dropsical. 

Simple  ovarian  cysts. — When  there  is  only  one  large 
bag  of  fluid  in  an  ovary,  but  this  bag  is  too  large  to  be  called 
a dropsical  follicle,  it  is  called  a simple  ovarian  cyst.  It  is 
impossible  to  draAv  a line  Avhich  all  will  accept  as  correct 
between  a dropsical  follicle  and  a cyst : to  say  Avhat  size  is 
too  large  to  be  called  hydrops  folliculi,  Avhat  too  small  to  be 
called  a cyst.  A practical  distinction  hangs  upon  the  nomen- 
clature. A dropsical  follicle  in  an  ovary  gives  no  trouble  ; 
and  no  one  Avould,  on  account  of  hydrops  folliculi,  advise 
* See  Sir  J.  Williams,  Brit.  Med.  Journal,  July  10,  1897. 


Fig.  195.— Enlargement  of  Graafian  follicles. 
Early  stage  of  cystic  disease.  ( After  It. 

Barnes.) 
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the  removal  of  an  ovary.  But  when  there  is  a bag  of  fluid 
in  an  ovary  so  big  that  everyone  would  agree  in  calling  it 
a cyst,  everyone  would  also  agree  in  saying  that  it  would 
certainly  grow  bigger,  and  ought  to  be  removed  as  soon  as 
possible.  Simple  ovarian  cysts  are  never  large.  In  cysts 
much  larger  than  a hen’s  egg,  if  they  seem  simple,  careful 
examination  will  generally  detect  smaller  cysts  in  their  walls. 
Small  simple  cysts  are,  so  to  speak,  young  cysts,  and  therefore 
degenerative  and  inflammatory  changes  are  rare  in  them. 
Their  wall  is  thin,  greyish,  often  translucent.  They  are  lined 
with  columnar  epithelium,  like  that  of  the  membrana 
granulosa.  The  fluid  they  contain  is  serous,  seldom  blood- 
stained or  colloid,  of  specific  gravity  from  1005  to  1020.  The 
ovary  is  either  attached  by  its  edge  to  the  cyst,  or  spread  out 
over  part  of  the  cyst. 

Cysts  of  the  corpus  luteum. — Some  cysts  are  lined  with 
yellow  matter,  like  that  of  the  corpus  luteum.  It  is  inferred 
that  such  cysts  have  developed  in  a corpus  luteum,  that 
is,  that  a follicle  has  burst,  and  discharged  its  ovum  ; the 
opening  has  then  healed,  and  the  cavity  has  afterwards 
developed  into  a cyst. 

Simple  ovarian  cysts,  as  a rule,  give  no  trouble.  Some- 
times they  cause  dull  aching  pain,  which  brings  the  patient 
for  treatment.  As  they  are  seldom  adherent,  their  removal 
is  easy,  and  attended  with  hardly  any  danger. 

Papillary  adenomatous  growths  in  simple  ovarian  cysts. 
— Very  rarely  small  papillary  adenomatous  growths  are  found 
in  simple  ovarian  cysts  growing  from  the  oophoron,  and 
therefore  believed  to  be  dropsical  Graafian  follicles.*  I shall 
point  out  presently  the  pathological  significance  of  this.  The 
presence  of  such  growths  does  not  alter  the  clinical  history. 

Tubo-ovarian  cysts. — A tubo-ovarian  cyst  is  one  formed 
of  an  ovarian  cyst  which  communicates,  usually  by  a large 
opening,  with  a dilated  Fallopian  tube.f  Such  ovarian  cysts 
are  usually  unilocular  X,  but  may  be  multilocular.  Tubo- 
ovarian  cysts  are  seldom  larger  than  a child’s  head.  Two 

* See  Pfannenstiel,  “ Arch,  fur  Gyn.,”  Bd.  xlviii. 

f See  Griffith,  “ Obst.  Trans.,”  vol.  xxix.  p.  273;  and  Doran,  ibid.,  p.  306; 
also  vol.  xxx.  p.  3. 

X Eighteen  out  of  twenty-two  in  Griffith’s  collection. 
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processes  are  necessary  for  their  formation : (1)  adhesion 
between  tube  and  ovary ; (2)  perforation  of  the  cyst  wall.  As 
the  ovary  is  near  and,  there  is  reason  to  think,  at  certain 
times  grasped  by  the  fimbriated  end  of  the  tube,  should 
inflammation  occur,  the  fimbriae  will  be  fixed  round  the  ovary. 
If  when  this  has  happened,  a Graafian  vesicle  or  corpus  luteum 
should  develop  into  a cyst,  the  tube  will  be  adherent  to  the 
wall  of  the  cyst.  The  perforation  of  the  cyst  wall  probably 
takes  place  by  a process  of  atrophy  like  that  which  leads 
to  absorption  of  septa  and  fusion  of  cavities  in  multilocular 
cysts.  The  probability  is,  however,  that  the  tube  is  already 
inflamed,  closed,  and  dilated  before  it  becomes  adherent  to 
the  ovary,  because  inflammation  about  normal  ovaries  is 
usually  set  up  by  extension  from  the  tube.  It  is  conceivable 
that  the  ovary  may  be  cystic  before  it  becomes  adherent 
to  the  tube  ; but  this  is  unlikely,  because  enlargement  ot 
the  ovary  disturbs  its  normal  relations  with  the  tubes. 

There  are  seldom  great  constrictions  or  projecting  folds 
marking  the  fusion  between  the  cyst  and  the  tube,  such 
as  often  mark  the  junction  of  two  cavities  in  a multilocular 
ovarian  cyst.  This  is  a reason  for  thinking  that  the  fusion  of 
ovary  and  tube  takes  place  early.  The  uterine  end  of  the 
tube,  whether  absolutely  sealed  or  not,  is  practically  blocked, 
or  else  the  fluid  would  escape  by  the  uterus.  In  some  re- 
ported cases  it  is  said  to  have  done  this.*  The  folds  of 
the  distended  tube  are  effaced  by  the  distension,  and  its 
epithelium  may  have  been  destroyed. 

It  is  often  difficult  to  say  whether  a cyst,  into  the 
formation  of  which  both  ovary  and  tube  enter,  is  a tubo- 
ovarian  cyst,  or  a hydrosalpinx  to  the  wall  of  which  the  ovary 
is  adherent.  Doran  f thinks  the  dilated  part  of  the  tube 
is  often  mistaken  for  a cystic  ovary.  I find  it  difficult  to 
understand  why  the  cysts  that  become  fused  with  Fallopian 
tubes  should  be  so  often  unilocular,  seeing  that  unilocular 
tumours  form  only  a small  minority  of  ovarian  tumours 
generally.  It  is  remarkable  also  that  signs  of  recent  per- 
foration of  the  ovarian  cyst  are  so  rarely  seen,  although 

* Barnes,  “ Diseases  of  Women,”  1st  edition,  p.  324;  also  Wells,  “ Ovarian 
and  Uterine  Tumours,”  p.  18. 

t “ Obst.  Trans.,”  vol.  xxxviii.  p.  3. 
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tubo-ovarian  cysts  are  generally  small.  I therefore  am  dis- 
posed. to  agree  with  Doran.  On  the  other  hand,  Pozzi* 
thinks  that  most  cases  described  as  hydrosalpinx  which 
exceeded  a foetal  head  in  size  were  probably  tubo-ovarian 
cysts.  This  also  may  be  correct. 

Multiple  dropsical  follicles:  Rokitansky’s  tumour. — In 
most  small  ovarian  tumours,  either  only  one  follicle  is 


Fig.  196. — Multiple  enlargement  of  Graafian  follicles  in  both  ovaries  : Kokitansky’s 
tumour.  (After  A.  Barnes,  from  a specimen  in  the  Museum  of  the  Middlesex 
Hospital.) 

dropsical  or  there  is  one  big  cyst  and  many  little  ones. 
There  is  a rare  kind  of  tumour,  in  which  the  ovary  may  get 
as  big  as  a child’s  head,  but  is  enlarged  not  by  the  size 
of  the  cysts  but  by  their  number.  The  tumour  is  made  up 
of  little  cysts,  most  of  them  about  the  size  of  a cherry,  or 
smaller ; a few  perhaps  a little  larger,  up  to  the  size  of  a small 
orange.  These  are  all  closely  packed  together,  and  flattened 
by  mutual  compression.  In  these  little  cysts,  little  or  no 
degeneration  of  their  contents  has  taken  place,  and  therefore 
ova  can  be  found  in  them.  The  name  of  Rokitansky’s  tumour 

* “ Gynaecology,”  N.S.S.  Translation,  vol.  ii.  p.  343. 
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has  been  given  to  this  form  of  ovarian  new  growth,  because 
the  first  recorded  specimen  of  it  was  described  by  Rokitansky. 
It  is  rare ; and  in  the  few  specimens  that  have  been  removed 
both  ovaries  were  similarly  diseased  (Fig.  196).  We  know  not 
the  reason  why  so  many  follicles  should  get  dropsical.  Some, 
with  Olshausen,  think  that  there  is  no  essential  difference 
between  these  tumours  and  the  multilocular  cystoma ; that 
tumours  are  found  which  indicate  a transition  from  one 


s 


Fig.  197. — Diagram  of  the  structures  in  and  adjacent  to  the  broad  ligament. 

( After  Doran.) 

1,  Parenchyma  of  ovary,  seat  of  la,  glandular  or  multilocular  cyst ; 2,  liilum,  with  3,  papillo- 
matous cyst ; 4,  broad  ligament  cyst,  independent  of  parovarium  and  Fallopian  tube  ; 5, 
similar  cyst  in  broad  ligament  above  the  tube,  not  connected  with  it ; 6,  similar  cyst 
developed  close  to  7,  ovarian  fimbria  of  tube  ; 8,  hydatid  of  Morgagni  ; 9,  cyst  developed 
from  horizontal  tube  of  parovarium ; 10,  parovarium,  the  dotted  lines  representing 
portions  obsolete  in  the  adult ; 11,  small  cyst  developed  from  a vertical  tube  ; 12,  duct  of 
Gartner  ; 13,  track  of  Gartner’s  duct  in  uterine  wall. 


into  the  other.  As  we  know  not  the  causes  of  either,  the 
point  is  not  at  present  important. 

Rokitansky’s  tumour  is  so  rare  that  assertions  about  its 
clinical  peculiarities  must  be  based  on  very  few  cases ; there- 
fore I refrain  from  making  any  beyond  this : that  it 
is  bilateral,  and  the  solid  feeling  which  this  collection  of 
small  cysts  gives,  may  make  you  suspect  malignant  disease, 
but  yet  the  mobility  of  the  tumour  will  indicate  operation. 
When  the  belly  is  opened,  the  discovery  of  the  nature  of 
the  tumour  will  be  a pleasant  surprise. 

The  simple  ovarian  cyst  and  Rokitansky’s  tumour  repre- 
sent the  earliest  stages  of  tumour  development  from  the 
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egg-bearing  part  of  the  ovary;  and  for  that  reason  I have 
described  them  first. 

Parovarian,  or  simple  broad  ligament  cysts.  — These 
cysts  bring  with  them  less  danger  than  any  other.  When 
the  broad  ligament  is  held  up  to  the  light,  the  parovarium,  or 
organ  of  Rosenmuller,  is  seen  between  its  layers  (Fig.  197). 
This  consists  of  from  five  to  twenty-four — generally  about 
eight  or  ten — fine  tubes,  running  vertically  to  the  long  axis  of 
the  ovary,  and  entering  the  para-oophoron,  or  hilum  of  the 


Fig.  198. — Left  broad  ligament,  from  nature.  (After  Doran.) 

Its  posterior  layer  lias  been  removed.  The  duet  of  Gartner  is  distinct.  A cyst  is  developed 
from  one  vertical  tube.  A larger  cyst  is  continuous  by  a thin  cord  with  the  horizontal  duct. 


ovary.  These  tubes  are  the  remains  of  the  Wolffian  body. 
Their  ends  remote  from  the  ovary  are  joined  by  a horizontal 
tube,  running  parallel  with  the  long  axis  of  the  ovary,  inwards 
towards  the  uterus.  This  is  called  the  duct  of  Gartner.  The 
cysts  that  I am  about  to  speak  of  are  called  parovarian  cysts 
because  they  are  believed  to  develop  out  of  these  vertical 
parovarian  tubes  (Fig.  198).  They  are  called,  with  equal 
correctness,  simple  broad  ligament  cysts  because  they  are 
simple  and  develop  in  the  broad  ligament.  Doran,  whose 
experience  and  skill  entitle  his  opinion  to  respect,  holds 
that  these  cysts  arise  in  the  broad  ligament  apart  from 
the  parovarium  ( see  Fig.  197).  If  he  be  right,  the  latter 
of  the  two  names  is  the  only  correct  one. 

Morbid  anatomy. — The  distinctive  marks  of  these  tumours 
are : (1)  The  ovary  is  usually  attached  to  the  side  of  the  cyst 
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(Fig.'  199).  (2)  The  Fallopian  tube  is  stretched  across  the 
top  of  it,  and  if  the  tumour  is  large,  the  tube  is  elongated, 
and  the  mesosalpinx  thickened.  (3)  The  peritoneum  is 
easily  stripped  off.  (4)  The  fluid  is  clear,  limpid,  straw- 
coloured,  of  specific  gravity  of  1010  or  less.  (5)  These 
tumours  are  generally  unilocular. 

When  small,  the  walls  of  these  cysts  are  thin  and  trans- 
lucent; when  large,  the  walls  are  thicker.  They  are,  when 
small,  lined  with  columnar  epithelium ; but  when  larger,  this 


Fig.  109. — Simple  broad  ligament  cyst,  in  the  opinion  of  Doran  ; but  by  some  called 
parovarium.  From  nature.  ( After  Doran.) 

becomes  first  stratified  from  pressure,  and  then  atrophied. 
Their  fluid  contains  albumin ; they  are  often  big  enough  to 
hold  several  pints  of  fluid,  but  do  not  get  so  big  as  some  other 
tumours.  They  are  never  met  with  in  children.  According 
to  Bland  Sutton,  they  form  about  10  per  cent,  of  the  tumours 
diagnosed  clinically  as  ovarian  cysts. 

Clinical  features. — From  the  fact  that  simple  parovarian 
or  broad  ligament  cysts  are  never  seen  very  big,  it  is  probable 
that  if  let  alone  they  would  reach  a certain  size  and  then 
cease  growing.  At  the  present  day  no  competent  observer 
waits  to  see;  for  until  the  belly  is  opened  these  tumours 
cannot  be  distinguished  from  those  which  do  not  stop  grow- 
ing. From  this  peculiarity  it  happens  that  these  tumours, 
when  tapped,  or  accidentally  burst,  are  sometimes  cured ; the 
fluid  being  let  out,  further  secretion  ceases,  or  becomes  no 
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more  than  the  peritoneum  can  instantly  absorb.  These  cases 
were  those  which,  when  ovariotomy  was  on  its  trial,  enabled 
its  opponents  to  say  that  some  cases  remained  well,  or  were 
cured  without  that  operation.  The  fluid  which  these  tumours 
contain  is  not  irritating ; hence  when  such  a cyst  is  burst  or 
tapped,  or  its  fluid  escapes  into  the  peritoneum  during  opera- 
tion, the  patient  is  none  the  worse.  These  tumours  seldom 
excite  inflammation  and  therefore  are  seldom  adherent.  They 
affect  not  the  general  health,  and  as  they  do  not  grow  very 


Fig.  200. — Large  papillomatous  cyst  springing  from  tlie  liilum  of  the  ovary,  the 
greater  part  of  which  organ  is  not  involved  in  the  morbid  growth.  The  cyst  haa 
forced  its  way  between  the  layers  of  the  broad  ligament  as  far  as  the  FallopiaD 
tube.  ( Alter  Doran.) 

big,  nor  irritate  the  peritoneum,  they  do  not  cause  ascites  nor 
oedema  of  legs.  From  the  preceding  characters  it  follows 
that  their  operative  removal  is  usually  simple  and  easy,  and 
attended  with  hardly  any  danger  if  the  surgeon’s  hands  and 
instruments  are  clean.  The  loose  attachment  of  a parovarian 
cyst  to  its  enveloping  peritoneum  makes  it  sometimes  possible 
to  enucleate  such  a cyst  out  of  its  peritoneal  covering,  and 
thus  cure  the  patient  without  taking  away  her  ovary.  This 
has  been  done  by  Beyea.*  Bleeding  is  trifling.  But  no  one 
can  be  sure  of  the  nature  of  a cyst  until  the  belly  has  been 
opened.  These  tumours  never  recur  after  removal. 

Papillary  growths  in  parovarian  tumours. — Some  few 
of  these  simple  cysts  contain  small  papillary  adenomatous 

* American  Journal  of  Olstelrics , March,  1898,  p.  310. 
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growths  * (Fig.  200).  This  marks  their  commonly  accepted 
relationship  to  the  papillary  tumours  of  the  para-oophoron. 
If  the  characters  of  the  tumour  are  in  other  respects  those 
of  a simple  broad  ligament  or  parovarian  cyst,  the  presence 
within  it  of  some  small  papillary  adenomatous  growths  does 
not  modify  the  clinical  history. 

Multilocular  cysts.— Next  in  point  of  innocency  are  the 
multilocular , the  glandular  multilocular  cysts,  or  multi- 
locular adenomata. 

These  cysts  spring 
from  the  oophoron, 
that  is  from  the  egg- 
bearing part  of  the 
ovary,  the  ovarian 
parenchyma. 

These  tumours 
consist  of  a big  cyst 
with  many  little  cysts. 

(Fig.  201.)  The 
smaller  cysts  vary  in 
size,  from  those  re- 
quiring a microscope 
to  see  them, to  cavities 
nearly  as  big  as  the 
main  cyst.  Some  of 
the  little  cysts  are 
contained  in  the  wall 
of  the  big  cyst ; others 
bulge  into  its  interior.  The  larger  of  the  small  cysts 
contain  other  cysts  bulging  into  them  (Fig.  202).  The 
big  cyst  usually  shows  evidence  of  having  been  formed 
not  by  the  continuous  enlargement  of  one  cavity,  but  by 
' other  cysts  having  burst  into  the  main  one,  so  that  their 
cavities  come  to  form  one  cavity.  When  such  rupture  takes 
place,  the  septa  tend  to  shrink  and  disappear,  so  that  the 
junction  of  two  cysts  is  marked  by  a fibrous  ring  of  con- 
striction in  the  interior  of  the  big  cyst.  It  is  generally 
believed  that  the  little  cysts  growing  in  the  wall  and  into 
the  cavity  of  the  big  cyst,  are,  so  to  speak,  children  and 

* See  Pfimnenstiel,  op.  cit. 


Fig.  201. — Small  multilocular  ovarian  cyst.  ( From 
a specimen  in  the  Museum  nf  the  Royal  College  of 
Surgeons,  Pathological  Series,  No.  275.  After 
Doran.) 
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grandchildren  of  the  big  cyst;  one  original  cyst  having  the 
power  of  producing  an  indefinite  number  of  descendants. 
This  mode  of  growth  is  called  endogenous  growth.  Some- 
times other  cysts  are  found  outside  the  big  cyst,  and  so 
distinct  in  outline  from  it  as  to  suggest  that  they  have  grown 


Fig.  202. — Portion  of  glandular,  adenomatous,  multilocular  tumour  of  ovary, 
showing  varieties  of  loculi.  (After  Bland  Sutton,  from  nature.) 

c,  primary,  d,  secondary,  loculi. 

independently  from  the  ovary:  this  is  called  exogenous  growth. 
These  latter  tumours  form  the  transition  between  the 
ordinary  multilocular  cysts  and  Rokitansky’s  tumour. 

The  little  cysts  have  thin  and  translucent  walls.  The 
wall  of  the  big  cyst  is  generally  tough  and  opaque  from 
fibrous  tissue ; and  on  the  outside  white,  glistening,  pearly. 
Sometimes  it  is  composed  of  different  layers,  in  which  case 
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it  is  supposed  that  one  cyst  inside  another  has  grown  until 
the  wall  of  the  inner  cyst  has  come  into  contact  with  that 
of  the  outer.  Often  it  contains  thin  places  where  there  was  a 
daughter  cyst  which  has  burst  into  the  main  cavity.  The 
small  cysts  are  lined  inside  with  columnar  epithelium  ; in  the 
bigger  ones  this  is  battened  out  by  pressure  into  pavement 
epithelium ; and  in  the  largest  the  lining  epithelium  may 
be  atrophied.  Sometimes  on  the  inside  of  the  big  cyst  there 
are  shining  flakes  of  cholesterine,  and  sometimes  calcareous 
granules  and  flakes.  These  latter  are  degenerate  changes 
which  indicate  slow  growth.  Often  the  wall  of  the  cyst  is 
dotted  or  streaked  with  ecchymoses,  and  sometimes  with 
yellow  or  brown  spots  or  patches,  believed  to  result  from 
the  decolorisation  of  old  effusions  of  blood. 

The  contents  of  ovarian  cysts. — The  fluid  of  multilocular 
cysts  is'  colloid ; that  is,  gummy,  slimy,  tenacious.  It  is 
generally  thickest  in  the  smallest  cysts,  and  in  them  is  pearly 
grey.  Its  specific  gravity  varies  from  1015  to  1050.  In  large 
tumours  there  has  generally  been  more  or  less  bleeding  into  it, 
and  the  mixture  of  blood,  according  to  its  quantity,  and 
the  length  of  time  since  its  effusion,  makes  the  fluid  yellow, 
green,  brown,  reddish,  or  blackish.  At  one  time  (when  it  was 
common  to  tap  ovarian  tumours)  the  chemical  and  micro- 
scopical characters  of  the  fluid  were  supposed  to  be  very 
important  for  diagnosis.  Special  ovarian  cells  were  described. 
But  no  inferences  of  value  are  to  be  drawn  from  either  the 
chemical  or  microscopical  examination  of  the  fluid  withdrawn 
from  an  ovarian  cyst.  Therefore  to  tap  a tumour  in  order 
to  get  some  fluid  for  examination  is  useless,  and  it  exposes 
the  patient  to  risk. 

Clinical  characters. — Multilocular  ovarian  tumours  go  on 
growing  bigger  and  bigger  until  they  kill  the  patient.  They 
never  stop  growing.  There  is  no  cure  for  them  but  their 
complete  removal  by  operation.  The  fluid  they  contain  is 
very  slightly  irritating  to  the  peritoneum.  Hence  if  during 
operation  some  of  it  gets  into  the  peritoneal  cavity,  no  harm 
follows.  If  they  burst,  acute  peritonitis  does  not  follow.  In 
the  course  of  weeks  some  injection  and  thickening  of  the 
peritoneum  leading  to  adhesions  may  be  produced,  but  this 
causes  no  grave  symptoms.  If  the  opening  in  the  cyst  heals, 
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it  will  refill  and  get  bigger.  If  the  opening  does  not  close, 
the  cyst  goes  on  pouring  out  fluid  into  the  peritoneum, 
and  causes  ascites,  which  will  recur  indefinitely  if  it  is  treated 
by  tapping  only.  Multilocular  cysts  cause  inflammation  by 
their  pressure.  Hence  adhesions  are  often  present  when 
the  tumours  are  large,  but  seldom  when  they  are  small. 
They  do  not  cause  ascites,  and  only  cause  oedema  of  legs 
when  they  are  very  big  indeed.  When  they  are  so  large  that 
they  interfere  with  exerdse,  appetite,  and  sleep,  or  cause  pres- 
sure symptoms,  they  interfere  with  nutrition,  but  not  till  then. 

Unless  they  are  extensively  adherent,  their  operative 
removal  is  easy.  When  completely  removed,  they  never 
recur.  But  if  a bit  of  the  tumour  be  left  behind,  either 
in  the  pedicle,  or  attached  to  a viscus,  or  to  the  abdominal 
wall,  it  will  go  on  growing. 

Sessile,  thin-walled,  colloid  cysts. — There  is  a rare  kind  of 
ovarian  tumour  which  has  been  described  by  Mr.  Lawson 
Tait*  The  cysts  are  sessile  in  the  pelvis ; the  cyst  walls 
are  very  thin,  and  the  contents  very  viscid  and  tenacious,  like 
glue,  rather  than  jelly.  I have  met  with  one  such  case.  The 
operation  seems  very  difficult,  from  the  impossibility  of 
getting  out  the  cyst  and  securing  the  pedicle.  But  if  Mr. 
Tait’s  view  be  correct,  it  is  not  necessary  to  get  out  such 
a cyst.  He  regards  these  as  ovarian  tumours  undergoing 
spontaneous  cure,  in  which,  if  they  could  be  diagnosed,  opera- 
tion would  be  unnecessary.  He  thinks  that  the  fluid  in 
the  cysts  digests  the  cyst  wall,  and  that  if  let  alone  the 
peritoneum  would  probably  digest  the  cyst  contents.  I do 
not  see  sufficient  reason  for  this  theory.  But  the  practical 
fact  remains  ; in  such  cases  remove  as  much  of  the  gluey 
stuff  as  you  can,  and  do  not  trouble  about  the  cyst  wall. 

Glandular  multilocular  cysts.  — In  some  multilocular 
cysts  there  is  not  only  a lining  of  columnar  epithelium,  but 
this  contains  glandular  acini,  lined  with  regular  columnar 
epithelium  (Fig.  203).  Such  a lining  membrane  is  histologi- 
cally a mucous  membrane.  Such  cysts  are  called  glandular 
or  adenomatous  multilocular  cysts.  In  some  such  cysts 
Mr.  Bland  Sutton  t has  found  hairs  growing.  These  cysts 

* Lancet,  May  16th,  1896. 

f “ Surgical  Diseases  of  Ovaries  and  Fallopian  Tubes,”  p.  58. 
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form  a transition  between  ordinary  multilocular  cysts  and 
ovarian  dermoids. 

Papillary  adenomatous  growths  in  multilocular  cysts.— 

In  some  cases  papillary  growths,  composed  of  adenomatous 
tissue,  project  into  the  interior  of  some  of  the  loculi  of  multi- 
locular cysts ; or  thicken  their  wall  at  one  point,  like  the  seal 
of  a signet  ring.  These  cases  form  a transition  between 
the  multilocular  tumours,  which  are  generally  believed  to 


Fig.  203. — Section  of  the  wall  of  a loculus  from  a glandular  multilocular  tumcur, 
showing  adenomatous  growth.  ( After  Bland  Sutton.) 

grow  from  the  ooplioron,  and  papillary  tumours,  Avhich  are 
generally  believed  to  grow  from  the  para-oophoron. 

Different  opinions  as  to  origins  of  ovarian  tumours. — 
Some  histologists  * hold  that  there  is  no  essential  difference 
as  to  their  place  of  origin  between  papillary  and  multilocular 
cysts;  and  the  occasional  occurrence  of  multilocular  cysts 
Avith  adenomatous  papillary  groAvths  inside  them  is  in  favour 
of  this  view.  The  general  opinion  is  that  stated  in  the  next 

* See  Pfannenstiel,  op.  cit. 
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paragraph.  The  difference  in  opinion  is  explained  by  the 
rarity  of  specimens  capable  of  throwing  light  on  the  question. 
Tumours  as  large  as  those  commonly  removed  so  alter  the 
rest  of  the  ovary  that  they  give  no  information  as  to  their 
origin.  The  question  can  only  be  settled  by  the  examination 
of  many  tumours  so  small  that  their  relations  to  the  different 
parts  of  the  ovary  can  be  defined. 

Papillary  tumours. — It  is  generally  believed  that  these 

spring,  not  from  the  oopho- 
ron,  the  parenchyma,  or  egg- 
bearing part  of  the  ovary, 
butfrom  the  para-oophoron, 
the  hilum,  the  part  into 
which  the  tubes  of  the  par- 
ovarium enter  (Fig.  194); 
and  that  the  cysts  are  de- 
veloped from  these  tubes. 
The  few  cases  in  which 
papillomatous  cysts  seem 
to  develop  in  the  ovarian, 
parenchyma  are  explained, 
in  the  opinion  of  those 
who  hold  this  view,  by  the 
penetration  of  the  parovarian  tubes  to  an  unusual  extent 
into  the  ovarian  parenchyma. 

These  cysts  are  seldom  allowed  to  grow  as  large  as  the 
multilocular  cysts  with  colloid  contents,  because  they  give 
trouble  sooner,  and  therefore  operation  is  generally  done 
earlier.  They  grow  slowly.  They  are  lined  with  ciliated 
epithelium,  but  in  the  large  cysts  this  epithelium  may  become 
altered  from  pressure.  They  contain  thin,  cloudy,  serous 
fluid,  not  tenacious,  slimy,  colloid  matter.  They  are  generally 
multilocular.  About  half  of  them  grow  between  the  layers 
of  the  broad  ligament,  instead  of  having  a narrow  pedicle 
and  rising  up  out  of  the  pelvis.  Therefore  they  often  cause 
pressure  symptoms  early. 

They  contain  papillary  growths  (Figs.  200,  204).  These 
grow  rapidly,  as  branching  villous  processes,  which  are  fragile, 
break  down  easily,  and  bleed  readily.  Often  they  contain 
small,  gritty,  calcareous  particles  like  grains  of  sand,  therefore 


Fig.  204. — Incipient  papillomatous  cyst  of 
the  hilum.  Above  to  the  right  is  seen 
the  free  portion  of  the  ovary.  ( After 

Doran.) 
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called  'psammomata.  In  about  a third  of  such  cases,  these 
papillary  growths  are  adenomata.  There  are  often  papillary 
growths  outside  as  well  as  inside  the  cyst:  either  on  the 
surface  of  the  cyst  or  on  the  other  ovary  (Fig.  205).  Adeno- 
matous papillary  growths  are  not  malignant;  they  do  not 


Fig.  205. —Bilateral  ovarian  papillomatous  growths.  Papilloma  on  the  surface  of 
the  ovaries.  ( After  B.  Barnes,  from  a specimen  in  the  Mvseum,  University 
College  Hospital.) 

invade  adjoining  tissues,  nor  cause  metastatic  growths,  nor 
produce  cachexia,  nor  recur  after  extirpation.  They  are 
often  bilateral. 

There  is  no  way  of  distinguishing  purely  adenomatous 
papillary  growths  from  those  which  are  carcinomatous  or 
sarcomatous,  except  by  microscopic  examination  after  removal. 
The  adenomatous  growths  present  nothing  but  gland  tissue 
with  regular  columnar  epithelium,  connective  tissue,  and 
vessels  supporting  the  gland  tissue  (Fig.  203). 

Clinical  features. — These  tumours  are  seldom  as  large 
as  the  multilocular  tumours,  because,  owing  to  their  frequent 
intra-ligamentous  situation,  they  early  begin  to  cause  pressure 
symptoms,  such  as  uterine  haemorrhage,  pain  down  the  thighs, 
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oedema  of  legs,  dilatation  of  the  ureters  and  pelves  of  the 
kidneys,  ascites. 

Tlieir  intra-ligamentous  growth  makes  operation  very 
difficult.  Their  enucleation  often  causes  great  haemorrhage, 
not  from  one  or  two  large  vessels,  which  can  be  seen  and 
secured,  but  from  many  points  on  a surface  too  firm  to  allow 
vessels  to  be  picked  up  and  tied.  Because  enucleation  is 
difficult,  bits  of  the  tumour  are  apt  to  be  left  behind  ; and 
if  so,  these  bits  will  grow. 

The  removal  of  a large  intra-ligamentous  papillary  cyst  is 
one  of  the  most  difficult  and  most  dangerous  operations  in  the 
whole  range  of  surgery,  and  it  is  often  impossible  until  the 
belly  has  been  opened  to  say  that  an  ovarian  tumour  is  not  of 
this  kind.  Ascites  is  present  in  the  majority,  and  occurs 
early.  Papillary  outgrowths  may  be  on  the  outside  of  the 
tumour,  and  on  the  peritoneum ; and  if  the  tumour  is  re- 
moved, and  these  peritoneal  growths  are  left,  they  may  go  on 
growing.  When  masses  of  papilloma  are  found  growing  from 
the  peritoneum,  the  usual  ending  is  in  death,  such  as  occurs 
from  peritoneal  cancer.  But  cases  have  been  watched  by 
competent  observers*  in  which  there  were  masses  of  papillary 
growth  on  the  peritoneum,  and  yet  the  patients  got  quite 
well,  and  the  lumps  in  the  belly  went  away.  The  explanation 
of  these  differences  in  the  course  of  what  seems  to  be  the 
same  disease  is  the  fact  that  some  papillary  growths  are 
adenomata,  some  carcinomata.  We  cannot  at  present  dis- 
tinguish without  the  microscope,  between  adenomatous  and 
carcinomatous  papillomata.  Adenomatous  papillary  tumours 
do  not  invade  adjoining  tissues,  nor  cause  metastases,  nor 
produce  cachexia.  If  an  adenomatous  tumour  has  been 
completely  removed  it  does  not  recur. 

Carcinomatous  papilloma. — In  more  than  half  of  ovarian 
tumours  with  papillary  groAvths,  these  are  adeno-carcino- 
matous;  that  is,  the  growths  are  made  up  of  glandular  acini, 
which,  instead  of  containing  a lining  of  regular  columnar 
epithelium,  contain  heaped-up  epithelial  cells  of  irregular  sizes 
and  shapes.  These  give  trouble  so  soon  that  they  are  seldom 
bigger  than  a man’s  head.  There  are  often  growths  outside 
as  well  as  inside,  and  often  these  break  down  so  easily  that 

* Tait,  “ Diseases  of  Ovaries,”  2nd  edit.,  p.  147.  See  also  Olshausen,  op.  cit. 
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their  cancerous  nature  is  suspected.  But  the  ease  with  which 
they  break  down  is  not  a character  so  definite  that  we 
can  depend  upon  it  as  a test  whether  a tumour  is  malig- 
nant or  not.  These  tumours  in  more  than  two-thirds  of 
the  cases  are  bilateral.  They  grow  more  quickly  than  adeno- 
mata and  as  they  grow  they  fend  to  displace  adjoining 
parts.  They  cause  cachexia  and  great  ascites.  In  about  a 
third  of  them  secondary  growths  are  present  in  the  peri- 
toneum. Metastatic  growths  also  occur : they  have  been 
found  in  the  vagina,  the  retro-peritoneal  glands,  the  inguinal 
glands,  the  Fallopian  tubes,  the  uterus,  the  stomach,  the 
liver,  the  periosteum  of  the  ribs. 

Clinical  features.  — The  results  of  operation  for  these 
tumours  are  very  unfavourable.  If  large  their  removal  is 
so  difficult  and  dangerous,  and  the  patient  generally  so 
cachectic,  that  the  surgeon  seldom  attempts  it.  But  even 
when  the  tumour  is  small,  when  at  the  time  of  operation 
no  growths  can  be  seen  on  the  peritoneum,  and  no  metastatic 
growths  elsewhere  detected,  and  the  tumour  is  completely 
removed,  recurrence  may  take  place  within  a year.  From 
these  tumours  papillary  outgrowths  may  grow  through  the 
base  of  the  cysts  into  the  broad  ligaments,  thereby  making 
the  operation  more  dangerous,  and  complete  removal  of  the 
tumour  impossible. 

If  such  a tumour  is  tapped,  it  is  likely,  from  the  ease  with 
with  which  these  papillary  growths  crumble  down,  that  bits 
of  growth,  some  too  tiny  to  be  noticed,  will  run  out  with 
the  fluid.  If  some  of  the  fluid  happens  to  run  into  the 
peritoneum,  these  bits  will  become  adherent,  and  go  on 
growing,  and  infect  the  whole  organism  with  cancer.  It  is 
probable  that  imperceptible  accidents  of  this  kind  explain 
the  rapidity  of  recurrence  when  the  tumour  seems  to  have 
been  completely  removed. 

Ovarian  dermoids. — Dermoids  are  “ tumours  furnished 
with  skin  or  mucous  membranes  occurring  in  situations 
where  these  structures  are  not  found  under  normal  con- 
ditions.” 

Dermoids  are  found  in  many  parts  of  the  body.  In  the 
practice  of  midwifery  and  gynaecology  dermoids  which  are 
not  ovarian  occasionally  have  to  be  dealt  with.  Therefore 
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a statement  of  how  and  where  dermoids  occur  may  be  useful. 
Bland  Sutton*  classifies  them  as  follows : — 

(1)  Sequestration  dermoids.  These  are  portions  of  sur- 
face epithelium  separated,  detached,  sequestrated  from  the 
rest,  owing  to  non-union  of  parts  covered  with  skin  that 
ought  to  have  united.  Hence  they  occur  along  the  middle 
of  the  body ; over  the  back  (the  post-anal  dimple  is  a sort 
of  rudimentary  dermoid);  on  the  male  scrotum;  on  the  sternum; 
in  the  mediastinum;  on  the  chin;  in  the  angles  of  the  orbit, 
chiefly  the  outer  angle  ; on  the  nose ; on  the  palate;  on  the 
scalp  ; over  the  fontanelles  ; within  the  skull.  Wherever  there 
is  during  development  a fissure  in  the  parts  covered  with 
skin  which  should  unite,  if  development  be  defective  (often 
from  a fold  of  amnion  getting  in  the  fissure),  one  of  three 
things  may  happen : — ( a ) the  fissure  may  persist  (hence 
cleft  palate,  and  similar  deformities) ; ( b ) it  may  close  im- 
perfectly and  leave  a recess  or  puckering  of  the  skin  (hence 
the  post-anal  dimple) ; (c)  portions  of  surface  epithelium 
may  be  included,  sequestrated,  and  form  dermoids. 

(2)  Tubulo-dermoids.  There  are  certain  canals  in  the 
foetus  which  ought  to  disappear  before  birth.  These  obsolete 
canals  may  get  closed  at  their  ends  and  form  dermoid  cysts. 
They  are  (a)  the  thyro-glossal  duct,  persistence  of  which 
causes  : — {a)  dermoids  of  the  tongue ; (6)  median  cervical 
fistulse ; (c)  accessory  thyroids,  (b)  A pouch  at  the  back  of 
the  pharynx,  called  the  pouch  of  Rathke,  which  indicates 
where  a canal  at  one  time  ran  from  the  third  ventricle  of 
the  brain  into  the  pharynx,  the  pituitary  body  being  between 
them.  Out  of  this  foetal  relic  a dermoid  in  the  situation  of 
the  pituitary  body  may  develop,  (c)  In  early  foetal  life,  the 
central  canal  of  the  spinal  cord  and  the  alimentary  canal  are 
continuous,  (d)  The  invagination  of  skin  which  forms  the  anus 
joins  the  gut  in  front  of  the  point  where  it  joins  the  canal 
of  the  spinal  cord ; the  part  of  the  gut  behind  this  invagi- 
nation is  called  the  post-anal  duct ; it  ought  to  disappear, 
but  part  of  it  may  persist,  get  sequestrated,  and  thus  a rectal 
or  rather  post-rectal  dermoid  may  result,  (e)  The  three  lower 
branchial  clefts  (the  upper  of  which  is  the  Eustachian  tube) 
may  not  be  closed.  Four  kinds  of  non-closure  occur: — 

* Bland  Sutton  on  “ Dermoids.” 
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(a)  persistence  as  a complete  fistula ; ( b ) as  a fistula  having 
an  external  opening  only ; (c)  as  a fistula  having  an  internal 
opening  only ; (d)  the  fistula  may  be  closed  at  each  end, 
and  the  middle  part  persist  as  a dermoid. 

(3)  Ovarian  dermoids.  Embryologists  state  that  the 
ovary  h developed  out  of  the  same  embryonic  layer  as  the 
mucous  membrane  of  the  alimentary  canal.  This  being  so, 
it  is  not  surprising  that  glandular  structures  should  be 
found  in  the  ovary  of  the  same  kind  as  those  which  occur 
in  mucous  membranes.  The  ovary  is  therefore  a modified 
mucous  gland ; its  follicles,  as  Sutton  puts  it,  are  mucous 
crypts.  No  sharp  line  can  be  drawn  between  skin  and 
mucous  membrane.  In  the  same  ovary*  different  cysts  may 
be  found,  one  set  containing  skin,  hair,  sebaceous  glands  and 
teeth ; -others  presenting  only  clusters  of  mucous  glands  and 
mucous  cysts ; and  a third  set  indistinguishable  from  ovarian 
follicles.  There  is  therefore  nothing  surprising  in  the  occur- 
rence of  skin  and  its  appendages  within  the  ovary.  That 
which  is  peculiar  to  the  ovary  is  the  extraordinary  power 
of  growth  which  ovarian  dermoids  have  in  common  with 
other  ovarian  tumours,  so  that  in  it  cutaneous  structures 
are  produced  in  number  and  variety  not  known  elsewhere. 

Anatomical  characters.— Ovarian  dermoids  may  be  lined 
with  skin  throughout,  or  only  over  a very  small  area.  The 
skin  may  be  bald,  or  it  may  have  hair,  sebaceous  glands, 
sweat  glands,  mammae,  mammse  without  nipples  and  nipples 
without  mammae.  There  may  be  teeth  (as  many  as  300 
have  been  found  in  one  cyst),  muscle,  bone,  horn,  nails  ; very 
rarely  brainlike  tissue  (Fig.  206).  Although  there  are  these 
tissues,  no  properly  formed  organs  ever  occur  in  dermoids. 
Ovarian  dermoids  may  grow  very  big ; one  has  been  recorded 
weighing  160  lbs. 

In  the  lower  animals  dermoid  cysts  are  found  which 
contain  feathers,  wool,  or  bristles.  The  hair  in  dermoid  cysts 
is  longer  in  ovarian  cysts  than  in  any  other.  It  is  generally 
of  light  colour,  not  always  like  that  of  the  patient’s  head. 
Mammae  are  found  in  ovarian  cysts  only ; teeth  are  found 
only  in  rectal  and  ovarian  cysts  and  in  those  formed  in 
the  branchial  clefts.  The  cavity  of  a dermoid  cyst  is 

* Bland  Sutton  on  “ Dermoids,”  p.  120. 
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generally  filled  with  fluid  fat,  which,  when  it  has  had  time 
to  cool,  becomes  solid  like  butter.  In  a few  cases  the  fat  is  in 
little  round  pellets  (Fig.  207) ; this  probably  (as  Doran*  has 
suggested)  depends  upon  some  peculiarity  in  the  chemical 
composition  of  the  fat;  at  least  its  melting  point  is  higher. 
The  wall  of  a dermoid  is  generally  thick  ; it  does  not  commonly 
show  the  pearly  lustre  of  a multilocular  cyst.  It  is  composed 

of  fibrous  tissue, 
and  between  this 
and  the  skin  which 
lines  the  cyst  there 
is  often  cellular 
tissue  with  fat. 
Dermoids  are  gen- 
erally unilateral. 

Clinical  fea- 
tures. — Dermoids 
grow  slowly ; they 
may  remain  of  the 
same  size  for  years. 
Hence  in  the  days 
before  ovariotomy 
it  sometimes  hap- 
pened that  the  pre- 
diction  that  a 
tumour,  believed  to 
be  ovarian,  would 
cannot  distinguish, 
tumour  of  another 
kind ; and  a dermoid  may  cause  danger  even  if  it  be  not 
getting  bigger. 

Dermoids  occur  at  all  ages.  They  are  found  more  often 
during  childhood  than  other  ovarian  cysts ; so  that  in  child- 
hood dermoids  are  the  most  frequent  kind  of  ovarian  cyst, 
though  the  majority  of  dermoids  are  found  in  adults. 
Statistics  only  show  when  the  dermoids  were  found  out,  not 
when  they  began  to  grow. 

Dermoids  have  been  found  in  the  peritoneal  cavity  when 
the  ovaries  were  healthy.  Bland  Sutton  has  met  with  one 

* “ Obst.  Trans.,”  vol.  xxxvii. 


Fig.  206. — Dermoid  cyst  of  ovary.  (After  Doran.) 


go  on  growing,  was  not  fulfilled.  But  we 
while  it  is  in  the  body,  a dermoid  from 
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Fig.  207. — Ovarian  dermoid  containing  epithelial  balls.  ( After  Bland  Sutton.) 

purate,  their  pus  is  very  infective  to  the  peritoneum.  Hence 
if  a dermoid  is  tapped  during  operation,  and  the  contained 
stuff  runs  into  the  peritoneum,  peritonitis  will  follow,  unless 
the  operator  is  careful  to  clean  the  peritoneum.  T herefore, 
it  is  well  if  possible  to  remove  dermoids  entire,  without 
tapping  them. 

Dermoids,  Avhen  inflamed,  often  become  firmly  adherent  in 
the  pelvis,  and  they  may  point  and  burst,  or  be  opened  because 
the  swelling  is  taken  for  an  abscess.  If  the  dermoid  burst 

* Clinical  Journal,  1902.  f Atlas  of  Female  Pelvic  Anatomy. 


attached  to  the  caecum* ; and  I have  removed  one  from 
the  mesentery.  They  have  also  been  met  with  in  the  cellular 
tissue  of  the  pelvis  under  the  peritoneum.  I have  had  one 
such  case  : and  another  is  figured  by  Clarence  Webster. f 

Dermoids  suppurate  more  often  than  any  other  kind  of 
ovarian  cyst.  This  probably  depends  upon  their  slowness  of 
growth,  which  makes  them  stay  long  in  the  pelvis,  where  they 
are  liable  to  bruising  during  childbirth.  When  they  sup- 
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externally  (a  rare  event)  or  is  opened,  the  patient  will  be  left 
with  a sinus  which  will  go  on  discharging  for  the  rest  of 
her  life.  If  it  burst  into  the  bladder,  it  will  set  up  and 
maintain  cystitis.  If  into  the  rectum,  discharge  and  irritation 
of  bowel  will  be  continuous.  If  into  the  vagina,  it  is  more 
accessible  to  treatment.  If  the  cyst  is  emptied  of  hair  and 
any  pedunculated  masses  that  it  may  contain,  it  will  con- 
tract, and  although  it  will  continue  to  discharge,  this  will 
not  be  distinguishable  by  the  patient  from  whites.  If  the 
cyst  be  large  and  contain  solid  contents  which  prevent  it 
from  contracting,  the  discharge  may  be  so  profuse  as  to 
exhaust  the  patient  by  hectic,  or  lead  to  lardaceous  disease. 
The  troubles  which  in  these  ways  result  from  a suppurating 
dermoid  can  only  be  cured  by  removal  of  the  cyst. 

Practical  rules  as  to  ovarian  cysts. — From  the  clinical 
features  that  have  been  detailed,  some  practical  conclu- 
sions follow. 

First,  when  an  ovarian  tumour  has  been  discovered,  there 
should  be  no  delay  in  its  removal.  So  long  as  a patient 
has  an  ovarian  tumour  she  is  liable  to  the  accidents  of 
twisting  of  the  pedicle  and  rupture  of  the  cyst.  While  a 
cyst  is  small  you  cannot  be  certain  of  its  nature.  It  may  be 
a papillary  adeno-carcinoma,  and  if  so  delay  may  make  its 
removal  impossible. 

Second,  if  the  tumour  be  a papillary  adeno-carcinoma, 
tapping  it  may  lead  to  the  dissemination  of  cancer  over 
the  peritoneum.  If  a dermoid  tumour,  especially  if  sup- 
purated, is  tapped,  and  some  of  the  fluid  runs  into  the 
belly,  acute  peritonitis  may  follow.  Hence  when  operating, 
always  examine  a tumour  before  you  tap  it.  If  it  has  not 
the  pearly  lustre  of  a multilocular  cyst,  if  its  wall  is  very 
thick,  if  solid  lumps  can  be  felt  in  it  which  do  not  look 
like  secondary  cysts,  if  it  is  intra-ligamentous  and  partly 
solid,  do  not  tap  it.  Enlarge  the  incision  and  remove  the 
tumour  unopened. 

Third,  knowing  how  often  papillary  tumours  are  bilateral, 
you  may,  when  removing  such  a tumour,  save  the  patient  the 
anxiety  and  suffering  of  another  operation  by  removing  the 
other  ovary  as  well.  In  all  ovariotomies  on  patients  so  old 
that  their  ovarian  function  is  at  an  end,  both  ovaries  should 
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be  removed.  If  the  patient  be  young,  the  possible  necessity 
of  double  oophorectomy  should  be  explained  to  her  before 
the  operation.  If  the  tumour  is  a multilocular  cyst,  and 
there  is  a small  cyst  in  the  other  ovary,  this  small  cyst  may 
be  cut  out  and  the  remainder  of  the  ovary  sewn  up  and  left. 
But  if  the  cyst  is  papillomatous  the  other  ovary  should  be 
removed  entire,  for  you  cannot  cut  out  the  hiluin. 

Solid  ovarian  tumours.— Between  98  and  99  per  cent, 
of  ovarian  tumours  are  cystic ; only  between  1 and  2 per  cent, 
solid.  Solid  tumours  do  not  get  so  large  as  the  cystic  and 
they  are  more  irregular  in  shape.  The  outward  pressure  of 
fluid  equally  in  all  directions  tends  to  make  cystic  tumours 
approach  the  spherical  shape  ; but  solid  tumours  more  often 
preserve  the  natural  shape  of  the  ovary.  Solid  tumours 
less  often  excite  inflammation  and  are  therefore  less  often 
adherent.  They  often  have  broad  pedicles. 

The  solid  tumours  of  the  ovary  are  fibroma,  myoma, 
sarcoma  and  cancer. 

Fibroma  of  the  ovary. — This  is  rare.  It  is  not  possible 
to  give  a statistical  statement  of  its  frequency,  for  such  a 
statement  should  be  based  only  on  cases  examined  micro- 
scopically by  competent  observers  using  modern  methods ; 
and  enough  such  material  has  not  yet  been  published.  Most 
of  the  old  cases  put  on  record  as  ovarian  fibroids  were 
probably  sarcomata. 

There  is  also  another  source  of  error,  which  is,  that  a fibroid 
lying  near  the  uterus,  and  taken  to  be  an  ovarian  fibroid,  is 
difficult  to  distinguish,  unless  carefully  examined  before  re- 
moval from  the  body,  from  a uterine  fibroid  the  attachment 
of  which  to  its  parent  organ  has  become  long  and  slender. 
Nevertheless,  some  cases  have  been  published  by  competent 
observers  in  which  it  was  indubitable  that  the  tumour  was 
ovarian,  and  composed  of  white  fibrous  tissue;  and  some  of 
these  tumours  were  large,  9 lbs.  and  upwards. 

Certain  cases  in  which  the  ovary  has  been  found  enlarged 
to  the  size  of  a goose’s  egg  or  less,  fibrous  and  tough,  have 
been  described  as  results  of  oophoritis,*  it  being  supposed 
that  the  ovary  has  become  enlarged  from  the  organisation  of 
inflammatory  lymph.  But  I know  of  no  good  reason  for  this 

* By  Kiwisch,“  Dis.  of  Ovaries  ” ; also  “ Obst.  Trans.,”  vol.  xxx. 
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interpretation  of  their  origin.  So-called  “ chronic  ovaritis” 
is  very  common,  and  if  it  led  to  fibrous  enlargement  of  the 
ovaries,  this  ought  to  be  much  commoner  than  it  is.  I know 
no  difference,  except  in  size,  between  these  small  fibrous 
enlargements  of  the  ovary  and  the  larger  ones  which  every 
one  calls  tumours.  Doran*  thinks  that  cysts  'may  develop 
out  of  what  he  considers  to  be  inflammatory  enlargement 
of  the  ovary;  but  apparently  only  on  the  ground  that  he 
has  seen  a cyst  on  one  side  and  a large  fibrous  ovary  on 
the  other.  I have  referred  to  this  subject  at  p.  72* 

A fibroid  tumour  of  the  ovary  may  affect  the  whole  ovary 
or  only  part  of  it.  In  the  latter  case  it  forms  a hard,  rounded, 
smooth  nodule  or  bundle  of  nodules,  sharply  defined,  but 
closely  attached  to  the  ovarian  tissue.  It  may  be  polypoid. 
The  remainder  of  the  ovary  is  generally  indurated,  with  few 
follicles.  The  fibroid  is  composed  of  white  fibrous  tissue,  with 
a few  smooth  muscle  fibres,  interlacing  without  definite  order. 
They  have  few  vessels.  A few  cases  have  been  described  in 
which  fibroids  seem  to  have  grown  in  the  corpus  luteum ; the 
grounds  for  this  view  being  that  the  tumour  was  surrounded 
with  a yellow  layer  of  matter,  and  that  in  its  centre  were 
remains  of  blood  clots. 

Degenerations.  — Ovarian  fibroids  sometimes  contain 
“ cysts,”  that  is  to  say,  cavities  filled  with  pulpy  broken-down 
tissue,  but  without  epithelial  lining.  They  may  contaiu 
dropsical  follicles  and  they  may  calcify. 

Clinical  features. — Ovarian  fibroids  are  more  frequent, 
in  proportion  to  cystic  growths,  in  children  than  in  adults. 
They  grow  slowly  and  we  know  nothing  of  what  regulates  their 
growth.  They  are  often  associated  with  ascites,  which  does 
not  return  after  the  tumour  has  been  removed ; but  we  know 
not  how  the  ascites  is  produced.  The  ascites  often  leads  to 
the  discovery  of  the  tumour.  Ovarian  fibroids  are  so  rare 
that  they  are  very  seldom  distinguished  before  operation 
from  other  tumours  which  clinically  resemble  them.  They 
are  seldom  bilateral. 

Patenko’s  bodies. — Small,  round,  fibrous  nodules,  formed 
out  of  burst  or  atrophied  follicles,  are  found  in  the  ovaries, 

* See  Fairbairn  and  others,  “ Obst.  Trans.,”  May,  1902. 
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and  are  called  Patenlcos  bodies , after  their  describer.  They 
indicate  retrogression  ; sclerosis,  not  growth.  Tumours  never 
develop  from  them. 

Myoma  of  the  ovary ; that  is,  a solid  ovarian  tumour 
composed  of  unstriped  muscular  fibres  (Fig.  208).  Such 
tumours  are,  according  to 
ovarian  fibromata.  The 
fewness  of  well  - examined 
cases  prevents  any  exact 
knowledge  of  their  rela- 
tive frequency.  I know 
no  criteria  by  which  the 
unaided  senses  can  dis- 
tinguish myoma  of  the 
ovary  from  a fibroma  or 
a sarcoma.  It  is  difficult 
with  the  microscope  to  dis- 
tinguish between  a myoma 
and  a spindle-celled  sar- 
coma. Even  an  expert 
microscopist  may  be  un- 
able to  decide  until  as- 
sisted by  the  clinical 
history.  Clinically,  ovarian  myomata  cannot  be  distin- 
guished from  other  solid  ovarian  tumours.  Myomata  do 
not  recur. 

Sarcoma  of  the  ovary. — Sarcoma  of  the  ovary  is  generally 
spindle-celled.  In  some  cases  round  cells  are  mixed  with  the 
spindle  cells,  but  pure  round-celled  sarcoma  is  rare.  Some 
of  these  tumours  contain  fibrous  tissue;  these  are  called 
fibro-sarcoma  and  form  a transition  between  sarcomata  and 
fibroids.  Bland  Sutton  has  found  sarcomatous  tissue  in  some 
dermoids  ; a transition  form  between  sarcomata  and  cysts. 
In  describing  ovarian  papillomata  I have  mentioned  that  in 
some  papillomata  the  growths  consist  of  gland  tissue  mixed 
with  sarcomatous  tissue.  These  are  called  adeno-sarcomatous 
papillomata.  Some  sarcomata  Leopold  has  found  to  contain 
glandular  tissue  near  the  hilum,  and  these  therefore  are  called 
adeno-sarcoma.  Spiegelberg  has  described  a sarcoma  of  the 

* ■<  Surgical  Di-eases  of  Ovaries  and  Fallopian  Tubes,”  p.  72.  See  also  Doran, 
“ Obst.  Trans.,”  1902. 


Bland  Sutton*  commoner  than 


Fig.  208. — Myoma  of  ovary.  From  nature. 
( After  Doran.) 
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ovary  in  which  at  some  places  the  structure  was  that  ol 
cancer,  hence  called  “ sarcoma  carcinomatosum.” 

Ovarian  sarcomata  are  solid  tumours,  generally  smooth  on 
the  surface,  though  papillary  growths  have  been  seen.  On 
section  they  are  red : sometimes  pale  red,  sometimes  a deeper 
red.  They  may  get  as  big  as  a child’s  head  or  more.  In 
their  older  parts  these  tumours  are  liable  to  fatty  degeneration, 
marked  by  yellow  points,  coalescing  into  lines  and  then 
breaking  down  into  cavities.  Tumours  containing  many  such 
cavities  have  been  called  cysto-sarcoma.  The  cavities  may 
vary  in  size  from  that  of  a walnut  to  that  of  an  orange.  The 
fatty  degeneration  may  lead  to  thrombosis  of  veins  returning 
the  blood  to  the  tumour.  Such  thrombosis  may  lead  to 
haemorrhage  into  the  tumour  which  may  cause  rupture  of  the 
tumour,  to  death  of  the  tumour,  and  in  either  of  these  ways 
to  peritonitis. 

The  main  characteristic  feature  of  these  tumours  is  that 
they  produce  secondary  growths.  According  to  Klebs,  spindle- 
celled  tumours  have  the  least  tendency  to  produce  secondar}r 
growths,  adeno-sarcomata  the  most,  round-celled  sarcomata 
being  in  this  respect  between  them. 

Clinical  features. — Sarcoma  of  the  ovary  is  especially 
frequent  in  the  young.  It  has  been  seen  in  the  foetus. 
In  children  a larger  proportion  of  ovarian  tumours  is 
sarcomatous  than  in  adults.  These  tumours  are  often 
bilateral ; according  to  Bland  Sutton,*  in  about  50  per  cent. 
In  this  feature  sarcoma  of  the  ovary  differs  from  sarcoma 
elsewhere. 

The  rate  of  growth  is  variable  : sometimes  slow,  but  some- 
times fast ; especially  if  pregnancy  be  present.  There  is  often 
ascites.  Sarcoma  of  the  ovary  does  not  cause  peritonitis, 
nor  adhesions,  till  it  reaches  a great  size.  Secondary  growths 
often  do  not  occur  till  late.  Hence,  except  when  very  large, 
the  removal  of  sarcoma  of  the  ovary  is  generally  easy,  and 
there  is  a good  prospect  of  cure  by  removal. 

Endothelioma  of  the  ovary. — There  is  a peculiar  tumour 
of  the  ovary  which  histologically  holds  an  intermediate  place 
between  carcinoma  and  sarcoma.  It  is  nodulated,  soft, 
generally  smooth  (but  majr  have  villous  processes)  outside.  On 

* “Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes,”  p.  43. 
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section  it  looks  spongy,  being  riddled  with  small  cavities.  The 
cavities  are  separated  by  fibrous  bundles  and  contain  epithelial 
growths  ; and  in  this  respect  the  tumour  resembles  cancer. 
But  the  epithelial  outgrowths  can  be  traced  developing  from 
connective  tissue;  and  in  this  respect  the  tumour  resembles 
sarcoma.  They  are  believed  to  develop  out  of  the  endothelium 
of  lymphatic  spaces.  Hence  Leopold  calls  them  “lymphangi- 
oma ley stomatosum”  ; Ivolaczek,  “ angiosarcoma Pomorski, 
“ endothelioma  ovarii.”*  Some  of  the  cavities  contain  myxo- 
matous tissue,  hence  the  still  longer  name,  “ endothelioma 
cysticum  myxomatodes  ovarii  ” (V.  Velits).*  Clinically,  these 
tumours  are  a variety  of  cancer.  Their  special  interest  is 
for  the  histologist.  They  further  illustrate  the  extra- 
ordinary variety  of  new  growths  that  are  found  in  the 
ovary. 

Cancer  of  the  ovary. — Cancer  of  the  ovary  is  fortunately 
less  common  than  cystic  disease.  If  we  take  all  cases  in 
which  at  some  part  of  a cystic  tumour  there  is  a little  growth 
showing  the  microscopic  structure  of  cancer,  then  cancer  of 
the  ovary  is  common.  Solid  tumours  composed  entirely 
of  cancer  are  less  common : and  may  be  either  primary  or 
secondary ; more  often  the  former.  Cancer  of  the  ovary  is 
often  bilateral.  It  most  often  is  what  used  to  be  called 
“ medullary ” cancer;  that  is,  soft  and  rapidly  growing;  form- 
ing a diffuse  growth  occupying  the  whole  ovary.  The  follicles 
are  at  first  unaffected,  later  they  are  invaded  by  the  cancer 
and  destroyed.  Such  a cancer  forms  an  uneven  lump,  seldom 
bigger  than  a man’s  head,  which  on  section  shows  a dirty- 
white  marbled  appearance,  and  is  easily  broken  down.  In 
some  cases  the  cancer  grows  more  slowly,  and  much  fibrous 
tissue  is  produced,  so  that  without  the  microscope  it  is  hard 
to  distinguish  such  tumours  from  fibroid  growths.  Such 
tumours  grow  more  slowly,  and  therefore  do  not  get  so  large 
as  the  softer  ones.  In  the  old  nomenclature  they  used  to 
be  called  “ scirrhus.”  They  are  not  often  bigger  than  a fist. 
In  colloid  cancer  the  ovary  forms  a tumour,  seldom  larger 
than  a man’s  head,  which  on  section  is  full  of  little  cysts, 
most  of  them  about  the  size  of  a liempseed,  which  contain 
colloid  matter.  In  the  ovarian  tissue  epithelial  nests  are 

* “Zeit.  iiir  Geb.  und  Gyn.,”  Bd.  xviii. 
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found.  These  are  interesting  tumours,  because  they  stand 
midway  between  solid  cancerous  tumours  and  cystic  tumours. 
Some  writers  have  classed  them  with  one,  some  with  the 
other. 

Clinical  features. — Cancer  of  the  ovary  may  occur  at  any 
age,  but  is  proportionately  more  frequent  in  the  young,  below 
twenty,  and  the  old ; so  that  it  does  not  seem  to  depend 
so  much  as  other  ovarian  tumours  upon  the  functional  activity 
of  the  organs  affected.  We  know  no  more  about  its  cause 
than  we  do  about  that  of  cancer  anywhere  else.  It  grows 
slowly  in  the  beginning,  faster  as  it  gets  bigger.  Amenorrhoea 
is  often  an  early  symptom.  Later  there  is  pain,  partly  from 
the  growth  nipping  nerves  as  it  extends,  partly  from 
peritonitis.  Ascites  develops  while  the  tumour  is  yet 
small  and  recurs  if  the  belly  be  tapped.  CEdema  of  legs 
occurs  early,  but  not  so  soon  as  ascites.  Later  there  is 
cachexia. 

Death  may  take  place  by  gradual  wasting  and  ex- 
haustion, by  peritonitis,  by  pulmonary  embolism,  or  by  the 
effects  of  secondary  growths  in  peritoneum,  lymphatic 
glands,  liver,  spleen,  bowel,  stomach,  lungs,  pleura,  bone,  or 
elsewhere. 

The  only  treatment  of  an  ovarian  tumour  which  seems 
cancerous  is  to  give  the  patient  the  benefit  of  the  uncer- 
tainty of  diagnosis,  and  make  an  exploratory  incision.  If  the 
tumour  be  found  to  have  invaded  neighbouring  parts,  or  if 
secondary  growths  are  perceived,  nothing  can  be  done  but 
to  let  off  ascitic  fluid.  But  if  the  tumour  is  limited  enough 
to  be  removed,  and  no  secondary  growths  are  found,  the 
tumour  should  be  removed,  even  though  the  naked-eye 
characters  suggest  that  it  is  cancer ; and  knowing  that 
cancer  is  often  bilateral,  the  other  ovary  should  also  be 
taken  away. 

Peritoneal  growths  secondary  to  ovarian  tumours. — I 

have  referred  to  certain  of  these  in  describing  the  tumours 
whence  they  come. 

If  a multilocular  cyst  is  incompletely  removed,  so  that 
a little  cyst  or  cysts  be  left  in  the  pedicle,  or  adherent  to 
bowel  or  belly  wall,  such  a little  bit  of  the  tumour  may 
grow  and,  if  not  treated,  form  a second  tumour  as  big  as 
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the  first.*  This  seldom  occurs,  because  operators  cake  care 
to  prevent  it. 

If  a papillomatous  cyst  bursts,  or  is  so  tapped  that  the 
fluid  runs  into  the  peritoneum,  little  bits  of  papillary  growth 
are  apt  to  be  broken  off  and  carried  into  recesses  between 
bowels,  where  they  stick  and,  being  small,  escape  notice. 
Here  they  may  grow,  just  like  the  parent  growth.  In  some 
cases  the  abdomen  has  been  opened  and  a papillomatous 
cyst  with  many  secondary  growths  on  the  peritoneum  has 
been  found.  The  cyst  has  been  removed  and  the  belly  closed, 
the  growths  on  the  peritoneum  being  left  there.  In  some 
of  these  cases  the  patient  has  remained  well  for  years.  The 
probable  explanation  is,  that  the  growths  were  papillary 
rion-malignant  adenomata,  that,  like  non-malignant  adeno- 
mata elsewhere,  they  grow  to  a certain  size  (how  regulated  we 
know  not)  and  then  stop  growing,  and  possibly  undergo 
fatty  or  calcareous  degeneration  and  dwindle. 

In  other  cases  the  peritoneal  growths  are  malignant ; they 
go  on  growing,  causing  ascites,  cachexia,  metastatic  growths 
elsewhere,  and  death.  We  know  not  how  to  distinguish, 
before  removal,  between  adenomatous  and  carcinomatous 
papilloma. 

In  cancer  of  the  ovary  the  growth,  like  cancer  elsewhere, 
invades  all  tissues,  and  causes  secondary  growths,  and  some 
of  these  are  generally  on  the  peritoneum. 

Myxoma  of  the  peritoneum. — There  is  a rare  and  ill- 
understood  intra-peritoneal  growth  which  sometimes  follows 
ovariotomy.  In  this  disease  the  belly  contains  free  jelly-like 
masses  of  myxomatous  tissue ; similar  masses,  some  looking 
like  cysts,  adhere  to  the  peritoneum  covering  the  bowels  ; 
and  in  some  there  has  been  myxomatous  degeneration  of 
the  omentum  and  the  sub-serous  connective  tissue.  As  the 
disease  is  not  a definite  tumour  but  a diffuse  degeneration, 
some  think  the  word  i:  myxoma,”  which  usually  implies  a 
tumour,  is  unsuitable,  and  they  call  the  disease  “ pseudo- 
myxoma ” (Werth).  There  are  always  with  it  adhesions, 
and  Strassman  (who  has  written  the  latest  and  best,  paper 
about  itf)  calls  it  “ peritonitis  pseudo-myxomatosa.”  The 

* See  Audi')-,  “ Annales  de  Gynecol.,”  1890. 
t “Zeit.  fiir  Geb.  und  Gyn.,”  Bd.  xxii. 
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myxomatous  tissue  grows  fast,  reaching  a great  size  within 
six  or  twelve  months.  The  belly  may  or  may  not  fluctuate, 
but  if  it  be  tapped,  which  ought  not  to  be  done,  no  fluid 
runs  out.  The  only  treatment  is  to  open  the  belly  and 
remove  the  myxomatous  stuff,  and  the  sooner  this  is  done 
the  better  the  prospect.  The  risk  of  operation  is  greater 
than  that  of  a smooth  ovariotomy,  because  adhesions  have 
to  be  torn  through,  and  there  is  therefore  danger  of 
bleeding,  and  also  of  the  subsequent  oozing  into  the  belly 
which  favours  the  multiplication  of  microbes.  Some  cases 
are  cured,  in  some  the  myxomatous  growth  recurs  after 
removal.  Not  enough  cases  have  been  published  on  which  to 
base  any  statement  as  to  the  mortality  of  the  operation  or  the 
probability  of  recurrence. 

We  know  little  about  the  pathology  of  this  condition.  It 
seems  to  be  commoner  in  multiparse  and  between  the  ages 
of  forty  and  sixty.  This  statement  is  based  only  on  a small 
number  of  cases.  The  only  case  I have  seen  was  in  a virgin 
under  forty.  One-third  of  the  recorded  cases  have  followed 
rupture  of  ovarian  cysts.  Two  theories  of  its  origin  have 
been  suggested : — (a)  that  it  springs  from  the  original  tumour, 
either  from  a bit  left  behind  at  the  operation,  or  from  some 
of  its  tissue  that  got  into  the  peritoneum  owing  to  tapping 
or  rupture ; ( b ) that  it  is  a growth  of  the  peritoneum.  The 
fact  that  it  may  be  removed  and  not  recur  seems  against 
the  latter  view.  If  the  former  be  thought  plausible,  remember 
that  myxoma  of  peritoneum  is  much  rarer  than  the  tapping 
or  bursting  of  tumours;  and  that  we  know  not  which  tumours, 
when  tapped  or  burst,  leave  behind  the  tendency  to  myxo- 
matous growth. 

Ovarian  tumours  are  liable  to  accidents,  viz. : — 

1.  Haemorrhage  into  ovarian  cysts. — This  may  be  great 
or  slight.  The  frequency  with  which  the  fluid  of  large  ova- 
rian cysts  is  found  coloured  by  admixture  of  blood  shows 
that  slight  haemorrhage  into  cysts  is  common.  Such  slight 
bleeding  causes  no  symptoms  by  which  it  can  be  found  out ; 
therefore  to  assign  causes  for  it  is  only  to  theorise  Probably 
when  one  cyst  bursts  into  another  the  vessels  in  the  septum 
bleed  a little.  Great  bleeding  into  a cyst  may  take  place 
without  known  cause  external  to  the  tumour.  Papillary 


0 YAH  IAN  TUMOURS. 


753 


growths  are  very  prone  to  bleed,  and  may  bleed  much.  A 
vein  lias  been  found  opening  into  a cyst*  and  it  lias  been 
thought  that  it  gave  way  from  the  tension  of  the  cyst  wall. 
Intra-cystic  bleeding  from  this  cause  is  very  rare. 

The  commonest  cause  of  great  bleeding  into  an  ovarian 
cyst  that  has  not  been  meddled  with  is  twisting  of  the 
pedicle.  As  I shall  describe  this  farther  on,  I here  only 
mention  that  it  causes  bleeding  into  the  cyst.  Great  intra- 
cystic  bleeding  has  been  caused  by  tapping.  When  an 
operator  thrusts  a trocar  into  a cyst  that  he  cannot  see,  he 
may  wound  a big  vessel,  and  great  bleeding  into  the  cyst 
follows.  This  is  one  of  the  risks  that  attend  tapping ; and  its 
possibility  is  one  of  the  reasons  why  you  ought  not  to  tap 
an  ovarian  tumour.  Great  bleeding  into  a cyst  is  recog- 
nised by  sudden  onset  of  the  following  symptoms: — (1)  the 
symptoms  and  signs  of  bloodlessness — pallor,  small  quick 
pulse ; (2)  absence  of  external  haemorrhage ; (3)  pain  in  belly, 
with  enlargement  of  tumour,  which  is  well  defined,  hard, 
tense,  round ; thus  showing  that  the  enlargement  is  due  to 
presence  of  fluid  within  it. 

2.  Suppuration  of  ovarian  cysts.  — This  is  caused  by 
micro-organisms.  Sometimes  it  is  easy  to  say  how  they  got 
in,  as  when  a cyst  is  tapped  with  a dirty  trocar.  When  an 
ovarian  tumour  is  obstructing  delivery,  and  ovariotomy 
cannot  be  done,  some  think  it  proper  to  tap  the  tumour.  A 
tumour  thus  tapped  is  likely  to  suppurate,  not  only  because 
in  his  haste  the  operator  may  forget  to  cleanse  his  trocar,  but 
because  in  delivery  the  tumour  will  be  bruised,  and  microbes 
thrive  better  in  damaged  tissues  than  in  healthy  ones. 
Whether  bruising  without  tapping  will  make  a tumour 
suppurate  is  doubtful. 

Suppuration  without  known  injury  is  very  rare  in  simple 
multilocular  or  papillomatous  cysts.  It  is  especially  common 
in  dermoids,  we  know  not  why.  It  is  supposed  that  microbes 
may  penetrate  them  from  the  bowel,  on  account  of  the 
frequency  with  which  suppurated  cysts  are  found  closely 
adherent  to  bowel.  This  explanation  serves  for  want  of  a 
better.  The  reason  why  the  bowel  microbes  specially  often 
invade  dermoid  cysts  may  be  that  dermoids  remain  stationaiy 

* Olshausen,  op.  cit. 


w w 


?54  DISEASES  OF  WOMEN. 

in  size,  and  lodged  in  the  pelvis,  for  such  long  periods. 
Dermoids  are  for  this  reason  specially  apt  to  be  bruised 
in  parturition  and  inflamed  afterwards. 

Suppuration  of  an  ovarian  cyst  is  sometimes  marked  by  a 
rigor  or  rigors,  followed  by  hectic  fever  and  wasting.  Until 
the  peritoneum  is  involved  there  is  little  or  no  pain ; but 
when  the  tumour  has  become  adherent  there  is  often  severe 
and  continuous  pain,  which  may  need  large  doses  of  morphia 
to  relieve  it.  In  many  cases  the  temperature  is  not  raised; 
therefore  absence  of  fever  is  no  proof  that  a tumour  is  not 
a suppurated  cyst.  Whether  such  cases  are  without  fever 
in  the  beginning  I know  not. 

When  these  cases  are  seen  after  the  suppuration  has 
lasted  long,  the  main  symptoms  are  those  of  chronic  peri- 
tonitis ; and  the  physical  signs  those  of  perimetritis  with  a 
large  lump.  The  only  cure  of  a suppurated  ovarian  cyst 
is  its  removal. 

3.  Twisting  of  the  pedicle.— This  was  first  well  described 
by  Rokitansky ; later,  and  more  fully,  by  Mr.  Lawson  Tait  and 
Mr.  Knowsley  Thornton.*  Olshausenf  has  computed  that 
it  occurs  in  about  8 per  cent,  of  tumours;  Thornton  in  9'5 
per  cent.  It  is  produced  mechanically  and  generally  slowly. 
One  cause  is  the  alternate  filling  and  emptying  of  the  rectum. 
The  rectum  when  full  pushes  forward  one  side  of  the  tumour. 
When  the  bowel  is  empty  the  tumour  does  not  go  back,  but 
the  rectum  comes  to  lie  against  a different  place,  and  pushes 
this  forward  next  time  it  fills ; and  thus  by  many  small 
movements  complete  rotation  or  rotations  are  produced. 
Lawson  Tait  finds  that  twisting  of  pedicle  is  more  frequent 
with  right-sided  tumours,  in  which  the  rectal  pressure,  being 
applied  farther  from  the  attachment  of  the  tumour  would 
act  to  greater  advantage,  and  that  the  direction  of  the  twisting 
is  that  which  the  rectum  would  give.  I think  this  cause  is 
an  adequate  one  and  therein  differ  from  Olshausen.  The 
latter  author  also  objects  that  Tait’s  cases  are  too  few,  and 
this  objection  is  forcible;  but  I know  of  no  collection  of 
cases  sufficient  to  disprove  Tait’s  reasoning.  Thornton 
thinks  it  due  not  alone  to  the  rectum,  but  to  other  parts 

* American  Journal  of  the  Medical  Sciences,  vol.  90,  18S8. 

t Op.  cit. 
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of  the  bowel  also.  Olshausen  thinks  the  most  frequent 
cause  of  pedicle  twisting  is  unequal  growth  of  different 
parts  of  a tumour.  Obviously,  bulging  of  one  cyst  in 
a multilocular  tumour  will  push  the  rest  of  the  tumour 
in  a contrary  direction.  Were  this  the  usual  cause,  pedicle 
twisting  should  be  common  in  multilocular  cysts  ; but  it  is 
not.  It  is  proportionately  more  frequent  in  dermoids  than  in 
any  other  kind  of  tumour.  Another  explanation  is  thai  an 
intra-pelvic  tumour  may  be  hindered  from  rising  into  the 
abdomen  by  the  overhanging  promontory,  the  resistance  of 
which  may  make  the  tumour  rotate  round  it.  Changes  in 
the  position  of  the  body,  sudden  or  prolonged  exertion,  leading 
to  pressure  on  the  tumour,  may  alter  its  position  and  twist 
its  pedicle.  During  examination,  a very  mobile  tumour  may 
easily  be  rotated.  In  pregnancy,  the  pressure  of  the  growing 
uterus  on  an  ovarian  tumour  may  turn  it  round ; and  still 
more  easily  may  this  be  done  in  the  manipulations  of  the 
belly  which  follow  delivery.  The  lessening  in  size  of  a tumour 
which  follows  tapping  increases  its  mobility,  and  thus  makes 
it  more  easily  turned  round  by  agencies  such  as  those  I have 
mentioned.  The  presence  of  ascites,  and  great  length  of  the 
pedicle,  make  a tumour  more  easily  turned  round.  The 
essential  condition  is  mobility,  which  usually  implies  small- 
ness, of  tumour.  Pedicle  twisting  seldom  occurs  with  a big 
tumour,  and  never  with  a fixed  one. 

Freund  has  formulated  a law  of  torsion.  He  points  out 
that  there  are  two  stages  in  the  growth  of  ovarian  tumours. 
In  the  first  stage  they  are  pelvic  and  lie  behind  the  uterus, 
the  pedicle  of  the  tumour  being  in  front.  In  the  second  they 
rise  into  the  abdomen,  and  then  the  pedicle  comes  to  lie 
behind  the  tumour  and  to  be  twisted ; in  right-sided  tumours 
being  twisted  to  the  left,  in  left-sided  tumours  to  the  right. 
This  rotation  may  be  prevented  or  counteracted  by  various 
i conditions,  such  as  adhesions.  I do  not  know  that  other 
observers  have  confirmed  this  by  many  observations.* 

Effects  of  pedicle  twisting. — When  the  pedicle  is  twisted 
the  vessels  in  it  are  compressed.  The  veins  having  thinner 
walls  are  sooner  blocked  by  this  compression  than  the 
arteries.  Hence  the  return  of  blood  from  the  tumour  is 

* See  Simpson,  Ed.  Med.  Journal,  August,  1894. 
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hindered,  and  pressure  within  the  veins  behind  the  obstruction 
increased ; therefore  vessels  give  way  and  bleed.  The  bleed- 
ing is  into  the  cavity  of  the  cyst,  into  the  cyst  wall,  and 
into  the  pedicle  on  the  distal  side  of  the  twist.  The  ultimate 
effects  of  the  twist  depend  upon  the  suddenness  and  the 
degree  of  the  obstruction  to  the  circulation. 

The  following  results  may  happen : — 

(1)  Enough  blood  may  be  poured  into  the  cyst  to  kill 
the  patient;  or  the  cyst  may  burst,  and  bleeding  go  on 
into  the  peritoneal  cavity  till  the  patient  dies. 

(2)  Venous  congestion  of  the  cyst  wall  and  pedicle  may 
make  these  tissues  thick,  soft,  greyish,  liver-coloured,  or  black, 
according  to  the  amount  of  extravasated  blood  with  oedema. 
From  this  follows  (a)  that  when  the  surgeon  removes  the 
tumour  he  may  find  the  pedicle  break  down  under  the 
ligature ; (6)  the  circulation  through  the  pedicle  may  stop ; 
the  tumour  may  become  inflamed,  adhesive  lymph  connect  it 
to  surrounding  parts,  new  vessels  form  in  the  adhesions  and 
nourish  the  tumour,  and  the  tumour  may  become  detached 
from  its  original  pedicle  (Fig.  209).  Halliday  Croom*  has 
published  a case  in  which  he  found  an  ovarian  cyst  lying 
free  in  Douglas’s  pouch,  without  attachment  of  any  kind. 
Such  separation  is  more  frequent  with  dermoids  than  with 
any  other  abdominal  tumour. 

(3)  A less  degree  of  twisting  may  narrow  the  arteries  and 
lessen  the  amount  of  blood  going  to  the  tumour.  The  tumour 
may  in  consequence  cease  to  grow,  its  walls  undergo  fatty  and 
calcareous  degeneration,  and  even  part  of  its  contents  may 
be  absorbed  and  the  tumour  get  smaller.  This  imperfect 
natural  cure  has  been  watched  by  competent  observers. f 
It  is  so  rare  that  its  possibility  ought  not  to  influence 
treatment. 

(4)  When  pedicle  twisting  does  not  cause  such  bleeding 
that  the  patient  either  dies  or  is  cured  by  operation,  the  next 
effect  is  usually  peritonitis.  This  may  end  in  the  formation 
of  adhesions  by  which  the  tumour  may  acquire  fresh  sources 
of  nutrition. 

(5)  Extensive  adhesions  to  bowel  may  have  a less  bene- 
ficial effect.  They  may  lead  to  the  entry  of  micro-organisms, 

* Edin.  Obst  Trans.,  1896-7,  p.  33.  f See  Olshausen,  op.  eit. 
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and  to  suppuration  of  the  tumour,  with  or  without  decom- 
position and  foetor  of  the  pus. 

(6)  A tumour  with  a twisted  pedicle  which  has  become 
adherent  to  bowel  may  be  again  moved  by  the  cause  which 
produced  the  twisting.  If  so,  the  bowel  as  well  as  the  tumour 
may  be  twisted,  and  intestinal  obstruction  follow.  Twisting 
of  the  pedicle  also  shortens  it,  and  this  shortening  has  been 
known  so  to  tether  a tumour  down  on  the  pelvic  brim  tliat. 
pressure  on  the  bowel,  not 
present  before  the  twisting, 
caused  obstruction. 

(7)  A few  months’ dys- 
menorrhoea  has  been  ob- 
served to  precede  sudden 
pedicle  Twisting.  It  has 
been  supposed  that  a slight 
turn  in  the  pedicle,  not 
enough  to  cause  trouble 
at  ordinary  times,  may  yet, 
under  the  influence  of  the 
menstrual  congestion,  lead 
to  painful  congestion. 

(8)  Lastly,  there  are  a 
few  recorded  cases  which 
lead  to  the  opinion  that  a 
twisted  pedicle  may  be- 
come spontaneously  un- 
twisted. There  have  been  symptoms  such  as  twisting  of  the 
pedicle  produces  : the  belly  has  been  opened,  the  condition  of 
the  tumour  has  been  like  that  which  results  from  pedicle 
twisting ; but  there  has  been  no  twist. 

Twisting  of  the  pedicle  thus  endangers  life  in  three  ways  : 
(1)  by  internal  haemorrhage ; (2)  by  peritonitis  ; (3)  by  ex- 
haustion from  suppuration.  Olshausen  has  known  death 
from  pulmonary  embolism,  but  I do  not  see  how  twisting 
of  the  pedicle  should  make  the  patient  more  liable  to  this 
accident  than  any  other  anaemic  subject.  He  also  has  seen 
persistent  pain  and  increasing  cachexia.  I should  have  in- 
ferred suppuration  from  such  a clinical  course;  but  Olshausen 
does  not  say  whether  or  no  this  was  present. 


Fig.  209.- — Dermoid  cyst  twisted  off  its 
pedicle  and  receiving  its  vascular  supply 
from  tlie  adherent  omentum.  (After 
Doran,  from  the  Museum  of  the  Royal 
College  of  Surgeons,  Pathological  Series, 
No.  4,549.) 
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Diagnosis  of  pedicle  twisting.  — The  consequences  of 
pedicle  twisting  can  be  diagnosed  easily ; not  so  the  fact. 
If  a patient  who  has  an  ovarian  tumour  is  suddenly  taken 
ill,  with  pallor,  small,  quick  pulse,  but  no  external  bleeding, 
and  the  tumour  becomes  larger  and  tense;  if  after  such 
symptoms,  those  of  peritonitis  develop  ; or  if  a patient  with  a 
tumour  begins  suddenly  to  suffer  pain  and  look  ill,  and  the 
tumour  becomes  tender  and  harder,  you  may  safely  infer  that 
an  acute  change  is  present  in  the  tumour,  and  that  twisting 
of  the  pedicle  may  be  the  cause.  Certainty  that  the  pedicle 
is  twisted  cannot  be  got  till  you  have  seen  it. 

If  there  is  reason  to  think  that  pedicle  twisting  is  present, 
the  tumour  should  be  removed  with  as  little  delay  as  possible. 
When  you  have  to  do  with  a tumour,  and  grave  symptoms 
indicate  an  acute  change  in  it,  even  if  your  supposition  that 
the  change  is  due  to  twisting  of  pedicle  be  incorrect,  the 
right  thing  is  to  operate.  No  benefit,  but  only  further  ill  can 
come  from  delay.  The  removal  of  a tumour  with  a twisted 
pedicle  is  attended  with  more  danger  than  that  of  one  the 
tissues  of  which  are  normal ; and  the  longer  operation  is 
postponed  the  greater  the  danger. 

4.  Rupture  of  ovarian  cysts  is  not  uncommon.  They 
may  rupture  either  spontaneously  or  from  external  violence. 
Spontaneous  rupture  is  most  common  in  small  cysts  ; in  cysts 
of  the  broad  ligament ; in  single  ovarian  cysts ; and  especially 
in  the  smaller  cavities,  containing  colloid  stuff,  of  the  glan- 
dular multilocular  tumours.  It  is  commoner  in  small  cysts 
because  their  walls  are  thin.  It  seems  as  if  they  burst  from 
over-distension  at  their  thinnest  point,  just  as  a Graafian 
follicle  bursts.  Big  cysts  are  generally  thick-walled.  Rupture 
may  also  take  place  from  one  of  the  degenerations  to  which 
ovarian  tumours  are  liable : from  thrombosis,  fatty  degenera- 
tion, or  sloughing.  It  may  be  caused  by  haemorrhage  into 
the  cyst  suddenly  increasing  the  tension  within  it.  Suppura- 
tion may  lead  to  bursting.  But  as  inflammation  commonly 
first  leads  to  the  formation  of  adhesions,  such  bursting  is 
seldom  into  the  peritoneum ; usually  into  a mucous  cavity, 
generally  bowel,  because  this  mucous  tract  is  more  extensive 
than  any  other. 

A very  important  kind  of  rupture  is  that  caused  when 
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papillomatous  growths  within  a cyst  grow  up  to,  and  perforate 
its  wall.  Here  the  opening  is  small,  so  that  no  symptoms 
accompany  its  formation ; but  it  allows  leakage  from  the 
cyst  and  infection  of  the  peritoneum  by  particles  of  growth. 

The  production  of  rupture  by  external  violence  needs  no 
explanation.  It  may  occur  from  a blow;  from  compression 
of  the  belly ; from  manipulation  during  examination ; or 
during  labour,  from  compression  between  the  abdominal 
walls  and  the  uterus,  or  between  the  child  and  the  pelvis. 

Consequences  of  rupture. — These  need  only  here  be 
briefly  recapitulated.  They  depend  on  where  the  tumour 
bursts,  and  what  comes  out  of  it.  Rupture  may  open  a 
big  vessel  and  cause  fatal  haemorrhage.  Rupture  of  a broad 
ligament  cyst  is  harmless  and  may  cure.  Colloid  stuff  causes 
injection  and  thickening  of  the  peritoneum,  but  no  acute 
symptoms.  A tumour  which  has  suppurated  or  degenerated, 
so  that  dead  matter  gets  into  the  peritoneum,  will  cause 
peritonitis : so  often  does  the  sebum  which  dermoids  contain. 
Rupture  of  a papilloma  leads  to  inoculation  of  the  growth 
in  the  peritoneum ; with  consequences  depending  on  the 
kind  of  growth. 

There  are  other  places  into  which  ovarian  cysts  may 
rupture.  Next  to  the  peritoneum  comes  the  bowel ; usually 
the  large  intestine,  most  often  the  rectum.  Occasionally  this 
results  in  cure.  More  often  it  leads  to  hectic  fever  and  death 
by  exhaustion.  Bursting  of  ovarian  tumours  into  the  stomach 
or  small  bowel  has  been  recorded ; but  such  cases  are  clinical 
curiosities.  A tumour  may  burst  through  the  abdominal  wail. 
It  has  been  known  to  project  at  the  umbilicus  and  dilate  the 
umbilical  ring.  Ovarian  tumours  have  burst  into  the  vagina 
and  into  the  bladder.  I have  spoken  of  this  in  describing 
dermoid  cysts.  Lastly,  an  ovarian  cyst  may  become  adherent 
to  the  Fallopian  tube  and  burst  into  it,  and  thus  a tubo- 
ovarian  cyst  be  formed. 

It  is  not  possible  to  estimate  the  proportion  of  cases  in 
which  bursting  of  an  ovarian  cyst  kills,  because  the  only  cases 
in  which  the  fact  of  rupture  is  indisputable  are  the  fatal  ones. 
When  no  harm  follows  the  rupture,  it  is  often  only  found  out 
afterwards  at  an  operation ; and  possibly  in  other  cases  not 
found  out  at  all. 
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The  diagnosis  of  rupture  of  an  ovarian  cyst  can  only  be 
made  by  finding  that  the  tumour  has  disappeared.  Confir- 
mation will  be  given  if  there  are  signs  of  internal  haemorrhage, 
of  peritonitis,  or  discharge  having  recognisable  characters 
(colloid,  fatty  stuff,  hair)  from  bowel,  vagina,  or  bladder. 
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CHAPTER  LVI. 

CLINICAL  HISTORY  OF  OVARIAN  TUMOURS. 

Early  symptoms. — Ovarian  tumours  are  generally  found 
out  when  the  patient  notices  that  her  belly  is  enlarging,  not 
before.  In  a few  cases  I have  known  small  ovarian  tumours 
accompanied  with  persistent  aching  pain  in  the  affected 
part,  without  adhesions  or  any  signs  of  inflammation  in  the 
tumour  to  account  for  it.  Ovarian  tumours,  except  malig- 
nant ones;  do  not  affect  menstruation;  although  menstrual 
irregularities  of  all  kinds  may  co-exist  with  them. 

When  ovarian  tumours  are  large  enough  to  cause  symptoms, 
these  are  of  three  kinds  : 

1.  Pressure  symptoms : mechanically  produced  as  the 
tumour  gets  bigger.  Ovarian  tumours  cause  pressure 
symptoms  in  one  of  two  places : (a)  the  pelvis,  and  ( b ) the 
abdomen.  ( a ) A small  tumour  may  get  incarcerated  below  the 
sacral  promontory,  and  thus  be  prevented  from  rising  up  into 
the  abdomen.  When  thus  held  down,  it  may  push  the  uterus 
against  the  urethra  and  neck  of  bladder,  producing,  first, 
frequency  of  micturition,  and  then  retention  of  urine.  It  may 
press  on  the  rectum,  obstruct  the  passage  of  solid  feces,  and 
cause  straining  at  stool : straining  which  has  the  effect  of 
forcing  the  tumour  lower  down  and  thus  increasing  the 
difficulty  by  which  the  straining  was  provoked.  It  may  press 
on  sacral  nerves,  and  thus  cause  pain  down  the  thighs,  and 
on  vessels  in  the  pelvis,  thus  causing  oedema  of  vulva  and 
vagina ; although  pressure  to  the  extent  of  causing  the 
latter  phenomenon  is  rare.  ( b ) When  the  tumour  has  risen 
out  of  the  pelvis,  pressure  symptoms  do  not  occur  until  the 
tumour  has  got  very  big.  When  it  has  got  the  size  of  a 
uterus  at  the  full  term  of  pregnancy,  it  presses  on  the  stomach, 
and  thus  causes  discomfort  after  food,  and  perhaps  vomiting. 
It  also  presses  on  the  diaphragm,  and  thus  makes  the  patient- 
short  of  breath,  and  subject  to  palpitation  on  exertion.  By 
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raising  the  general  intra-abdominal  pressure,  it  makes  more 
difficult  the  flow  of  blood  through  the  inferior  vena  cava,  and 
thus  causes  oedema  of  the  legs,  vulva,  and  lower  abdominal 
wall : it  also  leads  to  a condition  of  kidney  like  that  found  in 
chronic  heart  disease ; the  kidney  being  tough  and  leathery, 
the  urine  scanty  and  containing  a little  albumin.  Pressure 
on  the  ureters  has  been  observed,  leading  to  hydronephrosis ; 
but  this  is  rare.  Umbilical  hernia  is  another  occasional  con- 
sequence of  the  raised  pressure  in  the  belly.  Haemorrhoids, 
varicose  veins,  and  oedema  of  legs  are,  however,  less  frequent 
than  in  abdominal  distension  of  the  same  amount  due  to 
pregnancy.  The  stretching  of  the  sldn  leads,  like  that  of 
pregnancy,  to  the  formation  of  atrophic  lines  in  it. 

2.  The  complications  of  ovarian  tumours  lead  to 
symptoms.  The  most  frequent  is  peritonitis.  Local  adhesive 
peritonitis  does  not  always  cause  suffering  enough  to  make  the 
patient  lie  up  and  send  for  a doctor ; and  therefore  the 
absence  of  any  history  like  that  of  inflammation  within  the 
belly  is  no  guarantee  that  extensive  adhesions  are  not  present. 
In  tumours  that  have  not  undergone  degeneration  or  accident 
peritonitis  is  rare  until  the  tumour  reaches  into  the  upper 
half  of  the  belly.  When  it  has  got  this  size,  it  presses  con- 
tinuously upon  parts  in  contact  with  it.  Its  pressure  is 
most  constant  in  front,  where  it  is  either  in  contact  with 
the  abdominal  wall  or,  as  is  usual,  separated  from  it  only  by 
omentum.  The  endothelium  gets  rubbed  off  the  adjacent 
surfaces,  or  killed  by  pressure,  and  adhesions  form.  Hence 
the  most  common  adhesions  of  ovarian  tumours  are  with  the 
omentum.  As  the  tumour  enlarges,  a similar  process  may  go 
on  at  other  places,  or  inflammation  may  extend,  and  thus 
adhesions  form  between  the  tumour  and  other  abdominal 
viscera. 

The  effect  of  adhesions  in  causing  operative  difficulties  has 
been  alluded  to  above.  There  are  other  effects,  (a)  Pain. 
Slight  local  peritonitis  is  often,  but  not  always,  without 
symptoms.  The  formation  of  adhesions  can  often  be  detected 
by  local  pain,  tenderness,  and  friction  appreciable  by  ear  and 
hand.  Extensive  inflammation  is  attended  by  the  usual 
symptoms  of  peritonitis.  ( b ) When  the  bowel  has  become 
adherent  there  is  risk  of  intestinal  obstruction.  It  is  rare  in 
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comparison  with  the  frequency  of  adhesions,  but  always 
possible.  It  is  especially  apt  to  happen  if  a tumour,  already 
adherent  to  bowel,  becomes  rotated,  (c)  If  a tumour  becomes 
adherent  in  the  pelvis,  it  may  press  upon  the  rectum  or 
bladder,  just  as  a tumour  may  which  is  incarcerated  below  the 
sacral  promontory. 

3.  Indirect  effects. — Ovarian  tumours,  when  large,  pro- 
duce indirect  symptoms.  The  direct  effects  of  pressure  on  the 
stomach  have  been  alluded  to.  (a)  The  interference  with 
digestion  thus  caused  may  prevent  the  patient  from  taking,  or 
from  digesting,  enough  food,  and  if  so  she  will  waste.  It  there 
be  much  vomiting,  she  will  Avaste  fast.  (6)  The  discomfort 
caused  by  a big  tumour  may  prevent  sleep,  and  thus  lead  to 
nervous  exhaustion.  This  produces  the  draAvn,  worn  expression 
of  the  face  which,  in  days  before  local  examination  was 
practised  systematically,  used  to  be  thought  important  in 
diagnosis,  and  called  the  facies  ovarica.  ( c ) The  size  of  the 
patient’s  belly  may  prevent  her  from  taking  exercise,  and  long 
inaction  may  bring  about  fatty  degeneration  of  the  heart  and 
other  organs. 

Ovarian  tumours  and  pregnancy. — An  ovarian  tumour 
of  any  kind  may  complicate  pregnancy.  If  any  part  of  one 
ovary  is  so  far  unaffected  by  disease  that  Graafian  follicles 
ripen  in  it,  pregnancy  is  possible.  Hence  even  in  bilateral 
ovarian  disease,  so  advanced  that  healthy  ovarian  tissue 
cannot  be  detected  by  the  naked  eye,  the  patient  may  become 
pregnant.  Cases  in  which  pregnancy  is  complicated  Avith 
ovarian  tumours  show  a larger  proportion  of  dermoid  cysts 
than  occurs  apart  from  pregnancy.  There  are  three  reasons 
for  this : (1)  Dermoids  are  especially  frequent  in  young 
subjects,  Avho  are  the  more  likely  to  become  pregnant.  (2) 
Dermoids  groAV  more  sloAvly,  hence  the  period  through  Avhich 
a patient  Avith  a dermoid  incurs  the  risk  of  pregnancy  is 
longer  than  is  the  case  with  a patient  avIio  has  a faster- 
growing tumour.  (3)  Dermoids  remain  long  in  the  pelvis. 
If  the  egg-bearing  tissue  has  been  lifted  high  in  the  abdomen 
by  a large  tumour,  the  ovum  is  less  likely  to  get  into  the 
Fallopian  tube  than  if  the  tissue  from  Avliich  it  came  Avere 
in  the  pelvis. 

Consequences  of  pregnancy  Avith  an  ovarian  tumour.— 
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If  pregnancy  take  place,  there  is  a greater  flow  of  blood  to 
the  pelvic  organs,  and  this  probably  leads  to  faster  growth  of 
an  ovarian  tumour,  if  present.  When  an  ovarian  tumour  and 
pregnancy  are  present  together,  the  belly  is  bigger  than  with 
either  condition  alone.  Hence  pressure  symptoms  such  as  have 
been  enumerated  elsewhere  are  more  severe.  The  induction 
of  labour  has  been  required  to  avert  death  from  asphyxia. 
Nature  does  not  step  in  to  relieve  these  symptoms,  for  the 
tendency  to  abortion  in  pregnancies  complicated  by  ovarian 
tumours  is  no  greater  than  in  pregnancies  without  them. 

Labour  with  an  ovarian  tumour. — When  labour  comes, 
two  kinds  of  effects  may  result: — (1)  effects  of  the  tumour 
on  the  labour ; (2)  effects  of  the  labour  on  the  tumour.  (1) 
The  effects  of  the  tumour  on  the  labour  depend  (a)  upon 
whether  the  tumour  is  in  the  pelvis  or  in  the  abdomen ; 
and  (6)  how  big  it  is.  If  the  tumour  is  in  the  pelvis  it 
will  get  in  the  way  of  the  foetus,  and  obstruct  delivery. 
1 f in  the  abdomen,  and  large,  the  distension  of  the 
belly  will  hinder  the  patient  from  bearing  down  and  thus 
somewhat  delay  labour.  It  will  also  displace  the  uterus, 
generally  pushing  it  to  one  side,  and  thus  making  its  axis 
oblique ; and  from  obliquity  of  the  uterus  obstetrical  con- 
sequences follow,  information  about  which  will  be  found 
in  books  on  midwifery.  (2)  The  effects  of  labour  on  the 
tumour.  During  delivery  the  tumour  may  be  squeezed 
between  the  head  and  the  pelvis.  This  may  burst  it,  or 
cause  haemorrhage  into  it,  or  make  it  suppurate.  The 
effects  of  rupture,  haemorrhage,  or  suppuration  have  been 
described  in  the  previous  chapter.  One  remarkable  case  has 
been  described,  in  which  the  tumour  was  pressed  out  through 
the  anus,  and  there  protruded,  covered  by  rectal  mucous 
membrane.  An  incision  was  made  through  this,  and  the 
tumour  (a  solid  one)  removed.*  If  the  tumour  be  above 
the  pelvis,  its  pedicle  may  get  twisted,  either  by  the  patient’s 
straining,  by  changes  in  her  position,  by  the  manipulations  of 
the  medical  attendant,  or  by  a combination  of  these  influences. 
The  same  causes  may  also  lead  to  its  rupture. 

Although  all  these  bad  effects  may  follow,  yet  they  are  not 
the  rule.  In  the  majority  of  cases  of  pregnancy  with  ovarian 

* Lachapelle,  “ Pratique  des  Accouchements,”  tom.  iii.  p.  311 . 
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tumour,  the  mother  goes  through  childbirth  and  childbed 
without  important  injury. 

Treatment  of  pregnancy  with  an  ovarian  tumour.— 

The  proper  treatment  of  an  ovarian  tumour  complicated  by 
pregnancy  is  its  immediate  removal.  Twenty  years  ago  the 
questions  of  tapping  and  of  premature  labour  used  to  be  argued 
as  alternatives.  The  induction  of  premature  labour  is  only 
proper  if  the  tumour  is  malignant  and  its  extirpation  im- 
possible, for  then,  by  eliminating  the  pregnancy,  the  rate  of 
growth  of  the  tumour  may  be  slackened.  Ovariotomy  must 
be  done  sooner  or  later,  and  experience  lias  shown  that  the 
presence  of  pregnancy  little,  if  at  all,  increases  the  danger. 
The  fact  that  the  growth  of  the  uterus  has  gone  on  naturally 
is  presumptive  evidence  that  there  are  not  extensive  adhesions, 
and  that  the  operation  will  be  easy.  Tapping  is  only  proper 
if  conditions  are  present  unfavourable  to  ovariotomy,  and  yet 
immediate  relief  is  wanted ; such  as  fixation  by  adhesions 
in  the  true  pelvis,  so  that  in  removal  pelvic  adhesions  must 
be  extensively  broken  down,  which  in  pregnancy  will  cause 
dangerous  bleeding ; conditions  in  the  patient  such  as 
cachexia,  fever,  or  great  dyspnoea;  or,  external  to  her,  such 
as  the  absence  of  persons  competent  to  do  the  operation  and 
nurse  the  patient  afterwards.  In  such  circumstances  tapping 
may  be  the  lesser  of  two  evils. 

When  an  ovarian  tumour  is  pressed  by  the  foetal  head 
down  into  the  pelvis,  the  first  thing  is  to  try  to  push  it 
up,  out  of  the  true  pelvis.  If  you  cannot  do  this,  the  best 
thing  is  to  cut  through  the  vaginal  wall  over  the  tumour, 
tie  its  pedicle,  and  remove  it.  In  some  cases  the  tumour 
has  burst  open  the  vaginal  wall,  and  then  has  been  suc- 
cessfully removed.*  But  vaginal  oophorectomy,  especially 
under  such  circumstances,  is  more  difficult  than  abdominal 
ovariotomy.  In  these  cases  it  must  be  done  immediately, 
or  the  injurious  results  of  pressure  on  the  tumour  will 
not  be  averted ; and  you  may  not  have  with  you  the 
necessary  instruments.  In  such  circumstances  it  may  be 
good  practice  to  cut  into  the  tumour  through  the  vagina  and 
stitch  it  to  the  opening  in  the  vagina,  so  as  to  secure  free  exit 
for  its  contents. 


* See  Olshausen.  op.  cit. 
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The  rate  of  growth  and  the  duration  of  ovarian 
tumours. — It  is  not  possible  to  speak  with  precision  upon  this 
point.  Statistical  tables  bearing  on  these  questions  are 
vitiated  by  unavoidable  errors,  (a)  It  is  impossible  to  say 
when  an  ovarian  tumour  began,  because  it  is  not  noticed  till 
it  has  reached  a certain  size.  ( b ) Different  cysts  grow  at 
different  rates.  Parovarian  tumours  and  dermoids  arrow 
slowly,  multilocular  glandular  tumours  fast.  It  is  impossible, 
before  the  belly  is  opened,  to  say  what  kind  of  ovarian  cyst  a 
patient  has.  The  cases  on  which  estimates  of  the  duration  of 
ovarian  tumours  are  founded  were  all  observed  a loner  time 
ago,  for  nowadays  every  ovarian  tumour  that  is  seen  by  a 
competent  doctor  is  removed.  These  old  cases  were  not  all 
well  diagnosed.  Hence  it  is  that  estimates  of  the  duration  of 
ovarian  tumours  vary  from  one  year  to  fifty.  Olshausen  is 
probably  correct  in  his  estimate,  that  of  patients  with  multi- 
locular ovarian  cysts  probably  two-thirds,  if  not  cured  by 
operation,  die  within  three  years. 

Hew  ovarian  tumours  end. — Parovarian  tumours  are 
sometimes  cured  by  bursting.  It  is  bad  practice  to  try 
to  produce  this  artificially,  because  you  can  never  be  sure 
that  a tumour  is  parovarian.  Occasionally  twisting  of  the 
pedicle  so  lessens  the  supply  of  blood  to  a tumour  that  it 
ceases  to  grow.  This  is  an  event  so  rare  that  its  possibility 
is  not  to  be  considered  in  deciding  as  to  treatment.  Even 
if  it  occur  it  is  not  cure,  for  the  patient  still  has  a lump  of 
disease  in  her  belly.  It  is  believed  that  in  simple  cysts — 
those  only  distinguished  by  their  size  from  hydrops  folliculi — 
secretion  may  cease  and  tumours  cease  to  enlarge.  There  is 
no  ground  for  believing  that  this  ever  happens  in  the  case  of 
proliferating  cysts. 

The  vast  majority  of  ovarian  cysts  go  on  getting  larger 
and  larger  until  the  patient  dies,  either  from  one  of  the 
accidents  that  have  been  mentioned,  or  from  exhaustion  due 
to  the  interference  with  digestion,  with  sleep,  and  with 
breathing.  This  is  the  end  to  be  expected  if  the  patient 
is  not  properly  treated.  At  the  present  day  most  patients 
are  properly  treated,  and  this  ending  is  seldom  seen. 
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CHAPTER  LVII. 

THE  DIAGNOSIS  OF  OVARIAN  TUMOURS. 

Phantom  tumours. — When  a patient  otherwise  healthy 
consults  you  for  enlargement  of  the  belly,  the  first  question 
is,  Is  there  a tumour  ? Bigness  of'  the  belly,  even  when 
said  to  have  come  on  rapidly,  does  not  necessarily  imply 
tumour.  It  may  be  due  to  one  of  three  things  : (1)  fat, 
(2)  flatus,  (3)  muscular  action,  or  to  a combination  of  them. 
(1)  Women  sometimes  get  fat  quickly,  and  therefore  think 
there  must  be  a tumour.  (2)  The  belly  is  sometimes  dis- 
tended with  flatus  when  there  is  no  tumour  and  the  belly 
walls  are  not  fat.  I refer  not  to  occasional  flatulence  due  to 
decomposition  of  intestinal  contents,  attended  with  borbo- 
rygmi  and  the  passage  of  flatus,  in  women  who  have  other 
symptoms  of  gastro-intestinal  derangement,  but  to  habitual 
chronic  distension  of  the  belly  in  women  who  do  not  suffer 
from  wind  and  are  unaware  of  anything  wrong  with  digestion. 
I know  not  why  this  flatulent  distension  occurs.  In  other 
women  the  belly  is  retracted,  I know  not  why.  (3)  Some 
women  get  a trick  of  arching  forward  the  lumbar  spine  and 
projecting  forward  the  belly  wall,  so  as  to  give  it  the  appear- 
ance of  being  distended  by  a tumour.  In  the  present  day 
these  conditions  seldom  cause  serious  blunders ; but  the 
abdomen  has  sometimes  been  opened  and  no  tumour  found. 

Palpation.— In  a case  in  which  an  abdominal  tumour  is 
suspected,  and  inspection  shows  that  the  belly  is  big,  first 
see  whether  fluctuation  is  present.  Put  one  hand  on  each 
side  of  the  belly  and  gently  flip  it  with  the  fingers.  If  no 
fluctuation  is  felt,  the  belly  does  not  contain  free  fluid  or 
a large  cyst.  Then  percuss  the  belly.  If  it  is  resonant 
everywhere,  a big  tumour  is  unlikely  to  be  present.  The 
only  resonant  tumours  are  physometra  and  rare  ovarian 
tumours,  in  which  the  cyst  contents  have  decomposed  and 
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liberated  gas.  Next,  palpate.  Bid  the  patient  draw  up 
her  legs.  Talk  to  her,  and  get  her  to  talk;  and  while 
doing  so  steadily  press  your  fingers  down  into  the  pelvis, 
back  to  the  spine,  and  into  each  loin.  If  the  patient  con- 
tracts the  abdominal  muscles,  try  by  steady  pressure  to  tire 
them  out.  If  you  can  press  the  fingers  well  home  in 
these  situations,  there  can  be  no  large  abdominal  tumour. 
Lastly,  examine  bimanually,  and  get  the  uterus  and  its  ap- 
pendages between  your  hands.  The  fatter  the  patient  and 
the  more  she  resists,  the  more  difficult  is  a complete  ex- 
amination of  the  belly.  If  you  cannot  satisfy  yourself,  ask 
for  an  examination  under  anaesthesia.  By  this  you  will 
eliminate  the  difficulty  introduced  by  muscular  resistance. 
In  no  doubtful  case  should  an  operation  be  performed  until 
the  belly  has  been  well  examined  while  the  patient  is  fully 
anaesthetised. 

Assume  that  there  is  fluctuation,  that  the  abdomen  is 
enlarged,  that  there  is  no  reason  to  suspect  pregnancy. 
The  history  does  not  suggest  it,  and  there  is  no  softening  or 
discolouration  of  the  cervix.  The  following  are  the  causes 
which  produce  enlargement  of  the  belly  with  fluctuation : — 


I.  The  common  ones. 


II.  The  less  common. 


r 1.  Full  bladder. 

2.  Ascites  and  intra-peritoneal  col- 

lections of  fluid. 

3.  Ovarian  cyst. 
f 4.  Hydramnios. 

5.  Hydro-  or  pyo-nephrosis : cystic 

disease  of  kidney. 

6.  Uterine  tumours  containing  fluid. 


7.  Hydrosalpinx. 

8.  Distended  gall-bladder. 
„ 9.  Hydatid  cysts. 


III.  The  rare,  those  •, 
which  can  only 
exceptionally  be  I 
diagnosed.  ' 


10.  Pancreatic  cysts. 

11.  Mesenteric  cysts. 

12.  Splenic  cysts. 


1.  Full  bladder. — I put  this  first,  because  it  can  be 
eliminated  by  a catheter.  When  yju  have  to  diagnose  the 
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nature  of  an  abdominal  swelling,  always  begin  by  passing  a 
catheter ; for  even  if  the  bladder  be  not  full  enough  to  be 
itself  felt  as  a tumour,  it  may  prevent  you  from  feeling  the 
parts  on  bimanual  examination  as  plainly  as  you  ought 
to  do. 

2.  Ascites — that  is,  fluid  free  in  the  peritoneal  cavity. 
When  the  belly  contains  a large  cyst,  it  may  need  care  to 


Fig.  210. — Diagram  showing  distribu- 
tion of  dulness  and  resonance  in 
ascites.  (R.  Barnes .) 

a,  ascitic  dulness  ; i,  intestinal  resonance  ; 
l,  liver. 


Fig.  211. — Diagram  showing  distribu- 
tion of  dulness  and  resonance  with 
an  ovarian  tumour.  ( R . Barnes.) 

o T,  dull  area  of  ovarian  tumour;  i,  in- 
testinal resonance  ; L,  liver. 


distinguish  whether  the  fluid  is  encysted  or  not.  Small  cysts 
are  not  taken  for  ascites. 

(a)  The  shape  of  the  abdomen.  When  the  patient  lies  on 
her  back,  the  outline  of  the  belly  is  rather  flattened  in  front 
and  bulging  in  the  flanks.  When  fluid  is  in  a cyst,  the 
tenser  the  fluid  the  more  nearly  spherical  is  the  cyst.  The 
shape  of  the  belly  should  suggest,  but  not  decide,  the 
diagnosis. 

(b)  Universality  of  fluctuation.  The  fluctuation  wave  in 
ascites  is  felt  right  across  the  abdomen,  from  side  to  side, 
down  to  the  flanks,  and  from  the  top  to  the  lower  part. 
When  fluid  is  in  a cyst,  the  area  of  fluctuation  is  that  of  the 


x x 
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cyst  cavity.  It  is  only  when  there  is  one  very  large  cyst 
that  fluctuation  is  felt  all  over  the  belly. 

(c)  Disposition  and  mobility  of  dulness.  In  ascites 
the  bowels  float  up  to  the  top  of  the  fluid.  Hence  with 
the  patient  on  her  back  there  is  resonance  in  front  and 
dulness  in  the  flanks.  The  reverse  is  the  case  with  an 
ovarian  tumour  (Figs.  210,  211).  The  dulness  is  movable. 

When  the  patient  so  changes 
her  position  that  a flank 
which  was  the  lowest  part  of 
the  belly  cavity,  and  therefore 
dull,  becomes  the  highest,  the 
bowel  floats  up  to  this  part, 
and  it  becomes  resonant. 
When  she  stands,  there  is  dul- 
ness below,  and  resonance  in 
front  (Fig.  212). 

(d)  Presence  of  a cause 
for  ascites,  such  as  disease 
of  liver,  kidney,  heart,  or 
lungs.  This  should  always 
be  looked  into,  for  the  sake 
of  treatment.  But  the  dis- 
covery of  such  a cause  does 
not  settle  the  diagnosis,  be- 
cause a patient  with  disease  causing  ascites  may  also  have  a 
tumour. 

I mention  not  the  character  of  the  fluid,  because  an 
abdominal  swelling  ought  never  to  be  tapped  for  diagnosis. 
If  the  diagnosis  is  uncertain,  and  letting  out  the  fluid  is 
needed  to  relieve  the  patient,  do  it  by  making  a small 
incision,  and  then  put  in  your  finger  and  ascertain  the 
condition  within.  Tapping  Avith  a trocar  should  be  used  only 
as  a therapeutic  measure  in  cases  in  which  there  is  no  doubt 
as  to  the  diagnosis. 

(e)  Measure  the  belly,  so  that  you  may  be  able  to  judge 
accurately  as  to  increase  or  diminution  in  size. 

Complicated  ascites. — Effusion  of  fluid  into  the  peri- 
toneum is  often  secondary  to  other  morbid  conditions 
within  the  belly,  and  its  diagnosis  is  then  more  difficult 


Fig.  212. — Differential  characters  of 
ovarian  and  ascitic  dropsies  in  up- 
right posture.  (It.  Barnes.) 
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than  when  the  peritoneum,  except  for  the  effusion,  is 
healthy. 

Serous  perimetritis. — Here  the  effusion  is  a result  of 
inflammation,  and  is  contained  in  a space  bounded  by 
adhesions  among  the  bowels.  The  physical  signs  are  those 
of  a cyst.  The  fluctuation  is  not  universal,  but  limited. 
The  distribution  of  dulness  and  resonance  does  not  alter 
with  position,  because  the  bowels  are  fixed.  There  may  or 
may  not  be  resonance  in  front : this  depends  upon  the 
position  in  which  the  bowels  are  fixed.  The  diagnosis 
between  this  encysted  dropsy  and  a cystic  new  growth  can 
only  be  made  by  the  behaviour  of  the  tumour  under  treat- 
ment. In  serous  perimetritis  medical  aid  is  usually  first 
sought  for  the  inflammation ; and  when  this  has  subsided 
the  swelling  is  noticed.  For  this  reason  I have  more  fully 
described  this  condition  in  Chapter  XV.  along  with  the  other 
events  of  pelvic  inflammation. 

Tubercular  disease  of  peritoneum. — This  may  produce 
ascites  without  any  symptoms  of  peritonitis.  In  these  the 
diagnosis  is  often  difficult.  The  patients  usually  complain  of 
failing  health  and  abdominal  enlargement  before  the  amount 
of  fluid  is  great.  Hence  the  fluctuation  wave  may  not  be 
marked.  The  mesentery  and  intestine  are  stiffened  by  the 
tubercular  growth,  and  hence  the  bowel  does  not  float  up  to 
the  top  as  readily  as  in  ordinary  ascites ; and  therefore  the 
mobility  of  the  dulness  is  not  so  plain  as  in  uncomplicated 
ascites.  The  fluid  is  not  encysted,  as  in  serous  perimetritis ; 
but  adhesions  may  shut  off  spaces  from  the  general  cavity 
of  the  peritoneum,  and  therefore  the  enlargement  may  be 
irregular  and  unsymmetrical.  If  the  thickened  bowel  is  near 
the  surface,  it  may  be  felt  as  an  area  of  increased  resistance 
when  the  belly  is  palpated,  but  is  seldom  so  firm  and  definite 
as  a tumour.  Hence  a condition  of  belly  in  which  it  is  often 
difficult  to  say  whether  there  is  fluid ; or,  if  there  is  fluid, 
whether  it  is  free,  or  whether  there  is  a tumour.  The 
diagnosis  can  only  be  made  by  an  exploratory  incision ; and 
as  this  is  curative  as  well  as  informing,  it  is  proper  to  make 
one  m a case  presenting  features  that  suggest  tubercular 
disease  of  peritoneum.  This  will  be  the  most  convenient 
place  in  which  to  give  some  account  of  this  disease. 
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Morbid  anatomy.  — In  clinical  use,  this  does  not 
mean  a few  scattered  tubercles  on  the  peritoneum  in 
common  with  other  parts  in  general  tuberculosis,  nor  the 
tubercles  present  on  the  peritoneum  at  the  back  of  tuber- 
cular ulcers. 

There  are  three  kinds  of  tubercular  disease  of  peritoneum : 

(1)  Acute  miliary  tuberculosis:  with  sudden  onset, 

rapid  progress,  and  serous  or  sero-sanguineous  effusion. 

(2)  Chronic  caseous  and  ulcerating  tuberculosis:  large 
growths  caseating,  ulcerating,  leading  to  perforation,  and 
often  to  sacculated  suppuration. 

(3)  Chronic  fibro-tuberculosis : sub-acute,  with  little  exuda- 
tion, and  hard  and  pigmented  tubercles. 

These  varieties  are  seen  in  the  lung.  They  are  found  in 
other  parts  as  well  as  in  the  peritoneum,  but  in  a large  minority 
the  disease  is  in  the  peritoneum  only.  In  30  or  40  per  cent, 
in  women  the  Fallopian  tubes  are  affected — generally  the  fim- 
briated ends — and  there  is  good  reason  to  think  that  the  tubal 
disease  is  the  primary  change,  the  starting-point  of  the  mis- 
chief, and  that  by  removal  of  such  tubes  general  tuberculosis 
might  be  avoided  (see  Chap.  XVII.).  The  pleura  is  affected 
in  from  a third  to  half  of  the  cases.  The  disease  occurs  at  all 
ages ; but  is  most  common  between  twenty  and  forty.  It  is 
probably  more  common  among  females.  In  children  it  is  often 
associated  with  bowel  and  mesenteric  disease.  Post-mortem 
examinations  show  it  more  common  in  males;  operations 
among  females.  From  the  former,  cases  which  recover  are 
obviously  excluded. 

Clinically. — (1)  It  may  be  latent,  occurring  without  a 
single  symptom.  It  has  been  thus  discovered  in  operations 
for  ovarian  tumour,  or  for  hernia,  or  after  death  from 
acute  disease  of  another  kind. 

(2)  It  may  come  on  suddenly,  with  symptoms  like  those 
of  strangulated  hernia  or  acute  peritonitis. 

(3)  There  may  be  gastric  symptoms,  simulating  those  of 
ulcer  or  cancer  of  stomach ; vomiting,  inability  to  take  food, 
and  wasting. 

(4)  It  may  simulate  enteric  fever:  irregular  fever,  dis- 
tension of  abdomen,  etc. 

(5)  Ascites  is  frequent,  but  seldom  great.  Tympanites  is 
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common.  Sub-normal  temperatures,  for  weeks  or  months 
together,  are  met  with.  Pigmentation  is  occasional,  and  the 
disease  has  been  known  to  simulate  Addison’s  disease ; but 
this  is  exceptional.  Pigmentation  does  not  necessarily  mean 
disease  of  the  supra-renal  capsules. 

Diagnosis. — The  diagnosis  is  thus  often  difficult.  The 
cases  that  come  to  the  gynaecologist  are  those  in  which  the 
presence  of  dropsy  or  tumour  has  led  to  the  supposition  that 
ovarian  tumour  or  pelvic  disease  is  present.  The  cases  that 
resemble  cancer  of  stomach,  enteric  fever,  etc.  come  not 
usually  to  the  gynaecologist.  Instruction  as  to  the  diagnosis 
of  these  cases  will  be  found  in  Fenwick’s  lectures  on  “Obscure 
Diseases  of  the  Abdomen.”  Great  ascites,  Fenwick  points 
out,  is  usually  associated  with  cirrhosis  of  the  liver  (itself  a 
cause  of  dropsy),  or  thickening  of  the  peritoneum,  which 
obviously  prevents  the  fluid  from  being  re-absorbed.  The 
physical  signs  of  such  ascites  differ  from  those  of  ascites 
from  other  causes  only  in  being  less  easily  recognised,  because 
the  bowels  are  so  often  bound  down  by  adhesions.  In  other 
cases,  there  seems  to  be  a definite  tumour. 

Tumour  formations. — Tubercular  disease  of  the  peri- 
toneum has  often  been  first  discovered  when  the  belly  has 
been  opened  for  a supposed  tumour.  Tumours  formed  by 
tubercular  disease  may  be  of  five  kinds : — 

(a)  Omental  tumours. — -Tubercle  growing  in  the  omentum 
thickens  it,  puckers  it,  and  rolls  it  up,  till  it  forms  an  elon- 
gated firm  mass  attached  to  the  transverse  colon,  and  lying 
across  the  upper  part  of  the  abdomen.  Above  this  tumour  is 
the  resonance  of  the  colon,  by  which  it  may  be  distinguished 
from  an  enlarged  liver.  Such  a mass  may  occur  without 
much  exudation,  and  may  then  be  difficult  to  distinguish 
from  cancer.  The  tubercular  nature  of  the  disease  may  be 
suspected  if  there  is  a pronounced  tubercular  history,  sub- 
normal temperature,  and  disease  of  lungs  or  pleurae.  There 
may  also  be  accumulation  of  fluid  between  the  layers  of  the 
omentum. 

(b)  Splenic  tumour. — There  may.  be  a tumour  in  the 
splenic  region,  from  thickening  of  the  splenic  capsule,  and 
effusion  of  lymph  and  tubercular  masses  in  its  neighbour- 
hood. Such  a tumour  will  not  resemble  an  enlarged  ovary, 
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but  will  present  the  signs  common  to  splenic  tumours 
generally. 

(c)  Sacculated  exudations. — These  are  the  most  common, 
and  such  tumours  have  been  repeatedly  taken  for  ovarian 
tumours,  their  true  nature  being  discovered  when  the  abdo- 
men was  opened.  The  exudation  may  be  sero-fibrinous  or 
purulent.  The  tumour  may  be  entirely  fluid,  or  may  be 
nodular  from  the  presence  in  it  of  caseous  masses.  Such 
sacculated  tumours  may  be  met  with  in  the  upper,  middle, 
or  lower  regions  of  the  abdomen.  The  exudation  is  limited 
by  adhesions  between  coils  of  intestine,  other  abdominal 
viscera,  and  the  abdominal  wall.  Such  tumours  in  the  upper 
region  of  the  abdomen  are  generally  associated  with  disease 
of  the  liver,  gall  bladder,  stomach,  or  spleen.  In  the  lower 
region  they  generally  depend  upon  pelvic  disease,  and  rise  out 
of  the  pelvis.  The  tumours  in  the  middle  region  are  those 
which  have  most  often  been  taken  for  ovarian  tumours  ; and 
it  may  be  impossible  to  make  a diagnosis  in  any  other 
way  than  by  watching  the  course  of  the  case.  An  ovarian 
tumour  goes  on  growing  ; an  effusion  may  be  partly 
absorbed. 

( d ) Retracted  and  thickened  intestinal  coils.  — The 
matting  together  and  thickening  of  coils  of  bowel  may  form 
a distinct  mass,  and  lead  to  the  diagnosis  of  a solid  tumour. 
Such  tumours  are  most  often  met  Avith  in  the  caecal  region. 
The  puckering  and  thickening  of  the  mesentery  may  shorten 
it,  and  pull  the  coils  of  bowel  back  towards  the  spine, 
and  thus  a tumour  may  be  formed  which  feels  solid.  Such 
tumours  may  be  resonant,  which  should  suggest  the  possibility 
of  their  being  formed  of  bowel. 

(e)  Mesenteric  glands. — Tumours  of  this  kind  are  not 
common,  but  they  have  been  met  with,  extensive  tuberculosis 
of  these  glands  forming  palpable  tumours  associated  with 
ascites.  Old  writers  called  these  tumours  “ abdominal 
scrofula.” 

Diagnosis  of  tubercular  tumours. — The  lumpy,  nodular 

character  of  enlarged  mesenteric  glands  usually  leads  to  a 
correct  conclusion  as  to  the  kind  of  tumour.  Thickened  and 
retracted  boAvel  is  almost  impossible  to  diagnose.  The  most, 
important  difficulty  is  the  diagnosis  between  sacculated 
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effusions  and  ovarian  tumours.  This  cannot  be  made  by 
any  one  feature,  or  group  of  features.  The  diagnosis  is  very 
difficult. 

First,  the  history.  Tubercular  antecedents  ; gradual  failure 
in  health ; a history  of  abdominal  pain,  gastro-intestinal  dis- 
turbance, and  more  or  less  fever.  Such  a history  may  be 
present  in  ovarian  cysts,  but  is  not  usual. 

Second,  the  physical  signs.  This  diagnosis  is  much  more 
difficult  than  that  between  ascites  and  ovarian  dropsy,  for 
here  we  have  not  to  distinguish  between  a cyst  and  free  fluid, 
but  between  two  different  kinds  of  cysts.  If  the  tumour  be 
small,  its  outlines  will  not  be  so  definite  as  those  of  an  ovarian 
cyst,  and  it  will  not  be  so  movable. 

Thirdly,  the  chest  should  be  thoroughly  examined.  Disease 
of  luhg  or  pleura  should  suggest  that  the  disease  in  the 
abdomen  is  tubercular. 

Prognosis. — There  is  now  no  doubt,  although  this  disease 
was  long  thought  to  be  always  fatal,  that  it  often  ends  in 
recovery. 

{a)  Spontaneous  cure. — Tubercle  in  the  lungs  often  under- 
goes cure ; why  should  not  tubercle  in  the  peritoneum  ? The 
cases  of  chronic  fibro-tuberculosis  are  those  in  which  the 
prognosis  is  most  favourable.  But  recovery  may  happen 
when  there  is  extensive  effusion.  The  process  of  cure  is  by 
fibroid  and  pigmentary  induration  of  the  tubercles,  absorp- 
tion of  effusion,  transformation  of  lymph  into  connective 
tissue,  adhesions  only  being  left  behind  as  the  legacy  of  the 
tuberculosis.  The  conditions  favourable  to  recovery  are 
limitation  of  the  disease  to  the  peritoneum  and  slight  degree 
of  inflammatory  change.  Caseation,  ulceration,  and  suppura- 
tion probably  put  cure  out  of  the  question.  Disease  of  lungs 
or  Fallopian  tubes  also  makes  recovery  very  doubtful. 

(i b ) Cure  by  operation. — In  many  cases  in  which  the  belly 
has  been  opened  and  fluid  withdrawn  permanent  cure  has 
followed.  Operation  is  therefore  not  only  justifiable,  but 
urgently  indicated  in  such  cases.  The  most  favourable  cases 
are  those  in  which  the  disease  is  recent,  and  there  is  consider- 
able effusion.  When  there  are  caseous  masses  and  localised 
suppuration,  the  prospect  is  less  hopeful.  When  there  is 
no  effusion,  there  is  nothing  to  be  gained  bv  operation, 
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as  nature  is  effecting  a cure.  It  is  difficult  to  explain 
how  the  cure  takes  place.  In  many — indeed,  most — cases  it 
seems  as  if  everything  needed  was  simply  to  open  the  belly 
and  let  out  the  fluid.  It  has  been  suggested  that  the  fluid 
contains  ptomaines,  which  poison  the  patient.  This  is  a 
rational  view ; but  we  do  not  know  what  the  ptomaines  are. 
The  effect  of  merely  opening  the  peritoneum  in  abdominal 
disease,  without  doing  anything,  is  sometimes  remarkable. 
That  some  change  is  effected  by  opening  the  peritoneum  is 
shown,  as  Lawson  Tait  has  pointed  out,  by  the  distressing 
thirst  which  ensues,  and  which  does  not  follow  more  pro- 
longed and  severe  operations  in  which  the  peritoneum 
is  not  opened.  The  question  has  been  raised,  but  never 
settled,  as  to  those  cases  in  which  the  peritoneum  is  studded 
with  little  bodies  looking  and  feeling  like  miliary  tubercle, 
whether  these  bodies  are  really  the  product  of  the  tubercle 
bacillus.  In  the  cases  which  recover,  there  is  no  evidence 
either  for  or  against.  The  practical  rule  for  treatment  is  that, 
in  any  case  which  is  suspected  to  be  tubercular  peritonitis,  the 
abdomen  should  be  opened. 

Ascites  with  a tumour. — There  may  be  ascites  with  a 
large  tumour  (a  small  tumour  does  not  alter  the  physical 
signs  of  ascites).  There  will  then  be  universal  fluctuation. 
But  as  the  bowels  are  pressed  by  the  tumour  up  and  back, 
they  are  not  free  to  move,  and  therefore  mobility  of  dulness  is 
not  so  marked  as  in  ascites  without  a tumour,  although  there 
may  be  a little  variation.  When  over  the  front  of  the  belly 
there  is  dulness  at  the  lower  part,  and  resonance  above,  the 
folloAving  sign  may  help — that  in  ascites,  by  pressing  the 
linger  deep  down  near  the  limit  of  dulness,  and  percussing 
you  may  come  upon  resonant  bowel,  which  has  not  been  able 
to  float  up  so  far ; while  if  there  be  a tumour,  by  pressing 
deeply  down  over  the  margin  of  the  resonant  part  you  may 
press  aside  bowel  and  come  upon  the  dull  tumour.  But  the 
physical  sign  mainly  to  be  relied  upon  is  that  when  you 
quickly  press  the  tips  of  the  fingers  down  upon  the  belly  wall, 
you  displace  the  fluid,  and  come  upon  the  resisting  surface  of 
the  tumour.  In  a case  such  as  causes  difficulty  of  diagnosis 
there  will  be  great  discomfort  from  distension,  and  letting  off 
tffe  fluid  will  be  called  for  as  a therapeutic  measure.  Act  on 
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the  rule  of  never  putting  a trocar  into  the  belly  unless  you 
know  there  is  nothing  but  ascites.  Make  a small  incision,  let 
off  the  fluid,  and  then  put  in  your  finger  and  feel  if  there  is  a 
tumour. 

Ovarian  tumours. — The  commonest  fluid  tumour  in  the 
female  belly  is  an  ovarian  cyst.  In  most  cases  the  diagnosis 
of  an  ovarian  cyst  is  easy.  The  fluctuation  is  limited  in  area 
— felt  only  over  the  tumour,  not  all  over  the  belly.  The  wave 
may  be  transmitted  right  across  the  tumour ; or  it  may  be  felt 
over  parts  of  the  tumour,  but  not  be  transmitted  all  the  way 
across.  The  former  indicates  one  large  cyst ; the  latter  a 
compound  cyst  with  more  than  one  large  cavity.  The  outline 
of  the  tumour  is  distinctly  felt ; it  is,  on  the  whole,  rounded. 
It  rises  out  of  the  pelvis,  and  there  is  resonance  between  it 
and  the  upper  ribs — a sign  which  distinguishes  it  from  hepatic 
enlargements.  The  tumour  is  tethered  to  the  pelvis  by  its 
pedicle ; you  can  lift  it  up  out  of  the  pelvis,  but  only  to  a 
limited  extent.  It  is  distinct  from  the  uterus,  although 
sonnected  with  it.  The  uterus  may  be  pressed  forwards  and 
downwards,  or  backwards  and  downwards,  or  towards  one 
side.  If  the  uterus  is  low  enough  down,  you  can  ascertain  by 
vaginal  examination  that  it  is  normal  in  shape  and  size,  and 
distinct  from  the  tumour.  You  will  make  this  sure  by 
bimanual  examination,  thus  grasping,  if  possible,  the  uterus 
separately  from  the  tumour.  If  the  uterus  is  so  situated  that 
you  cannot  do  this,  pass  the  sound.  This  instrument  will 
generally  tell  you  the  direction  and  length  of  the  uterine 
cavity. 

Difficulties  in  diagnosis. — If  the  above  signs  were  always 
present,  there  would  be  no  difficulty  in  the  diagnosis  oi 
ovarian  tumours,  But  there  are  exceptional  circumstances 
in  which  the  diagnosis  is  difficult,  and  it  may  be,  until  the 
belly  has  been  opened,  impossible.  A very  big  cyst  may 
fill  the  whole  belly,  so  that  the  first  impression  given  is 
that  the  case  is  ascites.  A cyst  not  so  big  as  this  may  be 
complicated  with  ascites ; here  you  cannot,  while  the  peri- 
toneal cavity  contains  fluid,  carry  your  diagnosis  further  than 
that  there  is  a tumour  of  some  sort.  An  ovarian  cyst  which 
is  very  tense  may  for  that  reason  not  fluctuate.  When  the 
cyst  is  small  and  the  belly  wall  very  fat,  you  may  not  be 
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able  to  feel  fluctuation,  the  thickness  of  the  fat  combining 
with  the  mobility  of  the  tumour  to  prevent  the  transmission 
of  the  wave.  In  either  of  these  conditions  you  cannot 
distinguish  between  a solid  and  a fluid  tumour  of  the  ovary. 
But  cysts  are  so  much  commoner  than  solid  tumours  of 
the  ovary  that,  in  case  of  doubt,  you  may  expect  a cyst.  If 
the  tumour  has  a long  pedicle  it  may  be  so  movable  as  not  at 
first  to  seem  a pelvic  tumour.  It  may  have  a short  pedicle, 
or,  as  is  often  the  case  in  intra-ligamentous  tumours,  none  at 
all ; so  that  it  may  then  seem  one  with  the  uterus.  When  an 
intra-ligamentous  tumour  is  behind  the  uterus  it  pushes  it 
forwards  so  close  behind  the  anterior  abdominal  wall  that  the 
outline  of  the  uterus  is  easily  made  out ; but  if  it  pushes 
the  uterus  towards  one  side  it  may  be  impossible  to  feel  a 
separation  between  uterus  and  tumour.  If  fluctuation  is 
not  distinct  it  may  be  taken  for  a fibroid.  I have  taken 
<«uch  tumours  for  fibroids,  and  have  known  the  same  mistake 
made  by  operators  of  the  highest  eminence. 

Diagnosis  between  ovarian  tumours  and  uterine  fibroids. 
— You  can  generally  easily  distinguish  between  ovarian 
tumours  and  uterine  fibroids.  The  distinguishing  marks  of 
fibroids  are  their  hardness,  the  absence  of  fluctuation,  the 
elongation  of  the  uterine  cavity,  and  the  oneness  with  the 
cervix  uteri ; when  you  move  the  cervix  you  move  the 
tumour,  and  when  you  move  the  tumour  you  move  the 
cervix.  These  differential  criteria  hold  good  of  the  majority 
of  cases  of  either  condition.  But  there  are  exceptional  cases 
in  which  diagnosis  is  impossible.  (1)  I have  mentioned  one 
kind  of  ovarian  tumour  that  may  be  taken  for  a fibroid,  viz., 
an  intra-ligamentous  tumour,  pushing  the  uterus  to  the  side 
of  the  pelvis,  and  not  containing  a cyst  large  enough  for 
fluctuation  to  be  distinct.  (2)  A multilocular  ovarian  cyst 
generally  contains,  besides  the  big  cyst,  parts  which  feel  solid 
and  are  made  up  of  many  little  cysts.  As  a rule  you  feel 
these  solid  lumps  at  one  part  and  fluctuation  elsewhere.  But 
it  may  be  that  these  solid  masses  of  little  cysts  are  all  in  front 
and  at  the  sides,  and  the  big  fluctuating  cyst  behind  and  in 
the  middle.  Then,  when  you  palpate  the  belly,  you  will  feel 
solid  bosses  and  no  fluctuation.  I saw  one  patient  who  had 
been  told  by  surgeons  of  large  experience  that  she  had 
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uterine  fibroids  and  needed  no  operation.  I felt  hard  lumps 
in  the  belly  and  no  fluctuation,  and  concurred  in  the  diagnosis. 
But  the  tumour  grew  so  fast  and  the  patient  became  so 
unwieldy  that  an  operation  had  to  be  done,  and  the  tumour 
proved  a multilocular  ovarian  cyst,  with  all  the  masses  of 
little  cysts  in  front.  A patient  may  have  uterine  fibroids  and 
an  ovarian  cyst ; and  the  fibroids  may  be  in  front,  so  that 
when  the  belly  is  examined  the  signs  of  fibroids  are  plain, 
and  the  whole  enlargement  may  naturally  be  thought  to  be 
of  the  same  nature.  I have  known  an  ovarian  cyst  escape 
recognition  from  this  cause. 

In  the  cases  just  spoken  of  exceptional  conditions  pre- 
vented fluctuation  from  being  felt  in  fluid  tumours.  There 
also  are  cases  in  which  tumours  usually  solid  may  fluctuate. 

Fibroids  simulating  ovarian  tumours. — Fibroid  tumours 
of  the  uterus  sometimes  fluctuate.  Soft  fibroids  usually  give 
what  Matthews  Duncan  called  “ feeling  of  fluid,”  as  distinct 
from  fluctuation.  The  feeling  of  fluid  is  the  transmission 
across  a tumour  (without  moving  it)  of  a wave  of  firm 
pressure.  This  can  be  felt  across  the  thigh  from  side  to  side, 
but  not  from  above  downwards.  Fluctuation  is  the  trans- 
mission of  a wave  caused  by  a light  tap ; and  this  is  not  felt 
over  solid  fibroids,  whether  hard  or  soft.  But  fibroids  may 
degenerate,  so  that  they  come  to  contain  spaces  filled  with 
fluid.  If  these  cavities  are  big  enough  and  close  enough  to 
the  surface,  they  will  give  fluctuation.  Such  degeneration  is 
apt  to  occur  in  subperitoneal  tumours,  and  in  them  the 
uterine  cavity  is  often  not  lengthened.  You  may  thus  have 
to  do  with  a fluid  tumour  attached  to  a uterus  which,  so  far 
* as  physical  signs  can  tell  you,  is  not  enlarged.  When  the 
belly  is  opened,  such  a tumour  may  present  a wall  as  thin  as 
paper,  and  having  the  mother-of-pearl  appearance  of  an 
ovarian  tumour.  I have  placed  such  a specimen  in  the 
museum  of  the  Royal  College  of  Surgeons.  * (Fig.  213.) 
Another  has  been  described  by  Dr.  Lewers.f  I know  no  way 
in  which  such  a tumour  can  be  distinguished  from  an  ovarian 
tumour  except  careful  examination  after  the  belly  has  been 
opened.  There  are  all  intermediate  stages  between  such 

* Catalogue,  Appendix  ix.,  1895,  p.  27,  No.  4,643  d. 

t “ Obst.  Trans.,”  vol.  xxxvi.  p.  370. 
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tumours  as  these  and  solid  fibroids  with  cavities  too  small 
to  alter  the  physical  signs. 

A sarcoma  of  the  uterus  may  break  down,  and  bleeding 
into  it  produce  a fluctuating  cavity,  which  may  be  taken  for 
an  ovarian  cyst.  I have  placed  such  a specimen  in  the 
museum  of  the  Royal  College  of  Surgeons*  and  have  since 
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Fig.  213.— Thin-walled  fibro  cystic  tumour  of  uterus.  ( From  specimen,  4,643d,  in 
the  Museum  of  the  Royal  Colley e of  Surgeons.) 


met  with  another.  (Fig.  214.)  The  rarity  of  such  tumours 
will  generally  prevent  diagnosis.  If  the  uterine  cavity  is  of 
normal  length,  the  tumour  will  be  taken  for  an  ovarian  cyst ; 
if  elongated,  for  a cystic  fibroid.  I know  not  how  the 
sarcomatous  nature  of  such  a tumour  can  be  found  out  till  it 
has  been  examined  after  removal. 

Hsematometra. — I have  seen  one  extraordinary  case  in 
which  a fluctuating  tumour  was  formed  by  bloody  fluid 
contained  in  the  uterus.  Ten  years  before  I had  diagnosed  a 
uterine  fibroid.  The  tumour  filled  the  belly  and  fluctuated. 
Menstruation  was  irregular.  The  cervix  was  high  up,  almost 
out  of  reach,  and  I could  not  pass  the  sound.  I thought  the 

* Catalogue,  Appendix  vi.,  1892,  p.  37,  No.  4,672  d. 
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tumour  ovarian.  When  exposed  and  tapped,  twenty-four  pints 
of  brown  fluid  came  out.  Then  I found  the  tumour  was  uterine 
— I thought  fibro-cystic, — secured  the  cervix  with  a clamp,  and 
removed  the  main  mass.  The  specimen  is  in  the  museum  of 


Fig.  214. — Sarcoma  of  uterus.  ( From  specimen,  4,672d,  in  the  Museum  of  the 
Royal  College  of  Surgeons.) 


the  Royal  College  of  Surgeons.*  (Fig.  215.)  It  was  examined  by 
Mr.  Targett,  who  found  that  the  cavity  had  a wall  of  mus- 
cular tissue  three-quarters  of  an  inch  thick,  lined  with  smooth 
pigmented  membrane.'  He  therefore  concludes  that  this  is 
the  uterine  cavity.  I regret  that,  as  it  did  not  occur  to  me  at 
the  time  that  I was  dealing  with  a hsematometra,  I did  not 
examine  the  cervical  canal.  I presume  that  a fibroid  had 
broken  down,  and  caused  both  bleeding  into  the  uterus  and 
blocking  of  the  cervical  canal,  for  the  amount  of  fluid  and  the 
thickening  of  the  uterine  wall  far  exceeded  what  is  ever  seen 
in  hsematometra  from  retention  of  menses.  Mr.  Meredith  has 
published  a case  f differing  only  in  degree  from  this.  In  his 
case  it  was  estimated  that  the  uterine  cavity  contained  at 

* Catalogue,  Appendix  viii.,  1894,  p.  32,  No.  4,G04  a. 

t “ Obst.  Trans.,”  vol.  xxix.  p.  422. 
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least  five  lbs.  of  blood.  The  uterine  wall  was  hypertrophied, 
being  from  one  to  two  inches  thick.  There  was  a large 
disintegrating  fibroid  mass  in  the  anterior  uterine  wall,  so 
that  no  fluctuation  was  felt. 


The  rarity  of  such  cases  prevents  mo  from  making  any 


Fig.  215. — Large  haematometra,  probably  caused  by  the  breaking-down  of  a fibroid. 
(From,  specimen,  4,604a,  in  the  Mnseum.  of  the  Royal  College  of  Surgeons.) 


general  statements  about  them.  I know  not  how  they  are  to 
be  distinguished  from  fibro-cystic  tumours  of  the  uterus. 

Hydronephrosis  forms  a tumour  over  which,  if  it  is  big 
enough,  fluctuation  can  be  felt,  and  which  may  be  difficult 
to  distinguish  from  an  ovarian  tumour.  As  a rule  the 
distinction  is  made  by  the  fact  that  an  ovarian  tumour  is 
tethered  to  the  pelvis ; and  while  distinct  from  the  uterus,  is 
yet  attached  to  it,  and  pulls  on  it  when  moved  about.  An 
enlarged  and  mobile  kidney  can  be  pressed  up  into  its  place 
under  the  lower  ribs,  but  not  down  into  the  pelvis,  and  when 
moved  about  does  not  pull  on  the  uterus. 

But  a hydronephrosis  may  be  so  large  as  to  reach  down  to 
the  pelvic  brim,  and  then  the  limits  of  its  mobility  do  not  aid 
us.  The  previous  history  may  help : for  the  conditions  which 
cause  hydronephrosis  often  cause  renal  colic.  It  is  not 
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conclusive,  for  a patient  with  ovarian  tumour  may  have  had 
renal  colic.  The  condition  of  the  urine  settles  nothing,  for 
the  distension  of  the  diseased  kidney  implies  that  its  urine 
does  not  escape.  The  urine  you  examine  only  tells  you  as  to 
the  bladder  and  the  other  kidney.  The  most  useful  sign  is 
that  the  colon  runs  in  front  of  the  kidney,  and  may  be 
resonant,  while  the  loin  behind  it  is  dull.  An  ovarian  tumour 
is  dull  in  front,  and  there  is  resonance  behind  it  in  the  loin. 
It  is  possible,  but  rare,  for  bowel  to  adhere  to  the  front  of  an 
ovarian  cyst.  Intestinal  adhesions  are  generally  to  the  upper 
and  back  part  of  an  ovarian  cyst.  The  colon  in  front  of  a 
renal  tumour  is  not  always  resonant.  I have  known  it  felt  as 
a soft,  limp  band  running  down  over  the  front  of  a big 
kidney.  Hence  this  sign,  though  useful,  is  not  absolute.  Sir 
S.  Wells  has  suggested  that  in  such  a doubtful  case  the  bowel 
might  be  insufflated. 

In  hydronephrosis  sometimes  the  obstacle  blocking  the 
ureter  is  overcome,  the  fluid  in  the  kidney  escapes  into  the 
bladder,  the  patient  passes  much  urine,  and  the  tumour  shrinks. 
Some  cases,  reported  in  days  before  ovariotomy,  of  ovarian 
tumours  cured  by  absorption  were  probably  cases  of  hydro- 
nephrosis. A history  of  this  sequence  of  events  having 
happened  is  a point  in  favour  of  hydronephrosis.  It  is  not 
conclusive,  (1)  because  patients  do  not  always  observe  or 
describe  accurately  what  happens;  (2)  because  an  ovarian 
tumour  may  burst,  the  fluid  be  absorbed  by  the  peritoneum, 
and  cause  diuresis. 

Hydrosalpinx. — Hydrosalpinx  cannot  clinically  be  dis- 
tinguished from  an  ovarian  cyst.  If  there  is  a tumour  on 
each  side,  that  may  suggest,  but  does  not  prove,  that  they  are 
distended  tubes.  In  hydrosalpinx  there  are  often  neither 
symptoms  nor  history  of  symptoms.  When  a hydrosalpinx  is 
removed  by  operation  it  is  nearly  always  because  it  has  been 
taken  for  an  ovarian  cyst.  Hydrosalpinx  so  large  that  fluctua- 
tion in  it  can  be  felt  through  the  abdominal  wall  is  rare. 
When  the  dilated  Fallopian  tube  forms  the  wall  of  a large 
tumour  it  is  often  difficult  to  say  even  after  removal 
whether  the  tumour  is  a hydrosalpinx  or  a tubo-ovarian  cyst. 
Some  think  that  hydrosalpinx,  others  that  tubo-ovarian  cysts, 
are  the  commoner.  As  but  few  cases  have  been  carefully 
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examined,  it  is  impossible  at  present  to  decide  this  question. 
The  difficulty  is  not  practically  important,  for  the  removal  of 
a large  cyst,  whether  hydrosalpinx  or  a tubo-ovarian  cyst,  is 
the  best  treatment,  and  is  attended  with  but  little  risk. 

Mesenteric  cysts. — A cyst  of  the  mesentery  has  been 
taken  for  an  ovarian  tumour.  Rasch*  has  published  such  a case. 
Cysts  of  the  mesentery  are  spaces  between  the  layers  of  the 
mesentery  in  which  fluid  has  collected ; they  have  no  definite 
lining  membrane.  When  small  they  are  usually  situated  in  the 
umbilical  region ; they  can  be  moved  freely  from  side  to  side, 
but  very  little  up  and  down.  The  cyst  in  Rasch’s  case  was 
large,  containing  six  pints  of  fluid,  occupied  the  left  side  of  the 
belly,  and  reached  down  to  the  pelvis.  It  was  supposed  to  be 
a parovarian  cyst,  and  its  nature  was  not  found  out  till  the 
belly  was  opened.  These  cases  are  so  rare  that  I know  not 
how  this  mistaken  diagnosis  could  have  been  corrected.  The 
only  treatment  is  to  open  the  belly.  Never  thrust  a needle 
into  a doubtful  tumour.  If  a mesenteric  cyst  be  found,  it 
should  be  opened  and  the  fluid  let  out.  This  may  be  enough. 
Some  have  been  cured  in  this  way.  I once  saw  a patient  with 
what  I think  must  have  been  a mesenteric  cyst.  The  late 
Dr.  Palfrey  thrust  a needle  into  it  and  drew  off  some  straw- 
coloured  fluid.  The  tumour  disappeared  and  did  not  return. 
This  would  now  be  bad  practice,  because  the  needle  might 
have  transfixed  the  bowel  or  wounded  a big  vein.  Some 
have  been  cured,  like  Rasch’s  case,  by  stitching  the  opening 
in  the  cyst  to  the  abdominal  wall.  The  cyst  may  go  on  dis- 
charging for  an  uncertain  time,  and  finally  close.  The  only 
rapidly  curative  measure  would  be  to  resect  with  the  tumour 
the  length  of  bowel  to  which  the  piece  of  mesentery  containing 
the  tumour  is  attached  : a severe  and  lengthy  operation. 

Pancreatic  cysts.— A fluctuating  tumour  of  the  belly  may 
be  a cyst  of  the  pancreas.  Such  a cyst  might  be  taken  for 
an  ovarian  tumour.  Three-fourths  of  pancreatic  cysts,  ac- 
cording to  Rotter, t push  forward  the  omentum  between  the 
stomach  and  colon,  so  that  the  stomach  lies  in  front  of  the 
cyst  and  the  colon  below,  and  if  the  cyst  gets  bigger  it  pushes 
the  stomach  up  and  the  colon  down.  Sometimes  they  grow 

* “ Obst.  Trans.,”  vol.  xxxi.,  p.  311. 

f l:  Zeit.  fur  Geb.  und  Gvn.,”  Bd.  xxvii.,  S.  228.  See  also  Doran,  Brit. 
Med.  Journal , December  18,  1897. 
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between  the  layers  of  the  transverse  meso-colon,  and  then  the 
colon  is  in  front  of  the  cyst,  which  may  then  be  taken  for 
hydronephrosis.  Thirdly,  they  rnay  push  forward  the  lower 
layer  of  the  transverse  meso-colon,  and  then  the  transverse 
colon  will  be  above  the  cyst.  It  is  when  in  this  situation  that 
a pancreatic  cyst  might  be  taken  for  an  ovarian  cyst.  I know 
not  how  the  cyst  can  be  ascertained  to  be  pancreatic  without 
opening  the  belly.  By  bimanual  examination  you  ought  to 
be  able  to  find  that  there  is  no  connection  between  the  cyst 
and  the  uterus — that  either  can  be  moved  without  moving 
the  other,  and  you  ought  to  feel  the  uterus  and  ovaries. 

Splenic  cysts.— Pean  has  published  a case  in  which  a 
simple  cyst  of  the  spleen  formed  a fluctuating  tumour  in  the 
left  lower  belly  and  seemed  to  surround  the  uterus.  It  was 
taken  for  an  ovarian  cyst,  and  its  nature  discovered  at  the 
operation.*  I know  not  how  such  a displaced  cystic  spleen 
could  have  been  identified.  In  simple  enlargements  of  the 
spleen  the  organ  preserves  its  shape,  but  when  cystic  its 
natural  shape  is  lost.  Sometimes  an  enlarged  spleen  contains 
several  cysts.  Hydatid  cysts  of  the  spleen,  though  rare,  are 
commoner  than  simple  cysts. 

The  spleen  has  now  many  times  been  successfully  re- 
moved ; and  if  a tumour  supposed  to  be  ovarian  should  turn 
out  to  be  a splenic  cyst,  it  may  be  removed  with  safety. 

Omental  cysts. — Sometimes  the  layers  of  the  great 
omentum  are  separated  by  a collection  of  fluid,  so  that  a cyst 
is  formed.  This  has  been  called  by  Mr.  Bland  Sutton  an 
“ omental  hydrocele.”  The  museum  of  the  Royal  College  of 
Surgeons  contains  one  such  cyst,  which  was  several  times 
tapped  because  it  was  thought  to  be  ovarian.  These  cysts  are 
very  rare.  The  foramen  of  Winslow  has  been  found  stopped 
up,  and  the  lesser  cavity  of  the  peritoneum  distended  with 
fluid.  Bland  Sutton  thinks  that  some  cases  described  as 
pancreatic  cysts  were  really  collections  of  fluid  in  the  lesser 
cavity  of  the  peritoneum.  By  bimanual  examination  the 
uterus  and  its  appendages  ought  to  be  felt  apart  from  the 
tumour.  If  you  have  done  this,  and  thus  proved  the  tumour 
not  ovarian,  I know  not  how  you  can  tell  that  it  is  an 
omental  hydrocele. 

* Magdelain,  “ Des  Kvstes  sereux  et  acephalocystiques  de  la  rate,”  Paris,  1868. 
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Echinococcus  cysts. — These  may  be  taken  for  ovarian 
cysts.  The  mistake  is  not  likely  to  occur  in  the  case  of  a 
small  hydatid  cyst  of  the  liver.  But  (a)  a hydatid  cyst  of  the 
liver  may  be  so  large  as  to  reach  down  to  the  pelvis.  Here 
the  history  will  be  that  the  enlargement  of  the  belly  began 
above.  On  percussion  there  will  be  no  belt  of  resonance 
between  the  upper  part  of  the  tumour  and  the  right  lower 
ribs.  A history  is  seldom  to  be  trusted  in  the  diagnosis  of 
disease,  because  it  usually  conveys  only  the  patient’s  ideas. 
But  a patient  who  has  a hydatid  tumour  reaching  from 
liver  to  pelvis  is  pretty  sure  to  have  seen  a doctor  before  it 
was  so  big,  and  thus  to  be  able  to  give  information  as  to 
its  seat  of  origin,  (b)  The  hydatid  tumour  or  tumours  may 
be  in  the  omentum,  growing  in  or  on  other  viscera  than  the 
liver,  and  form  a fluctuating  swelling  in  the  lower  belly, 
extending  down  between  the  uterus  and  rectum.  Such  a 
tumour  has  been  taken  for  an  ovarian  cyst.  I know  not  how 
the  diagnosis  is  in  such  a case  to  be  made  until  the  belly  has 
been  opened,  (c)  There  is  a sign  called  the  “ hydatid  fremitus  ” 
— a peculiar  vibration  felt  when  three  fingers  are  placed  upon 
the  tumour  and  the  middle  one  is  tapped.  This  is  not  always 
present  with  hydatids,  and  may  be  present  without  them  ; it 
is  therefore  not  important.  ( d ) These  cysts  may  do  much 
mischief.  They  may  suppurate  and  burst  into  bowel,  bladder, 
uterus,  vagina,  or  buttock,  and  by  long-continued  suppuration 
exhaust  the  patient’s  strength.  They  may  by  their  pressure 
cause  absorption  of  bone,  and  thus  eat  out  large  sinuous 
cavities  in  the  pelvic  bones,  and  even  penetrate  the 
acetabulum  and  eat  into  the  femur.  ( e ) If  a living  hydatid 
cyst  should  burst,  or  in  any  way  its  fluid  get  free  in  the 
peritoneal  cavity,  secondary  cysts  may  get  scattered  about 
and  implanted  in  the  peritoneum. 

The  treatment  of  hydatid  cysts  is  to  remove  the  hydatids 
and  drain  the  cyst.  In  the  case  of  pelvic  hydatids  this  is 
best  done  by  the  vagina,  but  it  is  easy  to  do  it  by  the 
abdomen. 

Distended  gall  bladder.  —A  distended  gall  bladder,  which 
is  from  seven  to  nine  times  commoner  in  women  than  in 
men*  has  been  taken  for  an  ovarian  cyst  by  competent 
* See  Morris,  Bril.  Med.  Journal,  1895,  vol.  i.  p 238. 
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surgeons.*  Distension  of  the  gall  bladder  is  generally  pre- 
ceded by  attacks  of  biliary  colic  with  jaundice.  This  is 
suggestive,  but  not  conclusive ; for  a patient  may  have 
had  colic  and  jaundice  and  yet  have  an  ovarian  tumour, 
and  not  a distended  gall  bladder.  An  enlarged  gall  bladder 
is  situated  in  front  of  the  belly,  below  the  liver.  It  is 
movable,  and  it  moves  in  the  arc  of  a circle  the  centre 
of  which  is  a point  beneath  the  edge  of  the  right  lobe  of 
the  liver.  It  may  be  pushed  back  into  the  loin,  but  when 
pressure  is  removed  it  springs  to  the  front  again.  It  descends 
with  the  liver  during  inspiration.  It  may  sometimes  be 
pressed  down  into  the  pelvis,  but  in  that  case  the  liver 
descends  with  it.  Lastly,  by  careful  bimanual  examination, 
the  uterus  and  ovaries  will  be  felt  apart  from  the  tumour. 

A gall  bladder  so  large  as  to  be  taken  for  an  ovarian  cyst 
requires  operative  treatment ; and,  therefore,  if  the  surgeon 
be  competent,  the  mistaken  diagnosis,  found  out  after  open- 
ing the  belly,  will  not  be  injurious. 

Hydramnios. — -Dropsy  of  the  amnion,  either  with  uterine 
or  with  ectopic  pregnancy,  may  cause  the  belly  to  be  en- 
larged and  fluctuating.  I shall  describe  these  conditions  in 
a subsequent  chapter. 

Encysted  peritoneal  fluid,  not  perimetric. — Galabinf 
has  related  a unique  case  of  a woman  who  had  been  tapped 
for  a supposed  ovarian  tumour,  and  the  fluid  had  re-collected. 
There  was  evidently  a large  cavity  reaching  as  high  as  the 
stomach,  containing  fluid  and  gas,  and  giving  a succussion 
splash.  When  the  belly  was  opened,  the  cyst  was  taken  lor  an 
irremovable  ovarian  cyst.  On  post-mortem  examination  the 
cyst  was  found  to  be  a cavity  bounded  by  peritoneal  adhesions 
into  which  led  a fistulous  opening  in  the  stomach. 

Exploratory  incision. — Ovarian  cysts  are  far  commoner 
than  any  other  fluctuating  abdominal  tumour.  For  this 
tumour  operation  is  imperative,  for  nearly  all  ovarian  cysts 
go  on  growing  till  they  kill  the  patient ; and  we  cannot  before 
operation  distinguish  those  that  may  stop  growing  from  the 
commoner  ones  that  will  not.  In  fluid  tumours  other 
than  ovarian,  if  cure  is  needed,  the  only  cure  is  by  operation. 

* See  Sutton,  op.  cit. 

| “ Obst.  Trans.,”  vol.  xxix.  p.  150. 
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Hence  diagnosis  is  needed  mainly  to  answer  this  question: 
operation  or  not  ? If  a tumour  is  of  doubtful  nature  and 
is  causing  no  trouble,  watch  it,  and  see  if  it  gets  larger.  If 
it  is  not  growing,  let  it  alone.  If  it  is  growing,  or  if  it  is 
causing  serious  trouble,  the  diagnosis  should  be  completed 
by  an  exploratory  incision.  This  will  give  accurate  informa- 
tion as  to  the  nature  of  the  tumour  ; and  if  it  be  found 
one  capable  of  surgical  cure,  the  incision  can  be  enlarged 
and  the  tumour  dealt  with.  Never  thrust  a trocar  or  needle 
into  you  know  not  what.  Either  let  the  tumour  alone,  or 
do  that  which  will  cure  it,  if  cure  be  possible,  and  if  not, 
abolish  doubt  as  to  its  nature. 

The  cases  in  which  you  should  be  most  cautious  in  ad- 
vising an  exploratory  incision  are  those  in  which  there  is 
no  doubt  as  to  the  presence  of  a tumour,  but  great  doubt 
as  to  whether  it  can  be  removed.  Unless  it  is  certain  that 
the  tumour  cannot  be  removed,  an  exploratory  incision 
should  be  made;  for  not  to  do  this  is  to  let  a patient 
die  who  might  perhaps  be  cured.  Be  careful  not  to  promise 
too  much  from  it,  lest  you  raise  hopes  only  to  be  shattered. 
Remember  also  that  in  some  cases — those,  for  instance,  with 
cancer  in  the  peritoneum — it  may  be  impossible  to  make 
an  exploratory  incision  without  so  damaging  cancer  growths 
as  to  set  up  fatal  bleeding  or  peritonitis.  Therefore  do  not 
advise  it  unless  there  is  some  hope  that  an  operation  can 
be  successfully  completed.  Exploratory  incisions  are  some- 
times spoken  of  as  being  free  from  danger.  So  they  are 
if  the  operator’s  hands  and  instruments  are  clean,  the  peri- 
toneum healthy,  and  the  operation  an  exploratory  incision 
and  nothing  more.  An  unsuccessful  attempt  to  remove  a 
tumour  is  not  an  exploratory  incision,  but  an  incomplete 
operation  almost  surely  fatal.  An  exploratory  incision  is 
merely  putting  in  the  finger  and  feeling  the  relations  of  the 
tumour  and  surrounding  parts.  Nothing  more  than  this 
should  be  done  unless  it  is  certain  that  the  tumour  can  be 
safely  removed. 

Who  should  make  an  exploratory  incision  ? — The 

diagnosis  of  most  ovarian  tumours  is  easy,  but  cases  might 
be  quoted  in  which  experienced  abdominal  surgeons  have 
opened  the  belly  in  the  belief  that  an  ovarian  tumour  was 
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present,  and  found  that  the  tumour  was  of  a different  kind. 
Much  more  is  this  likely  to  happen  if  the  tumour  is  one  that 
needs  an  exploratory  incision  to  complete  the  diagnosis.  A 
surgeon  who  opens  the  belly,  therefore,  ought  to  know  how  to 
deal  with  any  condition  that  he  may  find  inside  it.  This 
knowledge  can  only  be  got  by  experience.  An  exploratory 
incision  should  only  be  made  by  one  competent  to  complete 
the  operation  if  it  be  found  practicable. 
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CHAPTER  LVIII. 

OVARIOTOMY. 

In  describing  this  operation,  the  parent  and  type  of  abdo- 
minal sections,  let  me  first  repeat  that  as  a matter  of  course 
every  aseptic  and  antiseptic  precaution  should  be  taken.  All 
instruments  should  be  boiled.  No  one  should  touch  the  patient 
or  an  instrument  except  assistants  named  beforehand.  The 
assistants  should  have  clean  hands  and  clean  aprons  to  protect 
their  clothes.  A basin  of  1-1000  sublimate  solution  should  be 
on  a table  on  each  side  of  the  patient  in  which  operator  and 
assistants  should  from  time  to  time  rinse  their  hands.  These 
details  are  the  same  as  those  in  all  operations.  You  will  learn 
about  them,  and  the  reasons  for  them,  in  works  written  by 
specialists  on  the  subject. 

Preparations  for  ovariotomy. — In  the  early  days  of 
ovariotomy  it  was  thought  well  to  prepare  the  patient  by 
keeping  her  in  bed  for  three  or  four  days  beforehand,  so  that 
she  might  get  accustomed  to  bed.  This  is  needless.  The 
relation  of  the  day  of  operation  to  menstruation,  and  the  time 
of  day  for  operation,  were  supposed  to  influence  success.  But 
it  matters  not  at  what  period  of  the  menstrual  cycle  the 
operation  is  done ; and  recovery  does  not  depend  upon 
whether  the  operation  is  done  in  the  morning  or  the  afternoon. 
Of  course  the  urine  should  be  examined,  for  no  one  would  do 
a major  operation  on  a patient  with  acute  renal  disease,  nor  an 
operation  which  could  be  safely  postponed  on  a patient  with 
any  renal  disease.  But  if  a patient  has  a large  ovarian  tumour 
and  chronic  renal  disease,  it  is  possible  that  the  ovarian 
tumour  may  kill  her  sooner  than  the  kidney  disease  would, 
and  likely  also  that  the  kidney  disease  may  be  aggravated  by 
the  pressure  of  the  tumour.  Therefore  the  operation  should 
be  done,  notwithstanding  the  kidney  disease.  Sir  Spencer 
Wells  says  that  if  operation  is  done  when  the  urine  is  con- 
centrated, depositing  lithates,  “ uraemic  fever  ” will  follow ; 
the  urine  ought  therefore  to  be  first  cleared  by  giving  lithia 
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water.  I know  not  exactly  what  is  meant  by  “uraemic  fever.’' 
Other  surgeons  have  not  observed  this. 

The  important  preparations  are  that  the  patient  should  be 
in  a properly  drained  and  ventilated  house,  in  a room  large 
enough  to  accommodate  the  nurse  as  well  as  the  patient.  She 
should  lie  on  a mattress,  on  a bed  narrow  enough  to  allow  the 
nurse  to  reach  her  easily  from  either  side.  The  latter  detail 


Fig.  217. — Small  pressure  forceps. 


affects  the  well-being  of  the  nurse  rather  than  that  of  the 
patient.  If  these  conditions  cannot  be  complied  with  in  the 
patient’s  house,  she  had  better  be  moved  elsewhere.  The 
bowels  should  be  cleared  by  an  aperient  given  the  night  before, 
aided  by  an  enema  on  the  morning  of  the  operation.  The 
particular  aperient  given  is  unimportant.  Many  women 
habitually  take  some  aperient ; and  if  the  patient  thus  knows 
of  one  that  suits  her,  that  is  the  one  to  give.  The  patient 
should  take  no  food  for  six  hours  before  the  operation.  Im- 
mediately before  the  patient  gets  on  the  table  she  should 
empty  the  bladder.  If  there  be  any  doubt  about  the  bladder 
having  been  emptied  a catheter  should  be  passed. 
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Instruments  required 

A scalpel. 

A pair  of  toothed  dissecting  forceps — those  sold  as 
conjunctiva  forceps  are  best. 


Fig.  218. — Wells’s  large  ovariotomy  Fig.  219.  — Wells’s  small  ovariotomy 

trocar.  trocar. 

Six  large  pressure  forceps.  (Fig.  216.) 

Six  small  pressure  forceps.  (Fig.  217.) 

Two  blunt  hooks. 

Two  retractors. 

Blunt-pointed  scissors. 

Wells's  large  ovariotomy  trocar,  with  tubing.  (Fig.  218.) 
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Wells’s  small  ovariotomy  trocar,  with  tubing.  (Fig.  219.) 

Wells’s  blunt-ended  pedicle  needle. 

Twelve  No.  1 half-curved  needles. 

A hank  of  No.  5 china  twist  for  pedicle  and  wound  sutures : 
the  half-curved  needles  to  be  threaded  with  ligatures  of 
No.  5 silk,  eighteen  inches  long,  two  needles  on  each 
ligature. 

A hank  of  No.  1 china 
twist  (for  tying 
bleeding  points). 

Six  Rampley’s  sponge 
holders.  (Fig.  220.) 

Needle-holder — Wells’s, 
but  with  a clip. 

Sponges:  two  flat, twelve 
round  small  sponges ; 
two  large  sponges. 

Lawson  Tait’s  clamp 
(Fig.  221),  or  Ko- 
berle’s  serre-noeud ; 
in  case  you  should 
have  to  amputate 
the  uterine  body. 

You  may  find 

the  cyst  so  ad- 
herent to  the  top 
of  the  uterus  that 
you  cannot  strip 

it  off,  or  after 

stripping  it  off  you 
have  a broad  oozing  surface  left  ; or  the  tumour 
may  turn  out  to  be  a fibroid. 

Other  things  needed  are  : — 

Razor. 

Two  macintosh  aprons,  one  for  the  operator,  one  for  his 
assistant. 

Two  trays  or  dishes  for  instruments  filled  with  1-20 
solution  of  carbolic  acid  ; in  the  one  put  scalpel,  scissors, 
dissecting  forceps,  trocars,  clamp  ; in  the  other,  pedicle 
needle  and  wound  needles  threaded. 


Fig.  220. — Sponge  holder.  Fig.  221. — Lawson 
Tait’s  clamp. 
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A wide-mouthed  pint  jug  filled  with  carbolic  acid  solu- 
tion ; in  this  put  the  large  pressure  forceps. 

A tumbler  filled  with  carbolic  acid  solution ; in  this  put 
small  pressure  forceps. 

Iodoform  gauze,  iodoform,  Gamgee  tissue,  binder. 

Preliminaries. — Let  the  person  who  is  to  give  the  anaes- 
thetic choose  which  he  will  give,  for  he  is  responsible  for  it. 
Let  the  patient  be  anaesthetised  lying  down  on  a table,  and 
let  the  instruments  be  covered  or  kept  out  of  sight  until  she 
is  unconscious.  When  she  is  unconscious,  put  her  in  the 
Trendelenburg,  or  raised  pelvis,  position.  Many  tables  are 
made  for  this  purpose.  That  devised  by  Professor  Leopold  of 
Dresden  is  efficient,  and  is  the  cheapest  and  most  portable  I 
know  of.  It  is  made  of  wood,  and  can  be  folded  up  when  not 
in  use.*  The  raised  pelvis  position  gives  the  great  advantage 
that  when  air  is  let  into  the  peritoneum,  the  bowels  fall 
towards  the  diaphragm,  and  you  can  see  the  pelvic  cavity ; 
if  there  is  bleeding,  you  can  see  the  bleeding-point.  Next 
wash  the  abdomen  and  symphysis  pubis  with  soap  and  water, 
and  shave  the  mons  veneris.  If  it  be  not  shaved,  the  dressing 
is  likely  to  stick  to  the  hair.  Patients  greatly  dislike  having 
it  done,  therefore  say  nothing  about  it,  but  do  it  when  the 
patient  is  unconscious.  Some  put  on  to  the  belly  a macintosh 
sheet  with  an  oval  hole  cut  in  the  middle,  and  bordered  with 
sticking  plaster.  This  leaves  dirty  marks  on  the  skin,  which 
have  to  be  washed  off  with  oil.  Some  lay  towels,  wrung  out 
in  carbolic  solution,  across  and  lengthways,  so  as  to  surround 
the  site  of  incision.  These  may  get  disarranged.  I prefer 
to  put  macintoshes  above  and  below  the  part  required  to 
be  exposed,  and  on  these  a large  towel  soaked  in  carbolic 
solution,  and  having  a hole  cut  in  the  middle. 

How  to  open  the  belly. — Cut  with  a scalpel  in  the  middle 
line  through  the  skin  midway  between  pubes  and  umbilicus. 

* See  “Cent,  fur  Gyn.,”  1890,  p.  745.  It  consists  of  a wooden  frame  on  which 
is  jointed  a flat  piece  of  wood,  about  3 feet  1 inch  in  length  by  about  20  inches 
in  breadth.  This  is  jointed  at  the  opposite  end  to  a shorter  piece,  about 
14  inches  in  length.  The  end  of  the  longer  piece,  to  which  the  short  piece  is 
attached,  can  he  raised,  by  a support  beneath,  to  a height  of  20  inches  or  less 
above  tb.e  frame,  according  to  the  operator’s  convenience.  The  patient’s  trunk 
and  thighs  rest  on  the  longer  piece,  her  legs  on  the  shorter  piece.  This 
apparatus  can  be  put  upon  any  table  or  bed.  Its  cost  in  Germany  is  18  marks. 
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You  will  come  upon  the  subcutaneous  fat.  The  longer  the 
incision  the  greater  the  risk  of  ventral  hernia.  Therefore 
make  it  only  about  three  inches  long ; you  can  lengthen  it 
afterwards  if  needful.  Do  not  try  to  make  the  skin  tense 
while  you  are  cutting  through  it,  for  you  may  thus  displace 
it,  so  that  you  do  not  hit  the  middle  line.  Cut  through  the 
subcutaneous  fat  until  you  come  to  the  white  glistening 
surface  of  the  aponeurosis  beneath  it.  If  there  are  any 
bleeding-points  in  the  tissues  cut  through,  put  pressure 
forceps  on  them.  Now  with  a conjunctiva  forceps  pick  up 
the  aponeurosis,  and  carefully  scratch  through  it  with  the 
point  of  the  scalpel  where  you  have  picked  it  up.  You  may 
see  beneath  it  the  subperitoneal  fat ; if  so,  enlarge  the 
opening  till  it  corresponds  in  length  with  the  skin  cut.  You 
may  see  beneath  it  muscle;  if  so,  you  have  not  hit  the 
middle  line.  In  that  case,  push  the  handle  of  the  scalpel 
between  the  muscle  and  its  sheath.  On  the  side  next  the 
linea  alba  the  scalpel  will  not  progress.  Having  thus  found 
the  linea  alba,  push  the  muscle  away  from  it  with  the  handle 
of  the  scalpel,  and  then  cut  through  the  aponeurosis  to  the 
required  length.  Now  pick  up  with  the  forceps  the  sub- 
peritoneal  fat  and  peritoneum,  and  pull  it  up  through  the 
wound.  Open  the  peritoneum  by  cutting  with  the  blade 
of  the  scalpel  held  horizontally.  When  the  peritoneum  is 
opened  sometimes  the  inrush  of  air  is  audible ; if  there  is 
ascites,  fluid  will  escape.  Put  your  finger  in  the  opening, 
and  with  this  as  a director,  cut  through  the  peritoneum  along 
the  whole  length  of  the  wound. 

Possible  mistakes  at  this  stage. — (1)  You  may  think  you 
have  got  through  the  peritoneum  when  you  have  not  done  so, 
thus  mistake  subperitoneal  fat  for  omentum,  and  so  strip  the 
peritoneum  off  the  muscles.  This  error  ought  to  be  avoided 
by  attention  to  the  parts  you  are  cutting  through ; also  by  the 
fact  that  you  can  push  your  fingers  through  the  omentum,  but 
not  through  the  peritoneum.  (2)  The  cyst  and  the  peritoneum 
may  be  adherent,  so  ti  at  you  open  the  cyst  when  you  think 
you  are  going  through  the  peritoneum  or  the  linea  alba.  If 
you  find  that  when  you  grasp  the  peritoneum  with  toothed 
forceps,  you  cannot  easily  pull  it  up  through  the  wound, 
suspect  that  it  is  adherent.  When  close  adhesion  is  present, 
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error  may  be  unavoidable.  If  it  occur,  let  so  much  of  the 
cyst  contents  flow  out,  that  it  may  be  easy  to  prevent  the 
residuum  from  escaping  into  the  peritoneal  cavity,  and  then 
open  the  belly  higher  up,  above  what  seems  to  you  the  upper 
limit  of  the  tumour.  You  will  there  get  into  the  peritoneal 
cavity ; and  this  done,  you  can  extend  the  incision  downwards, 
and  separate  the  cyst  wall  from  the  parts  to  which  it  adheres. 
(3)  The  bladder  has  been  found  so  pulled  up  in  front  of  the 
tumour  that  it  has  been  opened  when  the  operator  thought 
he  was  opening  the  peritoneum.  This  is  not  likely  to  happen 
in  the  case  of  ovarian  tumours,  for  they  seldom  so  pull 
up  the  bladder ; but  may  happen  in  other  tumours  which 
may  be  supposed  to  be  ovarian,  such  as  a fibroid,  or  ectopic 
pregnancy.  Rectify  such  a mistake  by  sewing  up  the  cut  in 
the  bladder  with  Lembert’s  suture,  and  then  extending  up- 
wards the  incision  through  the  belly  wall  until  a part  of  the 
tumour  above  the  bladder  is  reached. 

Examination  prior  to  tapping. — When  you  have  thus 
made  the  abdominal  incision,  you  will  see  the  cyst.  Examine 
it  to  make  as  sure  as  you  can  that  it  is  a tumour  which  ought 
to  be  tapped.  The  surface  of  a multilocular  ovarian  cyst  is 
white  or  grey,  or  with  a mother-of-pearl  lustre.  If  the  tumour 
you  expose  is  of  a deep  purple  colour,  think  of  the  pregnant 
uterus.  If  it  be  of  a lighter  brick-red  colour,  think  of  a 
uterine  fibroid  or  sarcoma.  If  its  wall  seems  very  thick,  think 
of  a dermoid.  If  very  adherent,  remember  that  it  may  have 
suppurated.  If  the  surface  is  much  ecchymosed,  or  purplish- 
black  in  colour,  the  pedicle  is  probably  twisted.  If  with  this, 
acute  symptoms  date  some  days  back,  and  there  is  fever,  there 
is  probably  suppuration.  Put  in  two  fingers  and  feel  round 
the  base  of  the  tumour.  Try  to  make  out  its  connection  with 
the  uterus,  and  whether  it  is  bilateral  or  not. 

If  the  tumour  is  bilateral,  the  probability  is  that  it  is 
papillomatous  or  malignant,  and  you  had  better  enlarge  the 
incision,  and  remove  the  tumours  without  tapping  them.  If 
the  tumour  is  a dermoid,  or  has  suppurated,  do  not  tap  it, 
unless  it  is  very  large.  If  a tumour  is  large  and  unilateral, 
and  only  slightly  adherent,  it  may  probably  be  tapped  with 
safety.  If  large,  and  extensively  adherent,  its  complete 
removal  without  tapping  will  need  a very  large  incision, 
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involving  much  exposure  of  bowels;  while  even  if  the 
contents  be  irritating,  the  adhesions  will  protect  the  general 
peritoneal  cavity  from  the  stuff,  and  they  can  be  separated 
more  easily  when  the  tumour  has  been  lessened  in  size  by 
tapping. 

Tapping  the  cyst.— The  best  trocar  is  Wells’s.  See  that 
the  end  of  the  tubing  is  over  a pail  to  receive  the  fluid.  Let 
an  assistant  place  his  hands  so  that  he  can  press  the  belly 
wall  against  the  cyst,  and  so  as  far  as  possible  prevent  fluid 
from  getting  into  the  peritoneal  cavity.  Hold  the  trocar  per- 


Fig.  222. — Introduction  of  trocar.  (After  Sir  Spencer  Wells.) 


pendicular  to  the  surface  of  the  tumour,  and  with  a smart  push 
thrust  it  in.  (Fig.  222.)  In  most  cases  the  fluid  runs  freely  out. 
When  enough  fluid  has  run  out  so  to  relax  the  tension  of  the 
cyst  wall  that  it  can  be  pinched  up  in  a fold,  seize  it  with 
forceps,  pull  it  up  through  the  wound,  and  make  the  claws  of 
the  trocar  grasp  the  edges  of  the  opening  in  the  cyst.  (Fig.  223.) 
While  the  fluid  is  running  your  assistant  should  keep  the 
belly  wall  applied  to  the  tumour,  and  as  you  pull  the  tumour 
out,  he  should  press  the  belly  walls  together  behind  the 
tumour,  so  as  to  express  it.  If  there  are  no  adhesions,  and 
no  large  solid  masses,  the  cyst  will  easily  come  out.  If  there 
are  secondary  cysts  or  solid  masses  so  big  as  to  prevent 
the  tumours  from  coming  out,  enlarge  the  opening  in  the 
cyst,  put  in  your  hand  and  try  to  break  them  down.  (Fig.  224.) 
If  you  cannot  do  this,  you  must  enlarge  the  incision. 

How  to  deal  with  adhesions. — The  adhesions  you  have 
first  (in  order  of  time)  to  deal  with  are  those  between  the 
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tumour  and  the  front  wall  of  the  belly.  Till  these  are 
separated  you  cannot  get  the  tumour  out.  Break  them  down 


Fig.  223. — Extraction  of  cyst.  (After  Sir  Spencer  Wells.) 


by  passing  the  hand  between  the  tumour  and  the  belly  wall. 
Bleeding  from  such  adhesions  is  hardly  ever  great.  If  it  has 


Fig.  224. — Breaking-down  solid  masses.  ( After  Savaye.) 


not  stopped  by  the  time  you  have  cut  away  the  tumour, 
examine  the  surface  with  a good  light,  pick  up  and  tie  the 
bleeding-points. 

Omental  adhesions  are  the  most  common.  Deal  with 
them  after  the  tumour  has  been  brought  out  of  the  belly.  If 
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the  adherent  pieces  are  of  a less  width  than  that  of  two 
fingers,  tie  each  piece  about  two  inches  from  the  tumour,  and 
cut  through  it  on  the  distal  side  of  the  ligature.  After  cutting 
each  piece  examine  it  to  see  that  it  does  not  bleed.  If  there 
is  a large  piece  of  omentum  adherent,  you  will  generally  find 
some  holes  in  it.  Pass  ligatures  through  these  holes,  and  thus 
tie  it  in  several  bundles.  In  cutting  it  away,  let  your  cuts  go 
into  these  holes,  so  as  not  to  leave  them  as  such,  for  a piece 
of  intestine  has  been  known  to  get  strangulated  in  a hole  in 
the  omentum. 

Adhesions  to  bowels  need  care.  Separate  them  after  the 
tumour  is  out  of  the  belly,  so  that  you  can  see  what  you  are 
about.  Take  the  adherent  bowel  between  your  finger  and 
thumbs  so  that  your  thumb  nail  is  opposite  the  seat  of 
adhesion,  and  strip  the  bowel  off'  the  cyst.  If  you  cannot 
detach  it,  take  the  scalpel,  and  dissect  off  a small  bit  of  the 
cyst  wall  with  the  bowel ; but  you  will  seldom  have  to  do  this. 
If  the  stripped-off  part  of  bowel  bleeds,  pick  the  bleeding- 
points  up  with  forceps,  and  tie  them  with  fine  silk. 

Adhesions  in  the  pelvis  give  most  trouble.  Break  them 
down  by  steady  pressure  with  the  finger  combined  with 
pulling  on  the  tumour.  In  this,  practice  alone  can  give 
skill.  Be  careful  to  distinguish  an  intra-peritoneal  growth, 
adherent  to  the  peritoneum  covering  the  pelvic  wall  and 
viscera,  from  an  intra-ligamentous  growth  ; that  is,  one  under- 
neath the  peritoneum.  If  the  tumour  be  of  the  latter  kind 
you  must  carefully  divide  its  peritoneal  covering,  and  then 
enucleate  the  tumour  from  its  bed  underneath  the  peritoneum. 
After  either  proceeding  there  may  be  oozing  of  much  blood 
from  a large  surface.  Bleeding  from  large  vessels  is  not 
common,  because  they  are  strong  enough  to  resist  the 
moderate  force  which  is  enough  to  enucleate  a tumour  or 
break  down  adhesions.  If  there  be  much  oozing,  stuff  the 
pelvis  with  sponges  until  you  have  tied  the  pedicle  and  cut 
away  the  tumour. 

How  to  stop  haemorrhage. — If  there  is  bleeding  .from 
pelvic  vessels,  you  will  be  able  to  see  it,  with  the  patient  in  the 
raised  pelvic  position.  The  uterus  generally  falls  back, 
covering  up  Douglas’s  pouch.  Wipe  the  peritoneum  in  front 
of  the  uterus  and  broad  ligaments,  and  see  that  this  is  not  the 
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source  of  haemorrhage.  Then  pick  up  the  uterus,  and  hold  it 
forward  (grasping  it  with  a volsella  if  necessary),  and  you  will 
see  into  Douglas’s  pouch.  Clean  it  out  by  sponging,  and  see 
where  the  bleeding  comes  from.  If  you  have  enucleated  an 
intra-ligamentous  growth,  hold  the  peritoneal  folds  up  and 
apart,  and  you  will  see  into  the  cavity  from  which  the  tumour 
came.  Clean  it  out  with  sponges,  and  look  for  bleeding- 
points.  If  you  can  see  distinct  bleeding-points  in  the  pelvis, 
grasp  them  with  pressure  forceps,  and  try  so  to  pull  them  up 
that  you  can  tie  them  below  the  forceps.  If  you  cannot  do  this, 
and  the  bleeding-points  are  small,  it  may  be  enough  to  leave 
the  forceps  on  for  a few  minutes,  while  you  attend  to  other 
things,  and  put  the  stitches  in  the  abdominal  wound.  If  when 
everything  has  been  done,  you  find  that  bleeding  recurs  when 
a forceps  is  taken  off,  leave  it  on,  and  let  it  stick  out  at  the 
wound  and  act  as  a drainage  tube.  But  this  is  seldom  re- 
quired, for  bleeding  after  enucleation  or  separation  of  pelvic 
adhesions  is  usually  such  general  oozing  that  pressure  forceps 
cannot  be  applied.  For  such  hsemorrhage  there  are  two 
modes  of  treatment.  (1)  Cauterisation : (a)  by  Paquelin’s 
cautery.  I have  never  used  this  for  the  purpose,  but  it  has 
been  recommended.  Large  vessels  lie  so  close  under  the 
pelvic  peritoneum  that  I should  fear  to  burn  extensively  in 
this  region.  ( b ) By  applying  crystals  of  perchloride  of  iron, 
as  advised  by  Mr.  Lawson  Tait.  I trust  not  this.  When  I see 
surgeons  stopping  bleeding  from  amputated  limbs  by  rubbing 
them  with  ferric  chloride  then  I may  do  so.  (2)  Pressure. 
Stuff  Douglas’s  pouch,  or  the  broad  ligament,  as  the  case  may 
be,  with  iodoform  gauze,  as  tightly  as  you  possibly  can,  and 
bring  the  end  out  at  the  lower  angle  of  the  wound  to  serve 
as  a drain.  Mikulicz,  who  introduced  this  treatment,  put  in 
first  a sheet  of  gauze,  and  then  plugged  inside  this,  so  that 
a bag  was  formed.  The  use  of  the  bag  was  that  the  pieces 
of  gauze  inside  it  could  be  taken  out  with  less  disturbance  of 
the  parts.  Remove  the  gauze  at  the  end  of  a week ; but  it 
may  be  left  in  for  a fortnight  or  more. 

Securing  the  pedicle. — Many  ways  of  securing  the  ovarian 
pedicle  have  been  devised.  In  the  early  ovariotomies  it  was 
tied,  and  the  ends  of  the  ligatures  were  left  long  and  brought 
out  through  the  wound.  Then  it  was  fastened  outside 
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the  abdominal  wound  with  a clamp.  Next  it  was  cauterised 
and  the  belly  wound  closed.  All  this  is  now  only  matter  of 
history.  It  is  now  settled  that  the  best  way  of  dealing  with 
the  pedicle  is  to  tie  it  and  close  the  belly. 

The  best  ligature  material  is  silk.  Some  prefer  china 
twist,  others  floss  silk.  It  should  be  just  thick  enough  to  be 
pulled  tight  without  breaking.  If  it  is  too  thick  it  may  not 
be  absorbed.  No.  5 china  twist  is  thick  enough.  The  pedicle 
consists  of  Fallopian  tube,  ligament  of  ovary,  folds  of  peri- 
toneum, and  vessels  and  cellular  tissue  between  them.  Its 


Fig.  225. — Transfixion  of  pedicle.  Fig.  226. — Loop  cut  anu  threads  crossed 
{Doran.)  so  as  to  interlock.  {Doran.) 


thinnest  part  is  that  between  the  tube  and  the  ovarian 
ligament.  Spread  it  out,  so  that  you  may  see  where  the 
vessels  are.  Take  the  blunt  pedicle  needle,  threaded,  and 
transfix  the  pedicle  with  it  at  a part  where  there  is  no  large 
vessel  (Fig.  225).  Transfixion  is  a precaution  against  slipping 
of  the  ligature.  Put  your  finger  in  the  loop  of  the  ligature, 
and  withdraw  the  needle.  Now  cut  the  loop  so  that  you  may 
have  two  ligatures  of  equal  length  passing  through  the  pedicle. 
Intertwine  them  so  that  when  each  is  put  round  one  half  of 
the  pedicle,  they  may  be  interlocked  in  the  middle  (Fig.  226). 
If  they  are  not  interlocked,  they  may  when  tied  pull  the  two 
halves  of  the  pedicle  away  from  one  another,  and  so  split  the 
pedicle,  which  will  favour  slipping  of  the  ligatures  (Fig.  227). 
Now  tie  each  ligature  round  its  half  of  the  pedicle  as  tightly 
as  you  can  by  steady  pulling  without  jerking.  Make  the  first 
hitch  of  each  knot  a double  one,  to  prevent  its  slipping  and 
getting  loose  while  you  are  tying  the  second.  Tie  with  a reef 
knot,  and  if  not  certain  about  its  security  tie  a third  hitch. 
Cut  short  the  ends  of  the  ligatures,  so  that  there  may  be  no 
temptation  to  use  them  to  hold  up  the  pedicle.  It  the  pedicle 
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is  thin,  you  may  pass  one  end  of  the  ligature  round  the 
pedicle,  pass  it  through  the  loop,  and  then  tie  it  to  the  other 


Cl' 


Fig.  227. — Diagram  illustrating 
the  danger  of  ligature  of  the 
pedicle  after  transfixion 
without  interlocking  the 
threads.  (Doran.) 


Fig.  22S. — One  end  of  the  ohread  passed 
through  the  loop.  (Doran.) 


end.  One  knot  is  thus  sufficient  (Fig.  228).  If  the  pedicle  is 
broad,  it  may  be  necessary  to  transfix  it  more  than  once.  In 
that  case,  after  tying  one  loop,  transfix  the  pedicle  again,  with 

the  needle  carrying  a se- 
cond ligature.  Withdraw 
the  second  ligature  from 
the  needle,  and  thread 
the  needle  with  the  second 


Fig.  229. — Double  transfixion,  showing  interlock-  Fig.  230.  — Double  transfixion  : 
ing  of  the  threads.  (Doran. ) threads  tied.  (Doran. ) 


loop  of  the  first  ligature.  Withdraw  the  needle,  thus 
bringing  the  second  loop  of  the  first  ligature  through  the 
same  hole  as  the  second  ligature.  Interlock  these  two 
ligatures.  Tie  the  second  loop  of  the  first  ligature  (which  will 
thus  compress  a bundle  of  tissue  in  the  middle  of  the  pedicle), 
then  tie  the  second  ligature  round  the  remainder  of  the 
pedicle  (Figs.  229,  230).  It  may  be  necessary,  if  the  pedicle 
is  very  broad,  to  transfix  it  even  three  or  four  times.  Put 
tAvo  strong  pressure  forceps  on  the  pedicle  outside  the  ligature, 
and  cut  aAvay  the  tumour  outside  the  pressure  forceps.  After 
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cutting  away  the  tumour,  examine  the  surface  of  the  stump 
to  see  that  it  does  not  bleed — first  before  removing  the 
pressure  forceps,  and  then  after  removal  of  each.  Having 
made  sure  that  it  does  not  bleed,  drop  the  stump.  Feel 
for  the  other  ovary,  bring  it  up  through  the  wound  and 
examine  it.  If  you  find  that  it  is  the  subject  of  disease 
which  will  progress,  remove  it.  Remove  it  also  if  the  tumour 
removed  is  a papilloma  or  malignant,  or  if  the  patient  is 
over  forty-five. 

What  happens  to  the  ligature. — The  tissues  above  and 
below  the  ligature  bulge  over  it,  and  come  into  contact. 
Lymph  is  exuded,  covers  the  ligature,  and  becomes  organised 


Fig.  231. —Stump  of  an  ovarian  pedicle  : death  from  tetanus  on  the  eighth  day  after 
operation.  The  silk  ligatures  are  completely  concealed,  a glass  rod  is  placed 
between  them  and  the  bands  of  lymph  passing  from  the  proximal  to  the  distal 
portion  of  the  stump.  From  nature.  (Doran. ) 


into  fibrous  tissue  (Fig.  231).  Leucocytes  invade  the  ligature, 
and  in  time  eat  it  up.  The  thicker  the  ligature,  and  the  more 
strands  are  put  round  the  pedicle,  the  heavier  is  the  meal  for 
the  leucocytes,  and  the  more  difficult  their  work ; hence  the 
greater  the  risk  that  they  may  fail,  and  suppuration  take 
place  round  the  ligature,  which  will  then  be  ultimately  dis- 
charged by  the  abdominal  wound,  or,  more  rarely,  by  the 
bladder  or  rectum. 

Cleansing  of  peritoneum. — Throughout  the  operation, 
prevent  soiling  of  the  peritoneum  as  much  as  possible.  When 
fluid  is  running  out,  guide  it  outside  the  body  by  pressing  the 
abdominal  walls  against  the  cyst,  and  by  packing  sponges, 
where  necessary,  to  oppose  its  entrance  to  the  peritoneal 
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cavity.  Handle  the  viscera  no  more  than  can  be  helped,  and 
as  gently  as  possible,  and  expose  them  for  as  short  a time  as 
possible;  for  rough  handling,  prolonged  manipulation,  and 
exposure  damage  the  epithelium.  If  bowels  protrude,  and 
you  cannot  keep  them  back  while  removing  the  tumour, 
cover  them  up  with  a towel  wrung  out  of  warm  carbolic  acid 
solution. 

But  fluid  may  get  into  the  belly  in  spite  of  care.  In  some 
cases  no  care  can  prevent  it,  as,  for  instance,  when  a cyst  has 
been  hurst  before  operation,  or  is  torn  early  in  the  operation. 
There  are  two  ways  of  cleaning  a soiled  peritoneum : (1) 
sponging,  (2)  washing.  The  first  aims  at  leaving  the  peri- 
toneum dry  as  well  as  clean ; the  second  at  cleanliness  only, 
not  dryness.  Some  operators  have  pronounced  in  favour  of 
the  one,  some  of  the  other.  Accept  no  recommendation  as 
suited  alike  to  all  cases.  The  indications  for  each  mode  of 
cleansing  the  peritoneum  are  different.  When  there  is  fluid 
in  a limited  area  (and  you  should  try  to  limit  any  effusion 
that  takes  place),  remove  it  by  sponging,  and  try  to  leave  the 
peritoneum  dry.  But  when  there  is  much  fluid  free  among 
the  bowels,  you  cannot  try  to  sponge  dry  every  viscus  and 
every  recess  without  possibly  doing  more  harm  than  the  fluid 
would.  In  such  a case  wash.  Pour  in  plenty  of  water  at  the 
temperature  of  the  body,  so  as  to  fill  the  peritoneum  with  it. 
Hot  water  is  sometimes  recommended  on  account  of  its  haemo- 
static effect.  What  I have  said  about  the  use  of  ferric  chloride 
as  a haemostatic  applies  also  to  hot  water.  Its  use  for  this 
purpose  should  be  limited  to  the  bleeding  surface.  Do  not 
flush  the  whole  peritoneum  with  very  hot  water.  Having 
filled  the  peritoneum  with  warm  water,  move  the  bowels  about 
in  it  with  the  hands.  Pump  water  into  the  more  remote  re- 
cesses with  a syringe,  or,  better,  let  it  run  from  an  irrigator, 
armed  with  a clean  glass  nozzle. 

Washing  out  the  belly  when  the  patient  is  in  the  raised 
pelvis  position  has  been  objected  to,  on  the  ground  that, 
when  there  is  foul  matter  in  the  pelvis,  it  may,  by  the  wash- 
ing, be  carried  up  to  the  diaphragm,  where  it  is  less  easily 
dislodged  and  washed  out.  I do  not  advise  washing  out  when 
the  stuff  to  be  got  rid  of  is  in  the  pelvis  only.  Here  sponging 
is  better.  In  a doubtful  case — one  in  which  you  fear  that 
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washing  might  have  this  bad  effect,  and  yet  }rou  are  not 
satisfied  with  sponging — put  the  patient  flat  before  you 
wash  out. 

Clean  warm  water  is  as  good  to  wash  with  as  any  in- 
nocuous antiseptic.  The  antiseptic  solutions  that  can  be  relied 
upon  to  kill  every  germ  will  kill  the  patient  as  well.  The 
chances  are  millions  to  one  against  water  from  the  tap  con- 
taining septic  organisms. 

As  to  drainage. — Bleeding  having  been  stopped,  and  the 
peritoneum  cleaned,  close  the  belly.  First  count  the  sponges 
and  forceps,  to  make  sure  that  none  are  in  the  belly.  But 
you  will  meet  cases  in  which  you  cannot  quite  stop  bleeding 
nor  quite  make  clean  the  peritoneum.  The  question  then 
arises,  Shall  I drain  ? If  the  condition  of  the  parts  is  such 
that,  after  the  belly  is  closed,  fluid  will  be  poured  out  in 
greater  quantity  than  the  peritoneum  can  absorb,  drainage  is 
necessary.  I shall  speak  further  of  this  after  describing  the 
treatment  of  ordinary  cases. 

Closure  of  the  wound. — How  the  belly  wound  is  closed 
influences  little  the  recovery  of  the  patient,  but  much  in- 
fluences her  future  comfort.  Upon  it  depends  whether  she  gets 
a ventral,  or,  as  Americans  better  term  it,  an  incisional,  hernia. 
We  cannot  say  of  any  method  of  suture  that  it  will  prevent 
hernia.  Hernia  may  occur  many  years  after  an  operation,  so 
that  no  operator  can  say  that  his  patients  never  get  ventral 
hernias  until  he  has  before  him  the  whole  of  their  after-lives. 
Goldspohn  ( American  Gyn.  and  Obst.  Journal , September, 
1897)  quotes  authors  who  have  inquired  into  the  frequency 
with,  which  hernias  follow  operations.  Homans  in  242  cases 
found  14  per  cent. ; Winter,  in  522  cases,  found  30  per  cent. 
Other  authors,  whose  estimate  is  based  on  fewer  cases,  find 
fewer  hernias.  This  is  because  hernias  take  time  to  develop. 
Winter,  in  tracing  up  his  cases,  found  that  the  longer  the 
date  since  the  operation  the  more  common  was  hernia. 
Many  plans  have  been  adopted  to  prevent  hernia.  The  wound 
has  been  stitched  in  layers.  This  will  not  prevent  hernia,  and 
may  favour  it ; for  if  a muscle  stitch  suppurate,  while  the  skin 
wound  heals,  the  abscess  may  separate  the  muscle  layers.  I 
think  the  best  way  is  to  put  in  one  s.t  of  stitches;  to  be 
careful  that  each  stitch  goes  through  the  peritoneum  close 
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to  its  edge,  so  that  no  border  of  peritoneum  is  tucked  in 
between  the  muscles ; that  each  stitch  takes  up  a good  bundle 
of  muscle ; and  that  no  skin  is  tucked  in,  and  that  the  muscle 


Fig.  232. — Closure  of  wound  : needle  being  passed  through  peritoneum.  (Savage.) 


bundles  are  well  pressed  together.  The  suture  material  is  of 
slight  importance : No.  4 china  twist  is  as  good  as  anything. 


Fig.  233.  —Showing  how  to  hold  ligatures  out  of  the  way  for  withdrawal  of  sponges. 

(Doran.) 
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Stitch-hole  abscesses  come  either  from  dirty  suture  material 
or  from  too  tight  stitches. 

Put  a flat  sponge  in  the  belly  underneath  the  incision  to 
protect  the  bowels.  If  there  has  been  oozing,  put  also  a “ tell- 
tale ” sponge  deep  down  in  the  pelvis.  The  stitches  are  best  put 
in  with  No.  1 half-curved  needles  held  in  a holder.  Pass  each 
stitch  from  within  outwards,  entering  close  to  the  peritoneal 
edge  (Fig.  232),  taking  up  a large  bundle  of  muscle,  and 
emerging  about  a quarter  of  an  inch  from  the  skin  edge. 
When  all  the  stitches  have  been  put  in,  hold  their  ends 
in  artery  forceps,  and  then  with  a blunt  hook  draw  them 
away  from  the  centre  of  the  wound.  (Fig.  233.)  Then 
take  out  the  sponges.  The  deep  one  will  show  how  much 
oozing  is  going  on.  Tie  each  stitch,  first  with  a double 
turn,  to  prevent  the  first  hitch  from  slipping  while  you  tie 
the  second ; then  with  a second  hitch.  Pull  the  stitch  just 
tight  enough  to  prevent  gaping  of  the  wound ; too  tight 
stitches  will  inflict  unnecessary  pain,  and  may  cause  stitch- 
hole  abscesses.  The  distance  between  the  stitches  must 
depend  upon  the  thickness  of  the  belly  Avail;  if  this  be  thin, 
they  must  be  closer  together.  Having  tied  them,  if  the  skin 
be  puckered,  pull  the  edges  together  Avitli  forceps,  so  as  to 
smooth  out  puckers.  If  still  the  skin  edges  are  apart  between 
the  stitches,  put  in  some  superficial  stitches  between  the  deep 
ones,  so  as  to  bring  together  skin  and  subcutaneous  fat. 

Dressing  the  wound.  — The  simpler  the  dressing  the 
better.  Wash  the  Avound  and  the  skin  around  ; dry  it,  and 
liberally  powder  with  iodoform,  or  lay  on  the  Avound  several 
folds  of  iodoform  gauze.  Then  apply  a pad  of  Gamgee 
tissue  large  enough  and  thick  enough  to  prevent  any  folds 
of  the  binder  from  being  felt  as  lines  of  pressure.  Then 
apply  a flannel  binder  fastened  as  tightly  as  you  can.  The 
elasticity  of  the  flannel  will  prevent  it  from  hurting  the 
patient  by  its  tightness. 

After-course  and  treatment. — While  the  patient  is  re- 
covering from  the  anaesthetic  there  is  generally  vomiting. 
The  amount  of  vomiting  depends  partly  on  the  anaesthetic 
used,  partly  on  the  length  of  time  during  Avhich  the  patient 
is  under  its  influence,  and  partly  on  the  habit  of  the  patient. 
Some  women  are  very  subject  to  vomiting  from  causes  such 
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as  menstruation,  migraine,  or  railway  travelling,  and  these 
women  vomit  much  after  an  anaesthetic.  I have  known 
such  vomiting  last  for  a week  after  an  abdominal  operation. 
During  the  two  days  following  ovariotomy  most  patients 
suffer  much  from  flatulent  colic;  pain,  rumbling  about  the 
belly,  temporarily  relieved  by  escape  of  flatus.  This  much 
depends  upon  whether  the  patient  is  very  sensitive  to  pain. 
This  pain  usually  gets  better  about  the  third  day,  but  it 
may  be  complained  of  after  this  day.  There  is  , nearly 
always  much  thirst;  why  this  comes  about  is  obscure.  It 
is  worse  when  the  peritoneum  is  opened  above  the  pubes 
than  when  it  is  opened  by  the  vagina ; and  seems  worse 
when  ovaries  are  removed  than  Avhen  merely  fixation  of 
the  uterus  is  performed.  The  only  reason  that  I see 
for  restricting  fluid  is  that  a large  quantity  may  distend 
the  stomach  and  provoke  vomiting.  Hence  tell  the  patient 
only  to  take  spoonfuls,  but  to  take  them  as  often  as  she 
likes,  provided  the  fluid  does  not  make  her  .sick.  The  best 
fluid  to  begin  with  is  water,  which  the  patient  may  have 
hot  or  cold,  or  iced,  as  she  likes.  When  inclination  to  vomit 
has  ceased,  let  the  patient  have  milk  in  spoonfuls  : either 
hot,  cold,  iced,  or  with  soda-water  or  barley-water,  as  she 
may  prefer.  When  she  can  take  and  keep  down  this,  she 
may  have  other  liquid  foods;  and  then  gradually  get  back 
to  ordinary  diet  as  her  appetite  directs.  Patients  often  early 
long  for  a cup  of  tea,  and  there  is  no  reason  why  they  should 
not  have  it  if  nausea  has  ceased.  They  are  seldom  inclined 
for  ordinary  food  before  the  fifth  or  sixth  day.  Let  the 
patient  pass  her  urine  herself  if  possible : if  there  be  re- 
tention, let  not  the  catheter  be  used  oftener  than  is  necessary 
to  relieve  discomfort. 

Remove  the  stitches  as  a rule  on  the  seventh  day.  If 
the  wound  is  painful,  take  them  out  on  the  sixth.  If  the 
wound  is  a long  one,  and  not  painful,  leave  them  till  the 
eighth  day.  Leaving  the  stitches  in  too  long  favours  stitch- 
hole  abscesses ; taking  them  out  too  soon  brings  danger  of 
the  wound  bursting  open  if  the  patient  coughs,  vomits,  or 
strains.  After  taking  out  the  stitches,  support  the  wound 
with  strapping.  Put  a pad  of  Gamgee  tissue  three  inches  wide 
on  the  wound.  Cut  two  pieces  of  strapping  each  two  and 
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a half  feet  long  and  two  inches  wide,  thus.  (Fig-  234.) 
Apply  them  on  opposite  sides ; pass  one  through  the  slit  in 
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Fig.  234. — Strapping  to  draw  together  parts  after  abdominal  section. 


the  other,  and  draw  them  tight;  keep  the  wound  thus  sup- 
ported until  it  has  healed.  The  patient  may  generally  begin 
to  get  up  at  the  beginning  of  the  third  week. 

Drainage.  — In  some  cases  you  have  reason  to  expect 
that,  if  you  close  the  wound,  fluid  will  be  exuded  into  the 
belly,  and  that  the  putrefactive  organisms  which  have  got 
into  the  belly  during  the  operation  will  find  this  fluid  a 
soil  fit  for  their  growth,  and  possibly  for  the  acquirement 
by  their  descendants  of  the  power  of  hurting  the  living 
body ; in  other  words,  of  poisoning  the  patient. 

Putrefactive  germs,  which  are  everywhere  present,  get  into 
the  peritoneum  whenever  it  is  opened — if  they  find  nothing 
to  feed  upon  they  are  eaten  up,  and  do  no  harm.  It  is  very 
difficult  to  judge  whether  a peri  tone  am  should  be  drained  or 
not.  I can  lay  down  no  closer  rules  than  those  which  follow. 
Experience  alone  can  teach  when  to  drain  and  when  not.  This 
is  one  of  the  difficulties  that  may  arise  in  an  operation  that 
seemed  likely  to  be  simple.  Such  difficulties  are  a reason 
why  these  operations  ought  not  to  be  done  by  persons  un- 
trained in  abdominal  surgery. 

The  cases  for  drainage  are : — (1)  Those  in  which  a pus- 
containing  cavity  has  been  opened,  but  not  entirely  removed ; 
here  a path  for  the  escape  of  pus  must  be  kept  open.  (2)  A 
hole  may  have  been  torn  in  the  rectum.  In  that  case  drainage 
is  necessary  for  the  escape  of  faeces.  (3)  Those  in  which 
there  is  much  oozing  of  blood  from  small  vessels  which  you 
cannot  stop  during  the  operation,  but  which  will  be  stopped 
in  time  by  the  clotting  of  the  blood.  If  you  think  more 
blood  will  be  poured  out  than  the  peritoneum  will  absorb, 
keep  a channel  open  by  which  the  blood  or  blood  serum 
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may  escape  outside.  (4)  If  a cyst  containing  irritating  or 
infective  material,  such  as  a dermoid,  a suppurated  cyst,  or 
a papillomatous  cyst  has  burst,  and  you  have  washed  the 
peritoneum,  and  want  the  water  holding  noxious  matter  in 
it  to  escape,  you  must  provide  a way  for  it  to  do  so.  The 
keeping  open  a channel  by  which  exuded  fluid  can  be 
withdrawn  from  the  belly  is  called  drainage.  Drainage, 
if  not  necessary,  is  bad.  It  hinders  the  healing  of  the 
wound  and  so  makes  hernia  more  likely.  It  also  keeps 
open  a way  for  the  entrance  of  microbes.  Therefore  drain 
when  the  need  for  it  is  clear,  but  when  in  doubt  close 
the  wound. 

Drainage  implements. — The  means  of  drainage  usually 
employed  are  gauze  and  indiarubber  tubing.  If  you  have 
used  gauze  to  stop  bleeding,  the  end  of  the  gauze  brought 
out  through  the  wound  will  serve  as  a drain.  Otherwise, 
an  indiarubber  tube,  put  with  its  end  in  the  bottom  of 
Douglas’s  pouch,  is  the  best  thing. 

Put  over  the  opening  a thick  pad  of  wood-wool,  Gamgee 
tissue,  or  Tillmann’s  dressing,  and  bid  the  nurse  change  it  as 
often  as  it  gets  wet  through.  Take  out  the  gauze  at  the  end 
of  a week.  If  an  indiarubber  tube  has  been  used,  cut  it  level 
with  the  edges  of  the  wound,  and  leave  it  in,  shortening  it 
daily  as  it  is  pushed  out  by  granulation  tissue. 

Gastric  catarrh. — As  a rule  an  operation  on  the  peri- 
toneum is  followed  by  gastric  catarrh,  which  lasts  nearly  a 
week.  The  patient  is  thirsty,  and  has  no  appetite.  The 
tongue  becomes  coated.  There  is  flatulence,  and  colicky 
pain  in  the  belly,  sometimes  severe.  The  colic  is  severe 
because  anxiety,  the  anaesthetic,  and  the  deprivation  of  food 
and  sleep,  lower  the  tone  of  the  nervous  system  and  make 
it  more  sensitive.  On  the  third  day  this  pain  begins  to  im- 
prove. Towards  the  end  of  the  week  the  tongue  cleans,  the 
patient  ceases  to  be  thirsty,  and  appetite  returns.  This 
gastric  catarrh  is  a reflex  effect  of  peritoneal  irritation.  It 
is  more  severe  after  prolonged  operations ; and  more  marked 
after  operations  in  which  the  peritoneum  is  opened  by  the 
belly  wall,  than  in  those  in  which  it  is  opened  by  the  vagina ; 
why,  it  is  hard  to  say.  It  is  a frequent  accompaniment  of 
pelvic  peritonitis. 
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The  after-fate  of  ligatures. — As  a rule  the  tissues  on  the 
proximal  side  of  the  ligatured  pedicle  swell  up,  meet  those 
on  the  distal  side,  leucocytes  pass  from  one  to  the  other, 
lymph  is  exuded  and  adhesions  form  and  bury  the  ligature, 


Mg.  235. — Diagram  showing  how  ligatures 
may  fin'd  their  way  into  the  broad 
ligament.  ( Lawson  Tait.) 

a a,  peritoneum ; 6 c,  tissues  em- 
braced by  ligature. 


Fig.  236. — Diagram  showing  folds  of 
peritoneum  adherent  above  liga- 
ture. ( Lawson  Tail.) 

a a,  peritoneum  ; b,  tissues  held  by  ligature  ; 
c,  ligature  loosened  bv  suppuration. 


which  is  finally  absorbed.  (Fig.  231.)  In  a small  number, 
about  3 or  4 per  cent,  of  ovariotomies,  according  to  Mr. 
Lawson  Tait*  absorption  does  not  take  place ; suppuration 
occurs  round  the  ligature,  and  pus  with  the  ligature  is  dis- 
charged, either  externally 
through  the  wound  or  into 
a viscus.  In  the  latter  case, 
according  to  Mr.  Lawson 
Tait  (whose  conclusion  is 
based  on  a small  number 
of  cases),  if  the  stump  is 
on  the  right  side  the  ligature 
is  discharged  into  the  blad- 
der, if  on  the  left  side 
into  the  rectum.  The  mode 
in  which  it  happens  is  this  : — 

The  ligature  is  held  down 
the  vessels  it  embraces.  The  peritoneum  round  it  swells, 
and  is  raised  up,  first  around  and  then  over  it,  so  that 
it  comes  to  form  a tube  of  inverted  peritoneum  with  the 
ligature  at  its  base  (Fig.  235).  The  mouth  of  this  tube  is 


a a, 


peritoneum : b,  vessel  held  by 
ligature  ; d,  ligature. 


* Lancet , May  16th,  1896. 
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closed  at  it7?  peritoneal  end  by  adhesions  (Fig.  236),  and 
opened  at  the  other  end  by  suppuration,  so  that  the 
loosened  ligature  comes  to  lie  in  the  broad  ligament 
(Fig.  237).  Thence  it  travels  to  bladder  or  rectum,  as  the 
case  may  be.  A forceps  has  been  known  to  make  its  way 
into  the  bladder  in  this  way. 
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CHAPTER  LIX. 

AFTER-RISKS  OF  OVARIOTOMY. 

1.  Shock. — People  who  do  not  like  blaming  themselves  often 
ascribe  death  to  “ shock.”  But  when  from  such  deaths  those 
due  really  to  haemorrhage  or  to  peritonitis  are  subtracted,  the 
remainder  due  to  shock  is  in  the  present  day  small,  for 
ovarian  tumours  are  as  a rule  diagnosed  early.  Death  from 
shock  only  occurs  after  the  removal  from  exhausted  patients 
of  very  large  and  extensively  adherent  tumours.  Death  in 
some  such  cases  may  be  really  due  to  haemorrhage,  although 
the  amount  of  blood  lost  may  have  been  only  such  as  could 
not  have  been  prevented.  What  seems  a little  bleeding  may 
be  enough  to  kill  a very  exhausted  patient. 

2.  Haemorrhage. — The  earliest  danger  after  ovariotomy  is 
that  of  bleeding.  This  may  be  (a)  from  the  pedicle,  (6)  from 
torn  adhesions,  (a)  Bleeding  from  the  pedicle  comes  from 
slipping  of  the  ligature.  It  does  not  happen  if  the  pedicle  is 
properly  tied.  When  it  occurs,  it  is  copious,  and  may  quickly 
kill  the  patient.  Therefore  be  most  careful  to  see  that  the 
pedicle  is  not  bleeding  before  you  close  the  belly.  ( b ) When 
adhesions  are  broken  down,  there  may  be  bleeding  from 
vessels  which  can  be  seen,  picked  up,  and  tied.  But  besides 
this,  there  is  slight  oozing  which  will  be  stopped  in  time  by 
clotting  of  the  blood.  If  the  surgeon  is  over-careful  about 
haemostasis,  and  prolongs  the  operation  by  sponging  and 
handling  the  bowels  in  the  search  for  minute  bleeding-points, 
he  will  increase  the  risk  of  peritonitis  to  an  extent  not 
counterbalanced  by  the  benefit  of  stopping  slight  bleeding. 
On  the  other  hand,  the  oozing  may  be  of  such  amount  that  if 
not  stopped  by  the  surgeon  it  will  kill  the  patient.  Nothing 
but  clinical  experience  can  enable  the  surgeon  to  judge  when 
it  is  safe  to  leave  off  looking  for  bleeding-points,  trust  to 
natural  haemostasis,  and  close  the  belly.  The  most  dangerous 
oozing  is  that  which  takes  place  after  separation  of  adhesions 
within  the  pelvis,  or  after  enucleation  of  a tumour  under  the 
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peritoneum,  a surface  being  left  bleeding  from  innumerable 
small  points  lying  in  tissue  so  dense  that  they  cannot  be  picked 
up  and  tied. 

The  occurrence  of  bleeding  after  the  operation  is  shown  by 
the  increasing  pallor  of  the  face  and  lips,  with  quickness  and 
smallness  of  the  pulse.  When  these  indications  of  internal 
bleeding  occur,  reopen  the  wound,  wash  out  the  blood,  look 
for  the  source  of  haemorrhage,  and  stop  it  either  by  ligatures, 
forci-pressure,  or  gauze-packing. 

Death  from  haemorrhage  after  ovariotomy  generally  occurs 
within  twenty-four  hours. 

3.  Peritonitis. — The  danger  next  in  order  of  time  is  peri- 
tonitis. The  symptoms  begin  in  the  latter  part  of  the  second 
day.  There  is  vomiting,  the  stuff  brought  up  being  green, 
brown,  or  black,  and  surprisingly  abundant.  The  pulse  is  quick, 
wiry,  and  small ; the  belly  becomes  distended ; the  tempera- 
ture may  rise.  These  symptoms  increase  until — usually  on 
the  third  or  fourth  day — the  patient  dies  by  asthenia.  The 
diagnosis  of  peritonitis  is  made  from  the  combination  of  these 
symptoms.  Either  symptom  by  itself  is  not  of  grave  moment. 
I have  known  a patient  with  a habitually  irritable  stomach 
vomit  for  a week  after  abdominal  section,  and  yet  get  well. 
The  pulse  may  rise  after  operation  to  120  or  130  and  the 
patient  recover.  A temperature  of  101  or  102  deg.  does  not 
necessarily  mean  peritonitis  ; nor  does  a normal  temperature 
negative  peritonitis.  But  the  combination  of  these  symptoms 
makes  the  forecast  bad.  This  is  the  common  kind  of  peri- 
tonitis. In  some  cases  the  symptoms  are  less  acute,  and  the 
patient  lingers  on  till  the  ninth  or  tenth  day,  and  then  dies 
with  extreme  distension  of  the  belly.  In  some  of  the  most 
quickly  fatal  cases  there  is  but  little  pain,  while  it  is  severe 
m those  that  last  longer. 

Local  peritonitis.— There  are  yet  other  cases  in  which 
the  peritonitis  is  local  Vomiting  and  distension  are  not 
marked,  but  there  is  quickness  of  pulse — it  may  go  up  to 
150  or  more — and  rise  of  temperature,  with  pain  and  tender- 
ness in  the  lower  belly.  The  illness  may  be  ended  by  the 
discharge  of  sanious  fluid  or  pus,  either  spontaneously  or 
with  surgical  aid.  These  are  the  cases  which  have  sometimes 
been  saved  by  reopening  the  abdomen.  But  to  reopen  the 
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whole  wound  is  an  unnecessarily  severe  measure.  The 
indication  for  interference  is  the  presence  with  fever  of 
hardness  or  swelling  underneath  the  wound,  or  bulging  behind 
the  uterus  felt  by  the  vagina.  If  there  is  hardness  below  the 
wound  take  out  one  or  two  of  the  lower  stitches,  open  up 
half  an  inch  of  the  wound  with  a probe,  and  if  fluid  comes 
out,  put  in  a small  indiarubber  drainage  tube.  If  Douglas’s 
pouch  bulge  into  the  vagina,  cut  into  it  with  scissors,  and 
let  out  the  fluid.  This  is  the  kind  of  peritonitis  that  is 
prevented  by  drainage. 

Formation  of  adhesions  after  operations. — Experience 
has  shown  that  when  the  belly  is  opened  shortly  after 
operations  from  which  patients  have  recovered  without 
any  symptoms  of  peritonitis,  peritoneal  adhesions  are  almost 
always  found.  Ovarian  tumours  are  often  found  adherent, 
although  the  patient  gives  no  history  of  illness.  This  shows 
that  peritonitis  is  not  always  the  same.  It  is  the  process 
by  which  the  peritoneum  reacts  to  injury.  When  the  injury 
is  mechanical,  and  consists  of  cutting,  handling,  sponging, 
the  pressure  of  ligatures  and  forceps,  etc.,  the  reaction  is 
triumphant.  When  the  injury  consists  in  invasions  by 
pathogenic  microbes,  the  reaction  fails,  and  the  organism 
dies  that  the  micrococci  may  live.  The  adhesions  that 
follow  successful  operations  are  in  time  absorbed ; but  we 
know  not  whether  they  are  always  absorbed,  nor  how  long 
it  takes  for  them  to  be  absorbed. 

The  fact  that  adhesions  follow  successful  operations  bears 
upon  the  surgeon’s  conduct  when  he  finds  both  ovaries 
diseased.  A second  operation  soon  after  the  first  will  not 
only  mean  a repetition  of  the  risk,  suffering,  and  expense 
involved  in  the  first  operation,  but  an  additional  risk  from 
the  difficulty  which  the  presence  of  adhesions  brings.  Hence 
a sensible  patient  will  always  wish  that,  if  both  ovaries  should 
be  found  diseased,  the  surgeon  should  remove  them  both,  and 
not  leave  her  with  the  prospect  of  a second,  and  probably 
more  dangerous,  operation  before  her. 

Causes  of  peritonitis. — Fatal  peritonitis  after  ovariotomy 
almost  always  comes  from  neglect  of  aseptic  and  antiseptic 
precautions.  This  is  proved  by  the  fact  that,  before  the  work 
of  Lister,  about  one-third  of  ovariotomy  cases  died  from 
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peritonitis ; the  proportion  now  is  not  more  than  one- 
twentieth.  Before  Lister  had  shown  the  true  cause  of  blood 
poisoning  after  operations,  some  surgeons  used  to  think  that 
they  could  predict  that  certain  patients  were  likely  to  die 
if  submitted  to  a serious  operation.  I know  not  of  any 
exact  rules  for  picking  out  these  cases  that  have  ever  been 
formulated  and  tested.  An  ovarian  tumour  is  so  surely  fatal 
that  ovariotomy  cannot  be  postponed  or  abandoned  merely 
because  someone  is  of  opinion  (without  being  able  to  give  a 
definite  reason)  that  the  patient  is  likely  to  die.  It  often 
happened  that  patients  died  in  whom  the  operation  was 
simple  and  quickly  done ; while  other  patients  recovered 
after  severe  and  prolonged  operations  with  but  little  dis- 
turbance. Such  cases  lead  me  to  think  that  the  old  surgeons 
may  not  have  been  altogether  wrong:  that  there  may  be 
peculiarities  which  make  one  patient  more  liable  to  peritonitis 
than  another,  just  as  certain  animals  tolerate  more  interference 
with  their  bowels  than  others.  If  this  be  so,  it  is  a reason  for 
not  telling  patients  that  abdominal  section  is  an  operation 
devoid  of  risk.  The  rarity  of  such  cases,  and  the  uncertainty 
about  their  existence,  is  a reason  why  death  should  never  be 
attributed  to  this  cause.  After  a fatal  case,  every  aseptic  and 
antiseptic  precaution  should  be  scrutinised  with  increased 
vigilance. 

It  is  reasonable  to  think  that  the  longer  the  operation 
lasts,  and  the  more  the  peritoneum  is  handled,  rubbed, 
exposed,  and  chilled,  the  more  it  will  be  damaged,  and  the 
less  it  will  be  able  to  oppose  the  invading  microbes.  When 
bowel  is  long  exposed  you  will  see  its  lustre  become  dulled, 
and  then  it  becomes  injected;  changes  which,  you  can  hardly 
doubt,  indicate  damage  to  the  epithelium  such  as  favours 
peritonitis.  When  the  peritoneum  is  only  a little  dulled  its 
lustre  can  be  restored  by  washing  it  with  water.  Hence,  to 
prevent  such  damage,  if  you  have  to  make  a long  incision 
to  get  out  a big  tumour,  as  soon  as  you  have  got  the  tumour 
outside  the  belly,  close  with  temporary  stitches  so  much  of 
the  wound  as  is  not  needed  for  attention  to  the  pedicle. 
In  the  early  days  of  ovariotomy  rough  statistical  proof  was 
brought  forward  to  show  that  the  longer  the  incision  the 
greater  the  danger.  This  was  because  the  necessity  for  a 
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long  incision  generally  implied  a difficult  operation.  Peri- 
tonitis is  favoured  if  dead  organic  matter  is  left  in  the 
peritoneum  ; for  such  matter  is  good  soil  for  microbes  to 
grow  in.  Hence  the  necessity  for  leaving  the  peritoneum 
either  dry  or  containing  only  clean  water.  It  has  been  said 
that  peritonitis  can  be  prevented  and  cured  by  purgation. 
The  cases  so  cured  were  probably  never  in  danger. 

When  a patient  has  symptoms  of  peritonitis,  the  treat- 
ment is  the  same  as  that  of  peritonitis  from  any  other  cause. 
Support  strength  by  food.  As  the  tendency  to  death  is  by 
asthenia,  help  the  failing  heart  with  alcohol.  If  the  patient 
vomit  constantly,  feed  her  by  the  rectum.  If  there  be  great 
pain,  give  morphia  hypodermically  in  doses  as  large  as  neces- 
sary. If  copious  vomiting  of  green  or  black  stuff  distress 
the  patient,  washing  out  the  stomach  will  do  no  harm,  and 
may  make  the  patient  more  comfortable.  But  success  in 
treatment  shows  that  the  peritonitis  was  not  caused  by 
organisms  of  the  most  virulent  kind.  When  septic  peritonitis 
has  begun  nothing  will  save  the  patient.  The  ice  cap  to 
the  head  used  to  be  employed  ; but  peritonitis  does  not  kill 
by  hyperpyrexia. 

Intestinal  obstruction. — I have  mentioned  that  when  the 
belly  is  opened  soon  after  recovery  from  abdominal  section 
adhesions  are  almost  always  found.  These  adhesions  usually 
cause  no  trouble.  Sometimes  a bit  of  bowel  adheres  in  such 
a way  that  it  gets  kinked,  and  unless  it  is  freed  by  abdominal 
section  the  patient  dies  from  intestinal  obstruction.  This 
may  occur  as  late  as  six  years  after  operation.*  It  cannot 
be  foreseen  or  prevented.  It  will  be  favoured  by  leaving 
loose  tags  of  tissue ; therefore  trim  pedicle  and  omentum  so 
that  no  such  tags  are  left.  Some  operators  think  it  may  be 
prevented  by  covering  the  end  of  the  stump  with  peritoneum ; 
but  it  is  so  rare  that  we  have  no  statistics  of  its  frequency, 
and  therefore  no  test  by  which  to  judge  the  effect  of  this 
precaution.  It  has  occurred  from  the  inclusion  of  bowel  in 
the  wound  stitches ; but  this  ought  to  be  avoided ; the 
operator  should,  when  he  pulls  each  stitch  tight,  see  that 
no  bowel  lies  between  the  stitch  and  the  belly  wall. 

Death  purely  from  intestinal  obstruction  is  not  so  common 

* Shively,  quoted  l>y  Doran,  “ Gyn.  Operations,”  p.  264. 


818 


DISEASES  OF  WOMEN. 


as  from  reported  cases  might  be  thought ; for  death  from 
septic  peritonitis  has  been  attributed  to  intestinal  obstruction 
or  paralysis  ; the  paralysis  or  obstruction  being  a symptom  of 
peritonitis. 

Tetanus. — Like  any  other  wound,  the  ovariotomy  incision 
may  be  inoculated  with  the  tetanus  bacillus.  We  know  too 
little  of  the  life-history  of  this  organism  to  be  able  to  predict 
or  prevent  the  disease.  It  is  one  of  those  risks  which  prevent 
you  from  telling  a patient  that  ovariotomy  is  devoid  of 
danger.  According  to  Wells  it  follows  in  about  one  case 
in  three  hundred. 

Pulmonary  embolism.  — Clotting  in  veins  may  follow 
ovariotomy,  and  the  detachment  of  a clot  and  its  lodgment 
in  the  pulmonary  artery  may  cause  sudden  death  during 
apparently  normal  convalescence.  We  know  not  why  this 
happens ; it  is  a danger  fortunately  rare,  which  we  can 
neither  predict  nor  prevent.  Phlegmasia  dolens  may  follow 
ovariotomy ; it  differs  in  no  way  that  I know  of  from  the 
disease  in  the  puerperal  state ; and  it  brings  with  it  risk  ol 
pulmonary  embolism. 

Foreign  bodies  left  in  the  belly. — Unmethodical  operators 
have  sometimes  left  things  inside  the  peritoneal  cavity- 
sponges,  wool-pads,  forceps.  When  such  a thing  has  got 
out  of  sight,  covered  up  with  coils  of  bowel,  it  is  more 
difficult  to  find  it  than  one  not  accustomed  to  abdominal 
surgery  would  think.  If  such  a thing  is  left  behind,  an 
abscess  will  form  round  it,  and  the  patient  probably  die. 
There  are  a few  extraordinary  cases  published,  one  in  which 
a forceps  worked  its  way  into  the  bladder ; others  in  which 
pads  were  eliminated  by  the  bowel ; and  another  in  which 
a sponge  was  got  rid  of  by  way  of  the  belly  wall.*  These 
are  fortunate  exceptions,  not  the  rule.  To  prevent  such  things, 
always  count  forceps  and  sponges. 

Faecal  fistula. — In  separating  adhesions  the  bowel  may 
be  torn.  If  the  injury  is  to  a free  coil  of  bowel,  sew  up 
the  hole  at  once  with  Lembert’s  suture.  When  there  are 
pelvic  adhesions,  the  rectum  may  be  torn  so  low  down  that 
sewing  up  the  hole  is  practically  impossible.  In  that  case 
make  the  pelvis  as  clean  as  you  can  and  put  in  a drainage 

* See  Bland  Sutton,  “ Surgical  Diseases  of  Ovaries  etc.” 
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tube.  If  there  be  nothing  else  to  cause  peritonitis,  the 
opening  will  close  and  the  patient  do  well  Cases  have 
occurred  in  wdiich  the  sutures  closing  the  wound  have  been 
passed  through  bowel  * but  a careful  operator  will  avoid  this. 
In  some  cases  perforation  of  bowel  has  occurred  as  a result 
of  intestinal  obstruction. 

Cystitis. — This  is  apt  to  occur  if  the  catheter  is  used 
often.  The  common  explanation  is  that  it  is  set  up  bjr 
organisms  introduced  by  a dirty  catheter.  To  prevent  it, 
instruct  the  nurse  always  to  pass  the  catheter  by  the  aid 
of  sight  (so  that  its  point  may  not  wander  about) ; before 
passing  it  to  wipe  the  vulva  with  wool  soaked  in  1-2000 
sublimate  solution ; to  lubricate  the  catheter  with  a solution 
of  corrosive  sublimate  in  glycerine  1-2000 — not  with  oil ; to 
wash  the  catheter  immediately  after  use,  running  a stream 
of  warm  water  through  it ; and  to  keep  it  lying  in  a 1-2000 
solution  of  sublimate.  But  cystitis  sometimes  occurs  notwith- 
standing that  every  precaution  seems  to  have  been  taken. 

Parotitis. — There  is  a close  relation,  the  nature  of  which 
we  understand  not,  between  the  genital  organs  and  the 
parotid  gland.  The  occasional  metastasis  of  mumps  to  the 
genital  gland  is  well  known.  Parotitis  may  occur  after  any 
injury  or  disease ; but  it  is  ten  times  commoner  after  injury 
or  disease  affecting  the  pelvis  than  after  disease  or  injury 
of  other  parts.f  When  occurring  after  injury  not  affecting 
the  pelvis,  it  is  generally  pytemic,  accompanied  with  other 
abscesses  elsewhere,  but  that  which  arises  after  a pelvic 
trouble,  though  it  may  be  pysemic,  yet  usually  is  not. 
Ovariotomy  is  one  of  the  pelvic  troubles  which  may  be 
followed  by  parotitis,  we  know  not  why.  The  only  explana- 
tion that  we  have  of  it  is  that  it  is  a nervous  phenomenon, 
allied  to  the  salivation  of  pregnancy,  and  the  thirst 
and  gastric  catarrh  that  follow  abdominal  section.  It  has 
no  fixed  period  of  incubation,  though  it  usually  comes  on 
within  three  weeks.  Sometimes  there  are  rigors  with  high 
fever,  but  generally  not.  Usually  one  gland  only  is  affected, 
but  both  may  be.  The  gland  suppurates  in  rather  more  than 
half  the  cases.  Suppuration  and  high  fever  occur  in  the  old, 

* Doran,  “ Gynecological  Operations.” 

f See  an  excellent  paper  by  Stephen  Paget,  Brit.  Med.  Jeurn vol.  i.  1887. 
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the  weak,  and  those  who,  from  some  other  cause,  are  doing 
badly,  and  are  likely  to  die.  Death  solely  from  parotitis  is 
rare.  When  the  gland  has  suppurated,  it  may  burst  into  the 
auditory  meatus,  or  into  the  mouth,  or  burrow  back  over  the 
mastoid  process,  or  down  into  the  neck. 

The  treatment,  according  to  Paget,  is  to  let  out  pus 
early.  Even  if  an  incision  be  made  before  pus  has  formed 
it  will  give  relief. 

Caution  in  accepting  statistics. — Were  all  statistics  com- 
piled on  the  same  plan,  the  numerical  results  of  operators 
whose  practice  has  been  large  would  be  an  infallible  test  of  the 
value  of  their  methods.  But  methods  of  compilation  differ  so 
much  that  statistics  are  valueless  unless  you  know  how  they 
have  been  compiled.  An  operator  may,  for  instance,  put  down 
every  case  that  survives  the  operation  for  three  days  as  suc- 
cessful, assuming  that  death  later  than  that  date  cannot  be 
due  to  the  operation.  He  may  call  peritonitis  by  the  name  of 
intestinal  paralysis,  or  obstruction,  or  heart  failure ; pyaemia 
he  may  put  down  as  pneumonia,  or  pleurisy,  or  rheumatism. 
He  may  swell  his  list  of  successful  ovariotomies  by  including 
numbers  of  cases  in  which  he  has  removed  cysts  so  small 
that  some  people  might  not  have  called  them  pathological. 
He  may  classify  his  cases  in  some  esoteric  way,  so  that  the 
successful  cases  occur  in  promptly  reported  groups:  the 
unsuccessful  cases  in  other  groups  which  do  not  call  for 
rapid  publicity.  By  peculiarities  of  this  kind  he  may  reduce 
his  mortality  to  a tiny  figure.  Hence  the  only  statistics  on 
which  you  should  rely  are  those  compiled  in  public  hospitals, 
where  the  onlooking  of  students  and  the  presence  of  patho- 
logists and  registrars  make  it  certain  that  words  are  used 
in  the  senses  in  which  the  bulk  of  the  profession  understand 
them;  or  those  of  an  operator  whose  idiosyncrasies  you 
personally  know. 
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SOLID  ABDOMINAL  TUMOURS. 


The  commonest  solid  abdominal  tumour  in  a woman  is 
a uterus  enlarged  by  fibroids.  In  Chap.  XXVIII.  I have 
described  the  clinical  history  and  treatment  of  those  fibroids 
in  which  bleeding  from  the  uterus  is  the  symptom  which 
attracts  attention  and  demands  treatment.  In  this  chapter 
I describe  the  important  symptoms  and  effects  of  those 
which  grow  on  the  peritoneal  surface  of  the  uterus 
(Fig.  238),  which  do 
not  affect  the  cavity  of 
the  uterus,  and  which 
therefore  do  not  cause 
increased  bleeding. 

Subserous  fibroids. 

— Most  subserous 
fibroids  give  no  trouble 
whatever  to  their 
owners,  and  are  found 
out  accidentally  on 
the  post-mortem  table. 

In  a few  cases  they 
give  rise  to  serious 
trouble.  The  troubles 
they  cause  are  of  two 
kinds,  arising  from : 

(a)  Their  growth. 

(b)  Their  degener- 
ation. 


(a)  The  size  to 
which  they  grow. — 

As  a rule,  nodular 
subserous  fibroids 


Fig.  238.— Uterine  fibroid  beginning  to  bulge  on 
“peritoneal  surface.  Mucous  polypi  in  cervical 
canal.  Two-thirds  natural  size.  (After  E. 
Barnes,  from  a specimen  in  the  Museum  of 
St.  Thomas’s  Hospital.) 


grow  slowly.  They  grow  to  a certain  size,  and  then 

stop  growing.  We  know  not  why  they  grow,  or  why 
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they  stop  growing;  nor  do  we  know  what  regulates  the  size 
at  which  they  stop  growing.  They  generally  stop  grow- 
ing before  they  have  become  big  enough  to  cause  serious 
trouble,  and  they  often  stop  growing  long  before  the 
menopause.  But  in  some  few  cases  they  go  on  growing 
to  an  enormous  size.  Some  of  the  biggest  tumours  on  record 


Fig.  239. — Mass  of  uterine  fibroids.  Two-thirds  natural  size.  ( After  R.  Barnes, 
from  a specimen  in  the  Museum  of  St.  Thomas's  Hospital.) 


have  been  masses  of  subperitoneal  fibroids  (Fig.  239).  These 
cases  are  the  exceptions.  We  know  not  why  they  grow  so 
big ; we  cannot  foretell  such  enormous  growth. 

An  enormous  tumour  causes  suffering  by  its  mere  size 
and  weight.  It  may  damage  other  parts  by  its  pressure, 
and  thus  indirectly  endanger  life.  It  raises  the  pressure 
within  the  belly,  makes  the  return  of  blood  from  the 
lower  extremities  difficult,  and  thus  may  cause  oedema  of 
legs ; and  even  phlegmasia  alba  dolens  has  been  reported. 
It  throws  strain  on  the  heart,  and  may  lead  to  cardiac 
dilatation  and  degeneration.  When  the  stomach  is  full, 
the  tumour  may  press  upon  it,  and  cause  vomiting.  The 
tumour  may  hinder  the  descent  of  the  diaphragm,  and 
thus  make  the  breath  short.  A big  tumour  prevents  the 
patient  from  taking  exercise,  and  thus  leads  to  degenera- 
tion of  muscle.  These  consequences  of  great  bulk  not 
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only  call  for  operative  cure ; unfortunately,  they  do  more : 
they  add  to  its  risk. 

Fibroids  fixed  in  the  pelvis.— The  foregoing  paragraph 
describes  consequences  which  may  result  from  a big  tumour 
free  to  move  within  the  belly.  But  the  tumour  may  not 


.Fig.  240. — Fibroid  incarcerated  in  pelvic  cavity.  ( After  R.  Barnes,  from  a specimen 
in  the  Museum  of  St.  Georye’s  Hospital.) 

be  free  to  move;  it  may  be  fixed  within  the  pelvis  (Fig.  240). 
In  that  case  a smaller  tumour  may  give  grave  trouble 
There  are  three  ways  in  which  uterine  fibroids  may  become 
fixed  in  the  pelvis:— (1)  A uterus  containing  a big  enough 
fibroid  in  its  fundus  may  get  retroverted  and  incarcerated 
under  the  sacral  promontory,  just  like  a uterus  that  contains 
an  ovum.  (2)  A patient  whose  uterus  contains  a fibroid  may 
become  the  subject  of  perimetritis,  and  thus  the  fibroid  be 
fixed  by  adhesions.  The  perimetritis  may  or  may  not  be 


824 


DISEASES  OF  WOMEN. 


caused  by  the  fibroid.  I shall  subsequently  examine  the 
ways  in  which  fibroids  cause  perimetritis.  (3)  The  fibroid 
may  begin  low  down  in  the  uterine  wall,  and  grow  outwards 
into  the  broad  ligament. 

Whatever  be  the  reason  why  the  tumour  is  in  the 
pelvis,  as  it  grows  it  more  nearly  fills  the  pelvic  cavity, 
and  at  length  may  become  so  tightly  wedged  in  it  tha> 
pressure  effects  follow.  (1)  It  may  press  on  some  part  ol 
the  urinary  passage,  either  urethra  or  ureters,  and  lead  to 

bladder  irritation,  or  to 
retention  of  the  urine ; 

uneinia  may  be  the 
consequence.  (2)  The 
rectum  may  be  pressed 
upon.  Difficult  and 
painful  defaecation, 
haemorrhoids,  even  ob- 
struction of  the  bowels 
so  great  as  to  demand 
colotomy,  have  been 
produced  by  such  pres- 
sure. (3)  The  tumour 
may  press  upon  the 
nerves  of  the  sacral 
plexus,  and  pains,  ting- 
ling, or  numbness 
It  is  conceivable  that 
local  paralysis  might  follow,  but  I know  of  no  instance. 
(4)  The  tumour  may  become  gangrenous.  This  possibility 
has  been  denied;  but  a specimen  by  Robert  Barnes,  in  the 
museum  of  St.  George’s  Hospital*  (Fig.  240),  seems  to  prove  it. 

(b)  Their  degeneration,  (a)  Obliteration  of  pedicle. 
When  a fibroid  projects  from  the  uterine  wall  under  the 
peritoneum,  the  contractions  of  the  uterus  tend  to  extrude 
it  altogether  from  the  uterine  wall,  so  that  it  may  finally 
be  covered  only  by  peritoneum,  except  at  one  place,  where 
a stalk  joins  it  to  the  uterus.  This  stalk  may  be  thick  or 

* No.  lGi 


and  if  the  latter,  cystitis, 
pyelitis,  and  death  from 


Fig.  241. — Subperitoneal  fibroid  attached  by  thin 
pedicle.  Half  natural  size.  ( After  li.  Barnes, 
from,  a specimen  in  the  Museum  of  the  London 
Hospital. ) 


running  down  the  legs  may  result. 
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thin,  long  or  short  (Fig.  241).  The  tumour  and  the  uterus  will 
be  more  or  less  independently  movable,  according  to  the 
length  of  the  stalk.  A big  tumour  with  a short  stalk  may 
so  pull  up  the  uterus  that  the  cervix  gets  out  of  reach.  It 
may  so  pull  the  body  of  the  uterus  from  the  cervix  that 


Fig.  242. — Uterine  fibroid  that  lias  undergone  calcareous  degeneration.  Half  natural 
size.  (After  It.  Barnes,  from  specimen,  9,9403,  in  the  Museum  of  St.  Thomas's 
Hospital.) 


part  of  the  canal  may  get  obliterated,  the  cervix  at  this 
part  being  converted  into  a thin  fibro-muscular  cord.  It 
may  twist  the  uterus,  and  thus  block  up  its  canal.  The 
fibroid  receives  its  blood  supply  through  the  stalk.  The 
thinner  the  stalk,  the  smaller  the  vessels.  If  very  thin,  the 
tumour  may  atrophy  or  calcify.  The  latter  term  means  that 
calcareous  salts  are  deposited  in  the  tumour  (Fig.  242).  If 
the  pedicle  be  thick,  it  may  contain  large  vessels.  It  may 
become  twisted,  the  circulation  through  these  vessels  may  be 
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stopped,  and  the  fibroid  become  gangrenous .*  Peritonitis 
may  occur  near  a fibroid  attached  to  the  uterus  by  a 
slender  stalk ; the  tumour  may  in  consequence  become 
adherent  to  some  other  part,  and  thus  may  get  pulled  away 
from  the  uterus,  be  detached,  and  henceforth  derive  its 
nourishment  from  the  object  of  its  new  attachment. 

The  foregoing  are  possible  incidents  in  the  life  of  a 
fibroid  with  a stalk.  But  whether  stalked  or  not,  hard  sub- 
peritoneal  fibroids  often  become  the  subjects  of  (&)  softening. 
Part  of  the  tumour  breaks  down  into  a pulp.  The  nature 
of  this  process  is  not  well  understood.  There  is  a zone  of 
slight  inflammation  round  the  softened  spot,  but  the  pulp  it 
contains  is  not  pus.  The  peritoneum  covering  the  softened 
spot  may  give  way,  and  the  pulp  escape  into  the  peri- 
toneum, and  set  up  peritonitis.  This  is  generally  local  and 
adhesive,  but  may  be  suppurative,  and  become  general. 
McClintock  was  of  opinion  that  when  subperitoneal  fibroids 
cause  death,  it  is  more  often  by  peritonitis  than  in  any 
other  way ; and  I think  him  right. 

(c)  Suppuration.  There  are  rare  cases  in  which  a fibroid 
suppurates.  There  is  not  merely  a softened  spot  containing 
pulp,  there  is  a hole  in  the  wall  of  the  tumour,  leading  to 
a cavity  in  its  interior,  out  of  which  pus  (or,  at  least,  pus- 
like fluid)  pours  copiously.  I have  seen  two  such  cases. 
Sir  F.  Treves  removed  the  uterus  of  one,  and  placed  it  in 
the  museum  of  the  Royal  College  of  Surgeons  (Fig.  243). 
An  abscess  in  a uterine  fibroid  differs  from  one  seated  in 
natural  tissues,  in  being  bounded  by  a hard  fibrous  wall, 
which  has  little  tendency  to  close.  It  has  been  said  that  in 
these  cases  the  fluid  is  not  true  pus.  This  objection  did 
not  occur  to  those  who  saw  the  thick  creamy  fluid  pouring 
out,  and  therefore  microscopic  examination  of  the  fluid  is 
wanting  in  the  reports  of  these  cases.  But  such  cases  are 
clinically  suppuration ; for  if  not  cured,  they  tend  to  destroy 
health  and  life,  as  suppuration  does,  by  leading  to  death 
by  hectic  fever  or  lardaceous  disease.  These  cases  are  so 
rare  that  we  know  nothing  as  to  why  suppuration  occurs,  f 

(d)  Sloughing.  I have  mentioned  that  a subperitoneal 

* See  a case  quoted  in  Brit.  Med.  Journal  epitome,  Feb.  20,  1897. 

f For  references  to  such  cases,  nee  Gusserow. 
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fibroid  may  be  detached  by  the  giving  way  of  an  atrophied 
pedicle.  Such  a fibroid  is  generally  itself  atrophied,  blood- 
less, and  it  may  be  calcified.  It  may  lie  loose  in  the  belly, 
like  a loose  cartilage  in  the  knee-joint,  and  be  innocuous. 
Besides  this,  there  are  cases  in  which  a fibi’oid  sloughs  in 
the  form  of  a soft  mass  of  loose  fibrous  tissue.  (I  have  re- 
ferred to  this  at  p.  416.)  Such  a mass  does  not  putref}7', 


Fig.  243. — Fibroid  with  suppurated  cavity  in  its  interior.  ( From  specimen,  4,(J07b,  in 
the  Museum  of  the  Royal  College  of  Surgeons.) 

because  putrefactive  germs  do  not  get  access  to  it.  Sup- 
puration takes  place  round  it,  and  the  abscess  may  burst, 
and  the  slough  be  discharged  either  through  the  abdominal 
wall  or  into  a viscus,  unless,  which  in  the  present  day  is 
more  likely  to  happen,  the  surgeon  intervenes.*  If  not 
rescued  by  surgery,  most  such  cases  die.  They  are  so  rare 
that  we  know  not  the  causes  of  such  sloughing,  nor  the 
order  of  events  in  their  clinical  history.! 

(e)  Fatty  degeneration.  When  a fibroid  softens  and 
breaks  down,  fat  globules  are  found  among  the  detritus. 
Spots  of  softening  may  be  found  not  only  under  the  peri- 
toneum, but  scattered  through  the  substance  of  the  tumour. 

* See  Lancet,  Dec.  8,  1894. 

t For  references  to  cases  of  suppuration  and  gangrene,  see  Hartmann 
and  Mignut,  “Annales  de  Gynec.,”  June,  1896. 
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This  is  only  a part  of  the  change  that  has  been  described 
at  p.  826.  But  it  is  said  that  fibroids  are  sometimes  cured 
by  fatty  degeneration  and  absorption.  It  used  to  be  said 
that  the  puerperal  uterus  underwent  fatty  degeneration, 
and  that  fibroids  likewise,  during  childbed,  underwent 
fatty  degeneration.  More  accurate  observations  have  shown 
that  fatty  degeneration  of  the  uterus  does  not  take  place; 
and  we  have  no  evidence  of  the  alleged  cure  of  fibroids  by 
fatty  degeneration.  Fatty  change  in  fibroids  has  been  seen; 
but  it  is  very  rare — not  a thing  which  commonly  occurs 
in  childbed. 

(/)  Fibro-cystic  change.  Large  spaces  are  often  found 
within  fibroids  containing  mucoid  fluid.  Tumours  containing 
such  spaces  are  commonly  called  “ fibro-cystic  ” tumours. 
The  spaces  are  not  like  most  cysts,  cavities  with- a definite 
wall,  but  are  mere  irregular  spaces  produced  by  the  softening 
and  liquefaction  of  solid  tissue.  This  softening  generally 
implies  an  abundant  blood  supply ; and,  therefore,  these 
tumours  often  grow  fast.  Spaces  too  small  to  alter  the 
physical  signs  given  by  the  tumour  are  common,  large  spaces 
rare.  But  the  liquefaction  may  go  so  far  as  to  convert  the 
tumour  into  a bag  of  fluid  with  a comparatively  thin  wall, 
which  fluctuates  (see  Fig.  213),  and  then  diagnosis  may  be 
difficult.  We  know  nothing  as  to  why  this  change  takes 
place;  we  can  neither  predict  nor  prevent  it. 

(g)  Malignant  degeneration.  Fibroids  may  become  in- 
vaded by  cancer.  I know  not  that  the  presence  of  fibroids  in 
a uterus  in  the  least  increases  its  liability  to  cancer,  nor  know 
I of  cancer  beginning  in  a fibroid.  But  if  a uterus  which 
contains  a fibroid  becomes  the  subject  of  cancer,  the  cancer,  if 
it  be  near  the  fibroid,  will  invade  it,  just  as  it  does  any  other 
tissue.  There  is  some  reason  to  think  that  fibroids  may 
become  the  seat  of  sarcomatous  growth.  I have  seen  a case 
in  which  a bleeding  fibroid  had  dwindled  and  ceased  to  bleed 
for  years  after  oophorectomy,  and  then  began  to  grow  rapidly. 
But  it  is  very  difficult  to  distinguish  microscopically  between 
an  inflamed  fibroid  and  sarcoma.  If  fibroids  become  sarco- 
matous, we  know  not  why,  or  in  what  circumstances. 

In  brief,  the  ways  in  which  hard  subperitoneal  fibroids 
threaten  life  are  by  mechanical  pressure — either  of  very  big 
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tumours  in  the  abdominal  cavity,  or  smaller  ones  wedged  in 
the  pelvis : or  by  degenerations  which  cause  peritonitis. 

Diagnosis  of  subperitoneal  fibroids.  — In  most  cases 
this  is  easy ; in  some  difficult ; in  a few  impossible.  In  most 
cases  there  is  a tumour  made  up  of  hard  round  lumps,  which 
is  movable,  and  moves  with  the  cervix  uteri.  Such  a tumour 
can  hardly  be  anything  except  a mass  of  subserous  fibroids. 

Fibroids  or  inflamed  uterine  appendages? — When 
inflammation  of  the  ovary  or  Fallopian  tubes  has  lasted  long, 
and  led  to  the  formation  of  a thick- walled  suppurated 
cavity — a suppurated  ovarian  dermoid,  or  a large  pyo- 
salpinx — you  will  find  a hard  lump  fixed  in  the  pelvis 
by  the  side  of  the  uterus.  Then  it  will  be  difficult,  and 
may  be  for  a time  impossible,  to  say  Avhether  the  lump  in 
the  midst  of  the  inflamed  peritoneum  is  a fibroid  or  a pus 
sac.  The  following  are  the  helpful  points  : — 


FIBROID  FIXED  BY  PERIMETRITIS. 

Pain  only  severe  during 
acute  illness. 

Severe  chronic  pain  rare. 

Symptoms  quickly  im- 
proving with  rest  in 
bed. 

With  time  tumour  be- 
coming more  defined 
and  more  movable. 


PUS  SAC  WITH  THICK  WALL. 

Pain  often  severe ; its  effects 
upon  nutrition  and  facial 
expression  visible. 

Slight  relief  only  following 
expectant  treatment. 

Not  so. 


Fibroids  or  malignant  ovarian  tumour  ? — When  fibroids 
are  small,  grow  from  the  side  of  the  uterus,  and  there  has 
been  perimetritis,  so  that  they  are  fixed,  diagnosis  may  be 
difficult.  A malignant  ovarian  growth  forms  a fixed  hard 
lump  at  the  side  of  the  uterus.  The  points  in  diagnosis 
between  these  conditions  are  the  following : — 

FIBROID  FIXED  BY  PERIMETRITIS.  MALIGNANT  OVARIAN  GROWTH. 

A history  of  acute  illness  No  such  history, 
with  pelvic  pain. 

Patient,  if  wasted  during  Progressive  wasting, 
acute  illness,  has  gained 
flesh  since. 
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FIBROID  FIXED  BY  PERIMETRITIS. 


MALIGNANT  OVARIAN  GROWTH. 


Growth  slow. 

Seldom  oedema  of  legs  or 


Growth  rapid. 

CEdema  of  legs  and  ascites 


ascites. 


early. 


Subperitoneal  fibroids  or  ovarian  cysts  ? — The  broad 
rule,  that  fibroids  are  solid  and  cysts  fluid,  generally  makes 
mistake  between  them  impossible.  But  it  is  possible  with 
small  tumours.  Ovarian  multilocular  tumours  contain,  be- 
sides the  big  cavity,  agglomerations  of  small  cysts,  and  these 
latter,  felt  through  the  abdominal  wall,  seem  solid  lumps. 
It  is  possible  for  these  lumps  to  be  all  situated  in  front  of 
the  tumour,  the  big  cyst,  which  would  give  fluctuation, 
being  behind.  If  the  cyst  is  not  so  big  that  the  fluctuating 
part  can  be  easily  felt  in  the  flanks,  the  solid  lumps  in  front 
may  give  the  impression  that  the  tumour  is  fibroid.  But 
such  a condition  is  not  frequent,  nor  is  the  mistake  grave 
(except  for  the  doctor’s  reputation),  for  its  only  result  would 
be  to  postpone  operation  for  a time.  In  time  the  ovarian 
tumour  will  grow  big  enough  for  fluctuation  to  be  easily 
felt,  and  the  error  will  be  corrected.  With  fibroids  the  uterine 
canal  is  lengthened:  with  ovarian  tumours  not.  This  rule 
generally  holds  good,  and  is  useful  in  diagnosis.  Measure  the 
uterine  cavity  with  the  sound.  But  fibroids  growing  from  the 
fundus  uteri  may  not  lengthen  its  cavity,  and  ovarian  tumours 
sometimes  so  drag  on  the  uterus  as  to  elongate  it.  In  the 
latter  cases  the  altered  position  of  the  uterus  is  generally 
easily  perceived. 

Rare  forms  of  malignant  disease  of  uterus. — The  only 
other  solid  tumours  springing  from  the  cervix  uteri  and 
rising  out  of  the  pelvis  are  a very  rare  form  of  cancer 
attended  with  enlargement  of  the  uterus,  which  I have 
described  in  Chap.  XXVII.  In  this  disease  there  will  be 
the  symptoms  of  cancer,  and  you  will  make  the  diagnosis 
by  examining  the  interior  of  the  uterus.  Sarcoma  of  the 
uterus  may  form  an  abdominal  tumour,  but  it  is  so  rare 
that  we  do  not  know  how  to  distinguish  it  from  a fibroid 
or  an  ovarian  tumour  before  the  belly  is  opened.  In  a case 
under  my  care,  the  tumour  so  fluctuated,  from  effusion  of 
blood  into  it,  that  the  late  Sir  A.  Clark  took  it  for  an  ovarian 
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tumour ; and  I did  the  same  (Fig.  214).  When  the  belly 
has  been  opened,  the  only  macroscopical  difference  that  I 
know  of  between  a fibroid  an  l sarcoma  is  the  greater 
vascularity  and  therefore  deeper  colour  of  sarcoma. 

Physical  signs  of  hepatic,  splenic,  and  renal  tumours. — 
The  belly  ina}^  be  occupied  by  a solid  tumour  of  the  liver, 
spleen,  or  kidney.  Either  of  these  organs,  when  enlarged 
enough,  may  reach  down  to  the  pelvic  brim.  But  they  do 
not  rise  out  of  the  pelvis.  By  bimanual  examination  you 
can  get  your  hand  down  into  the  pelvis  below  them,  and 
grasp  the  uterus  and  establish  its  independence  of  the 
tumour.  An  enlarged  liver  rises  and  falls  with  respiration. 
An  enlarged  spleen  has  a sharp  edge  with  a notch  in  it 
looking  to  the  right  side.  I have  felt  a spleen  so  enlarged 
after  an  accident  (probably  from  haemorrhage  into  its  sub- 
stance) as  io  reach  down  to  the  pelvis.  A year  afterwards 
this  spleen  was  much  smaller,  and  lay  in  the  pelvic  brim. 
Its  edge  and  its  notch  could  be  felt.  A surgeon  had  taken 
it  for  an  ovarian  tumour.  Gourand*  has  recorded  a case  of 
a spleen  similarly  displaced.  An  enlarged  kidney  has  the 
colon  in  front  of  it.  This  bowel  may  contain  gas,  and  be 
resonant ; or  it  may  be  nearly  empty,  and  then  be  felt 
as  a soft  band  running  from  above  downwards  over  the 
tumour. 

Solid  ovarian  tumours. — A solid  lump  in  the  belly, 
arising  out  of  the  pelvis  and  connected  with  the  uterus,  is  in 
more  than  90  per  cent,  of  cases  a uterine  fibroid.  It  may  be 
an  ovarian  fibroma  or  sarcoma.  Subperitoneal  fibroids,  at- 
tached to  the  uterus  by  a stalk,  are  rare.  Fibroma  of  the 
ovary  is  also  rare.  In  each  case  you  will  feel  a hard  rounded 
tumour,  distinct  from  the  uterus,  but  yet  tethered  to  it.  And 
it  may  be  impossible  to  say  whether  the  tumour  is  a large 
subserous  fibroid  with  a narrow  stalk  or  a solid  ovarian 
tumour.  If  there  be  no  ascites,  and  the  patient  is  elderly, 
the  probability  is  immensely  in  favour  of  the  former.  Large 
subserous  stalked  fibroids  are  rare  in  young  women,  and  solid 
ovarian  tumours  are  often  accompanied  with  ascites.  A mis- 
take either  way  is  unimportant,  for  the  indications  for  treat- 
ment in  the  two  conditions  are  the  same.  It  may  be  laid 

* Bull,  et  Mem.  de  la  Soc.  Anat.  de  Paris,  Mai,  1900. 
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down  as  a general  rule  that  a solid,  movable  tumour,  attached 
to  the  uterus,  with  ascites,  in  an  otherwise  healthy  woman, 
had  better  be  soon  removed. 

Dermoid  ovarian  cysts,  when  small,  feel  like  solid  tumours, 
because  their  walls  are  thick,  and  often  contain  solid  lumps, 
so  that  a fluctuation  wave  is  not  so  easily  felt  as  in  a thin- 
walled  tumour.  Sometimes  they  contain  fat  in  pellets,  so 
that  fluctuation  is  not  present.  If  solid  lumps  in  the  cyst 
wall  are  in  front,  fluctuation  may  not  be  felt,  even  though 
the  cyst  contain  fluid  fat,  and  is  so  large  that  fluctuation 
ought  to  be  felt.  You  then  have  an  apparently  solid  tumour, 
separate  from  the  uterus,  but  connected  with  it,  movable, 
without  pain,  ascites,  or  cachexia,  and  not  nodular.  These 
characters  distinguish  it  from  a malignant  tumour.  I know 
not  how  you  are  to  distinguish  it  from  a sarcoma  or  fibroma 
of  the  ovary. 

Faecal  tumours. — Hard  faeces  in  the  bowel  may  form  a 
solid  swelling,  which  may  be  taken  for  a tumour  of  another 
kind — either  a fibroid  or  an  ovarian  tumour.  Sir  Spencer 
Wells*  relates  a case  in  which  “the  abdomen  was  distended 
beyond  the  ordinary  size  at  the  full  term  of  pregnancy,  and 
apparently  by  a well-defined  solid  tumour.”  It  was  “com- 
posed of  the  colon  and  caecum  enormously  distended.”  I have 
known  operation  recommended  for  a tumour  supposed  to  be 
ovarian,  in  which  the  correct  diagnosis,  that  of  a faecal  mass, 
was  made  by  the  late  Dr.  H.  G.  Sutton.  The  features  by 
which  faecal  tumours  may  be  recognised  are  (1)  that,  though 
apparently  solid,  they  present  some  degree  of  resonance  on 
percussion ; (2)  that  they  can  be  indented  with  the  finger, 
and,  the  tumour  not  being  elastic,  the  indentation  persists. 
The  diagnosis  is  confirmed  by  finding  the  tumour  disappear 
with  the  abundant  action  of  aperients.  The  best  aperient  to 
disintegrate  a large  faecal  mass  is  sulphate  of  magnesia,  3j 
every  hour. 

Fibroids  of  the  anterior  abdominal  wall.f  — These 
tumours  require  mention  here,  because  they  have  been  taken 
for  uterine  fibroids.  They  are  rare ; they  are  much  commoner 

* “ Ovarian  and  Uterine  Tumours.” 

t See  Labile  and  Remy,  “ Traite  des  Fibromes  de  la  Paroi  Abdominale,” 
Paris,  1888.  A full  account  of  the  subject. 
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in  women  than  in  men,  and  in  women  who  have  had  many 
children  than  in  those  who  have  not  been  pregnant.  They 
develop  during  the  years  of  sexual  activity.  From  these 
facts  it  would  seem  likely  that  the  causes  of  such  growths  are 
to  be  found  in  incidents  connected  with  the  reproductive 
function.  It  is  believed  that  they  sometimes  arise  from 
rupture  of  muscular  fibres  during  labour,  leading  to  extra- 
vasation of  blood  and  exudation  of  lymph,  which  become 
organised  into  a mass  of  fibrous  tissue ; and  this,  from  some 
unknown  cause,  grows  bigger,  a process  allied  to  keloid 
growth  in  scar- tissue.  When  situated  high  up  in  the  belly, 
these  tumours  are  often  firmly  united  to  the  peritoneum, 
because  over  the  upper  two- thirds  of  the  recti  muscles  the 
peritoneum  is  normally  closely  blended  with  the  transversalis 
fascia,  and  these  tumours  commonly  grow  in  the  transversalis 
fascia.  They  are  generally,  not  always,  single,  and  are  never 
in  the  middle  line.  They  are  usually  smooth  on  the  surface, 
rounded,  flattened  from  before  backwards,  and  for  the  most 
part  encapsuled.  Unless  large,  they  are  not  very  vascular. 
The  largest  on  record  weighed  over  35  lb.,  and  required  an 
incision  12  inches  long  for  its  removal.  They  are  made  of 
white  fibrous  tissue,  and  are  subject  to  the  same  kinds  of 
degeneration  as  uterine  fibroids — oedema,  breaking  down  into 
c}'st  - like  cavities,  haemorrhage,  calcareous  deposit.  After 
removal  they  do  not  recur. 

Clinical  history. — Fibroids  of  the  abdominal  wall  cause 
no  symptoms  until  they  are  big  enough  to  do  so  mechani- 
cally. They  form  firm  mobile  tumours,  which,  when  pinched 
up,  feel  as  if  they  had  a pedicle.  This  feeling  as  if  a pedicle 
were  present  has  led  to  mistakes  in  diagnosis  and  treatment, 
the  common  error  being  the  taking  of  these  tumours  for 
uterine  fibroids.  Such  error  is  especially  likely  if  the  patient 
be  pregnant,  for  then  the  enlarged  uterus  will  be  felt,  and  the 
fibroid  of  the  abdominal  wall  will  feel  like  a lump  springing 
from  the  surface  of  the  uterus.  The  diagnostic  sign  is  that 
a tumour  of  the  abdominal  wall  becomes  fixed  when  the 
muscles  contract.  This  sign  establishes  its  relation  to  the 
belly  wall.  Its  separateness  from  the  uterus,  or,  rather, 
viscera,  can  be  demonstrated  by  putting  the  patient  on  her 
knees  and  elbows,  in  which  position  the  belly  wall  is  re- 
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laxed,  and  gravity  makes  the  tumour  sink  downwards,  away 
from  the  viscera. 

The  diagnosis  between  fibroids  of  the  abdominal  wall 
and  other  tumours  plainly  seated  outside  the  belly  cavity, 
such  as  hernias,  fatty  tumours,  gummata,  abscesses,  etc., 
depends  not  on  features  special  to  women,  and  is  therefore 
beyond  the  scope  of  this  work. 

Treatment. — The  only  treatment  of  a fibroid  of  the 
abdominal  wall  is  its  removal.  If  it  be  found  closely  united 
to  the  peritoneum,  the  peritoneum  should  be  removed  with 
it.  There  should  be  no  attempt  to  dissect  off  a layer  of  the 
tumour  in  order  to  preserve  the  peritoneum.  The  details 
of  the  operation  are  not  special  to  women,  therefore  I do  not 
describe  them. 
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CHAPTER  LXI. 

THE  TREATMENT  OF  SUBPERITONEAL  FIBROIDS. 

The  only  treatment  of  hard  subperitoneal  fibroids  is  by 
operation.  As  they  are  outside  the  muscular  wall  of  the  uterus, 
they  are  not  affected  by  the  muscular  contractions  which 
ergot  produces.  As  they  cause  not  bleeding,  electrical  cooking 
of  the  endometrium  does  no  good.  The  conditions  which  call 
for  operation  have  been  described  in  the  preceding  chapter. 

The  treatment  of  subperitoneal  fibroids. — The  treat- 
ment required  depends  upon  the  kind  and  amount  of 
trouble  that  the  tumours  are  causing.  Consider  the  various 
conditions  in  which  a patient  with  subperitoneal  fibroids 
may  ask  for  advice. 

(1)  Fibroids  not  causing  symptoms. — The  size  of  the 
tumour  has  attracted  the  patient’s  attention,  but  she  is  not 
suffering  in  any  way  from  it. 

No  drug  has  any  influence  upon  the  growth  of  sub- 
peritoneal fibroids,  nor  has  electricity.  The  only  effective 
treatment  is  surgical  treatment.  The  alternative  is  letting 
the  tumour  alone.  Some  expert  operators  have  urged  that 
every  fibroid  should  be  removed,  whether  causing  trouble  or 
not,  on  the  ground  that  if  it  be  not  causing  trouble  now  it 
will  by-and-by.  The  decision  must  rest  with  the  patient. 
Your  duty  is  to  put  before  her  the  probable  consequences 
of  letting  the  tumour  alone,  and  the  probable  consequences 
of  having  it  removed.  She  must  decide. 

What  are  these  consequences  ? Suppose  that  she  lets  it 
alone.  Her  belly  will  remain  big,  and  it  may  get  a little 
bigger.  It  is  possible  that  it  may  get  very  big  It  is  also 
possible  that  degeneration  of  the  tumour  may  set  up  inflam- 
mation, or  that  it  may  get  incarcerated  or  adherent  in 
such  a way  as  to  interfere  with  other  organs  by  its  pressure. 
But  these  things  are  very  unlikely.  The  chances  are  that 
an  increase  of  an  inch  or  two  in  her  waist  measurement 
will  be  all  the  trouble  that  her  tumour  will  give  her. 
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Suppose  that  the  tumour  is  removed.  Some  mishap 
during  the  operation  may  kill  her  in  a few  days.  This  is 
unlikely,  because  when  the  tumour  is  small  and  the  peri- 
toneum healthy,  the  operation  is  easy  and  safe ; but  it  is 
possible.  In  any  case,  the  patient  will  have  three  weeks  in 
bed,  and  it  will  be  months  before  she  regains  the  tone  of 
her  nervous  system.  The  days  following  the  operation  will 
be  very  unpleasant  ones,  marked  by  vomiting,  thirst,  pain, 
and  anxiety.  After  she  gets  up  she  will  have  a scar,  a weak 
place  in  the  belly  wall,  which  even  years  afterwards  may 
give  way,  and  allow  a hernia  to  protrude.  If  she  be  of  an 
age  at  which  some  years  of  menstruation  may  yet  be  ex- 
pected, the  menopause,  with  atrophy  of  the  remaining  geni- 
talia, will  come  on  prematurely.  None  of  these  things  are 
desirable.  What  does  she  gain  by  submitting  to  all  this  ? 
Nothing  but  a slightly  smaller  waist,  and  security  against 
some  contingent  but  improbable  dangers.  I think  a sane 
woman  will  prefer  to  wait  as  she  is. 

(2)  Fibroids  causing  symptoms  by  their  size. — The 
tumour  is  so  big  that  it  causes  discomfort,  makes  the  patient 
short  of  breath,  unwieldy,  unable  to  take  exercise. 

Removal  by  operation  is  the  only  cure.  What  will 
follow  letting  it  alone  ? Matthews  Duncan,  a physician 
who  did  not  favour  rash  surgery,  says : “ A woman  with  an 
enormous  fibroid  will  not  live  to  be  an  aged  woman.”*  The 
patient  will  be  liable  to  dangerous  pressure  symptoms,  and 
to  the  consequences  of  degeneration  of  the  tumour.  Even 
if  these  do  not  arise,  she  will  lead  a life  of  unhealthy  in- 
activity. Degenerative  changes  in  the  heart  will  be 
favoured,  and  the  danger  from  any  disease  which  throws 
strain  on  heart  and  lungs  will  be  increased.  There  are 
thus  not  merely  contingent  risks,  but  actual  and  persistent 
evils.  In  the  present  state  of  abdominal  surgery,  the  risk 
to  life  in  the  removal  even  of  a big  fibroid  is  small,  and 
the  possible  undesirable  after-consequences  are  less  grave 
than  the  constant  presence  of  a great  tumour.  A well- 
advised  patient  will  therefore  welcome  relief  by  operation. 

(3)  Fibroids  incarcerated  in  the  pelvis. — If  a fibroid  is 
causing  pressure  symptoms  through  being  locked  under 

* “Clinical  Lectures.”  4th  edition,  p.  330. 


THE  TREATMENT  OF  SUBPERITONEAL  FIBROIDS.  837 


the  sacral  promontory,  the  first  thing  is  to  push  it  up. 
Any  operative  treatment  must  be  preceded  by  making  the 
tumour  accessible.  Such  tumours  can  generally  be  pushed 
up  manually,  if  the  patient  is  anaesthetised ; or  the  pressure 
of  a dilating  bag  in  the  vagina  may  be  used.  This  is  dis- 
agreeable to  the  patient,  but  effective.  When  the  tumour 
is  lifted  out  of  the  pelvis  pressure  symptoms  will  cease. 
The  question  of  further  interference  must  be  settled  by 
the  considerations  which  apply  to  tumours  in  the  abdo- 
minal cavity. 

(4)  Fibroids  adherent  in  the  pelvis,  or  growing  into  the 
broad  ligament. — -These  cases  need  separate  consideration, 
because  in  them  operative  cure  is  more  difficult,  and  there- 
fore more  dangerous  than  in  fibroids  projecting  into  the 
abdominal  cavity  and  freely  movable.  When  fixed  by  peri- 
tonitis, it  is  difficult  to  say  how  much  the  symptoms  are 
due  to  the  tumours  and  how  much  to  the  peritonitis.  It  is 
infinitely  rare  for  a small  fibroid  fixed  by  adhesions,  or  by 
its  place  of  growth,  to  cause  any  danger  to  life  or  health, 
although  it  may  cause  some  local  disagreeable  symptoms. 
Therefore  advise  patients  with  such  tumours  to  let  them 
alone.  As  to  exceptional  cases,  rules  cannot  be  laid  down. 

Choice  of  operation. — If  operative  treatment  of  sub- 
peritoneal  fibroids  is  decided  upon,  the  operator  must  not 
finally  decide  what  operation  he  will  do  till  after  he  has 
opened  the  belly  and  found  out  the  relations  ’of  the  tumour. 
One  of  four  operations  may  be  done. 

1.  Oophorectomy.— When  this  is  done,  as  a rule  fibroids 
dwindle  in  size,  and  haemorrhage  ceases.  When  this  fact  was  dis- 
covered byTrenholme  and  Lawson  Tait,the  methods  of  hysterec- 
tomy were  imperfect,  and  therefore  oophorectomy  was  much  less 
dangerous.  Hence  for  a time  oophorectomy  was  often  performed 
for  bleeding  fibroids;  and  by  some  it  is  still  performed.  But  at 
the  present  day  the  body  of  the  uterus  can  be  removed  as  safely 
as  the  ovaries.  Oophorectomy  occasionally  fails  to  stop  bleed- 
ing ; there  is  some  slight  reason  to  think  that  a fibroid  uterus 
which  has  been  made  to  atrophy  by  removing  the  ovaries  may 
become  the  seat  of  sarcomatous  growth;  and  oophorectomy, 
when  it  stops  bleeding,  also  brings  with  it  the  unpleasant  accom- 
paniments of  the  climacteric,  which  the  patient,  if  young,  may 
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feel  very  acutely.  For  these  reasons  T advise  against  oophorec- 
tomy for  fibroids,  except  in  a case  in  which,  from  some  cause, 
such  as  extensive  growth  into  the  broad  ligament,  there  is  ex- 
ceptional difficulty  in  removing  the  uterine  body,  while  the 
ovaries  can  easily  be  removed.  But  such  a case  is  very  rare. 

2.  Myomectomy. — This  means  taking  out  the  fibroid  or 
fibroids,  and  leaving  the  uterus,  ovaries,  and  tubes  behind.  If 
the  patient  is  young,  so  that  it  is  important  not  to  rob  her  of 
possible  maternity,  this  is  the  ideal  operation.  If  she  is  so 
old  that  pregnancy  cannot  occur,  there  is  no  advantage  in  leaving 
behind  the  body  of  a uterus  which  may  contain  other  small  fi- 
broids, not  perceivable  at  the  time  of  operation.  This  operation 
can  be  done  when  a sub-peritoneal  fibroid  is  pedunculated,  or 
projects  on  the  peritoneal  aspect  of  the  uterus.  The  details  of 
the  operation  vary  indefinitely  according  to  the  thickness  of  the 
pedicle,  if  present,  or  the  size  and  situation  of  the  tumour  or 
tumours.  The  principles  of  the  operation  are  the  following  ? — 

(1)  If  there  is  a pedicle,  the  tumour  should  be  detached  by 
cutting  out  of  the  pedicle,  close  to  the  uterus,  a wedge-  shaped 
piece,  so  that  then  the  peritoneal  surfaces  of  the  two  flaps  left 
can  be  sewn  together. 

(2)  If  there  is  no  pedicle,  an  incision  should  be  made  over 
the  tumour  along  its  equator,  till  its  capsule  is  reached. 
Then  the  tumour  can  be,  with  the  fingers,  shelled  out  of  its 
capsule.  This  can  generally  be  done  easily. 

(3)  Sutures  are  now  applied  in  such  a manner  as  to  (a) 
constrict  the  bleeding  vessels,  and  (6)  bring  together  the 
peritoneum  bounding  the  bed  of  the  fibroid.  How  best  to 
put  in  these  stitches  depends  upon  features  special  to  each  case. 

(4)  If  the  fibroid  or  fibroids  that  have  been  enucleated  have 
left  behind  them  cavities  so  large  and  vascular  that  the  aims 
above  mentioned  cannot  be  satisfactorily  attained,  the  attempt 
to  save  the  uterus  should  be  given  up,  and  the  operation 
completed  by  amputating  the  body  of  the  uterus  in  the 
manner  presently  to  be  described.  If  the  tumour  was  on  one 
side  of  the  uterus,  and  haemorrhage  is  difficult  to  stop,  you 
may  be  able  to  check  it  and  yet  save  the  uterus,  by  putting  a 
ligature  round  the  broad  ligament  and  uterine  artery,  on  that 
side  only.  I have  done  this  with  success. 

3.  Amputation  of  the  body  of  the  uterus  : often  spoken 
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of  as  hysterectomy. — The  abdomen  is  opened  in  the  same 
way  as  in  ovariotomy,  in  the  middle  line,  and  over  the  most 
prominent  part  of  the  tumour.  Make  the  first  incision  long 
enough  to  enable  you  to  bring  the  tumour  out  of  the  belly. 
You  will  do  this  more  easily  if  you  fix  it  Avith  Tait’s  or  Greig 
Smith’s  “ myoma  screw.”  When  the  tumour  is  outside  the 
belly,  the  neck  of  the  uterus  fills  the  loAver  end  of  the  wound. 
The  upper  part  of  the  Avound  Avill  gape,  and  boAvels  may  pro- 
trude. Put  in  one  or  tAvo  of  tlie  stitches  with  Avhich  the 
abdominal  Avound  Avill  be  closed,  and  hold  them  temporarily 
together  Avith  artery  forceps,  or  tie  them  so  as  to  keep  the 
Avound  closed  Avhile  you  deal  Avith  the  tumour. 

The  next  step  is  to  tie  the  broad  ligaments.  Hold  up  one 
ligament,  look  through  it,  and  choose  a place  near  the  uterus 
and  Ioav  doivn,  Avhere  the  ligament  is  not  traversed  by  a big 
vessel.  At  this  place  push  a closed  artery  forceps  through 
the  ligament  (preparing  the  Avay  for  it,  if  necessary,  by  a 
blunt  pedicle  needle).  Open  the  forceps,  Avidely  separate 
the  blades,  and  withdraAV  it,  thus  tearing  an  opening  about 
an  inch  long.  Through  this  opening  pass  two  ligatures. 
See  that  they  are  not  interlocked,  and  Avith  them  tie 
tightly  the  broad  ligament  near  the  uterus  and  near  the 
pelvic  Avail,  leaving  at  least  an  inch  of  tissue  betAveen  them. 
Divide  the  broad  ligament  Avith  scissors  midway  betAveen 
the  ligatures.  Do  the  same  on  the  opposite  side.  Your 
assistant  can  iioav  lift  the  tumour  higher  up  out  of  the 
pelvis.  Snip  through  the  peritoneum  Avith  scissors  along 
a line  running  horizontally  about  half  an  inch  above  the 
vesico-uterine  pouch.  Strip  it  off  the  uterus  beloAv  this  line 
by  pressing  it  downwards  with  a sponge.  Then  tie  the 
uterine  arteries.  Put  your  finger  and  thumb  doAvn  the  side 
of  the  cervix,  so  as  to  grasp  the  broad  ligament  between  them, 
and  feel  for  the  pulsation  of  the  uterine  artery.  If  there  is 
much  tissue  above  the  uterine  artery,  tie  and  divide  another 
bundle  of  broad  ligament  tissue  in  the  way  just  described. 
Having  identified  the  uterine  artery,  pass  a ligature  by  a 
blunt,  much-curved  needle  through  the  tissues  beloAv  the 
artery,  keeping  close  to  the  cervix,  so  that  you  may  not 
include  the  ureter.  Do  not  try  to  isolate  the  uterine  artery 
by  dissection.  Guide  the  ligature  by  the  finger  and  thumb 
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which  hold  the  beating  artery  between  them.  Tie  it  as 
tightly  as  you  can.  Do  the  same  on  the  opposite  side. 
This  ligature  of  the  uterine  artery  is  the  cardinal  point 
in  the  operation.  It  was  introduced  by  Stimson  in  1889. 

If  these  things  have  been  properly  done,  the  main  blood 
supply  of  the  uterus  has  been  stopped.  With  a scalpel  cut 
away  the  bulk  of  the  uterus,  leaving  a stump  about  three 
inches  long.  If  the  arteries  have  been  properly  tied  there 


an  incision  in  front  of  the  uterus,  beginning  about  an  inch 
above  the  os  internum  and  going  downwards  and  backwards, 
another  behind,  beginning  at  the  same  point  and  going 
downwards  and  forwards,  the  two  incisions  meeting  at  or  a 
little  below  the  level  of  the  os  internum,  thus  excising  a 
wedge-shaped  piece,  and  leaving  a stump  formed  of  an 
anterior  and  posterior  flap.  Bring  these  flaps  together, 
and  see  how  closely  you  can  fold  them  into  contact.  If 
apposition  be  not  perfect,  trim  away  fibro- muscular  tissue 
until  your  flaps  are  so  shaped  that  you  can  bring  them 
together  easily.  This  done,  sew  the  flaps  together  in  such 
a way  as  to  have  the  stump  covered  with  peritoneum — 
either  with  Lembert’s  suture  or  by  folding  one  flap  over  the 
other,  as  in  the  diagram  (Fig.  244).  Do  this  so  thoroughly 
that  no  gap  may  be  left,  but  the  stump  be  covered  with  a 
continuous  sheet  of  peritoneum.  When  you  have  finished 
this,  see  that  the  peritoneum  is  dry  and  clean,  and  that 
no  bleeding  is  going  on.  Then  close  the  abdominal  in- 
cision as  after  ovariotomy. 

The  operation  just  described  is  one  of  the  simplest  and 


Fig.  244.— Diagram  showing  mode  of  stitching  cervical 
stump. 


will  be  no  bleeding 
(after  the  escape  of 
the  blood  already  in 
the  uterus)  except 
such  few  drops  as 
can  get  to  the  uterus 
through  collateral 
channels.  This  at- 
tained,the  next  thing 
is  to  trim  and  suture 
thestump.  Cutaway 
superfluous  tissue  by 
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safest  in  abdominal  surgery.  Its  mortality  ought  not  to 
exceed  that  of  ovariotomy.  The  condition  necessary  for  its 
easy  and  safe  performance  is  that  the  cervix  shall  not  be  in- 
volved in  the  growth.  If  the  cervix  is  free  you  will  run  no 
risk  of  including  the  ureter  in  your  ligature,  if  you  put  the 
ligature  close  to  the  uterus. 

You  may  have  to  deal  with  tumours  growing  out  from 
the  sides  of  the  uterus  into  the  pelvic  cavity,  so  as  to  much 
narrow  the  space  in  which  you  have  to  feel  for  and  ligature 
the  uterine  arteries,  and  in  that  case  there  will  be  danger  of 
including  the  ureter  in  the  ligature.  And  the  tumour  may 
prevent  you  from  reaching  the  uterine  artery.  In  such  a case 
the  best  course,  if  possible,  is  first  to  tie  and  divide  the  broad 
ligaments,  and  then  enucleate  the  tumour  or  tumours  Avhich 
fill  up  the  pelvic  cavity.  When  this  is  done  you  will  have 
plenty  of  room  to  feel  for  the  uterine  arteries  and  tie  them 
without  endangering  the  ureters. 

Supposed  necessity  for  sterilising  the  cervical  canal.  — 
Some  people  think  it  needful  to  do  things  to  the  vagina 
and  cervix  uteri  to  make  them  £:  aseptic.”  The  investiga- 
tions of  bacteriologists  show  that  in  healthy  women  the 
lower  part  of  the  vagina  swarms  with  micro-organisms ; 
that  there  are  very  few  in  the  upper  part  of  the  vagina, 
and  none  inside  a healthy  uterus.  Some  hold  further  that 
the  cervical  secretions  destroy  bacteria.*  If  these  obser- 
vations are  to  be  trusted,  nothing  is  required  to  make  the 
healthy  cervix  aseptic,  for  it  is  aseptic  already.  The  microbes 
so  abundant  in  a healthy  vagina  are  not  morbific.  A wound 
in  it  heals  without  fever  if  it  is  kept  clean.  Washing  away 
the  discharge  is  enough  to  secure  this  without  taking  trouble 
to  destroy  germs.  Operators  who  apply  no  preliminary  treat- 
ment to  the  vagina,  and  take  no  pains  to  sterilise  the  cervical 
canal,  get  as  good  results  as  those  who  do. 

4.  Hysterectomy : so-called  pan-hysterectomy.  — The 

operation  just  described  is  applicable  to  the  great  majority  of 
uterine  fibroids  requiring  removal.  But  there  are  excep- 
tional cases  in  which  it  is  necessary  to  remove  both  the 
cervix  and  the  body  of  the  uterus.  The  lower  uterine  seg- 
ment and  cervix  may  be  so  uniformly  enlarged  that  there  is 

* See  Menge  and  Krouig,  “ BucGriologie  des  weiblichen  Genitulkanales.” 
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no  one  lump  that  can  be  enucleated.  There  may  be  reason 
to  think  that  the  tumour  is  sarcomatous,  or  that  there  is 
cancerous  disease.  Seeing  what  a low  mortality  attends  the 
removal  of  the  whole  uterus  by  the  vagina,  it  is  difficult  to 
explain  why  removal  of  the  whole  uterus  by  the  abdomen 
should  entail  greater  risk  than  amputation  of  the  uterine 
body.  But,  nevertheless,  the  experience  of  all  operators,  so 
far  as  I know,  goes  to  show  that  it  is  less  dangerous  to 
amputate  the  body  of  the  uterus  and  leave  the  cervix,  than 
to  remove  cervix  and  body. 

If  it  is  judged  necessary  to  remove  the  whole  uterus,  the 
best  method,  in  my  opinion,  is  that  of  Doyen.  The  advant- 


Fig.  245. — (a),  Doyen’s  sliding  hook  clamp  ; (b),  Doyen’s  retractor. 

age  of  this  method  is,  that  by  peeling  the  uterus  from  below 
upwards  off'  the  bladder  and  ureters,  the  risk  of  injury  to 
these  parts  is  reduced  to  a minimum.  The  operation  is  per- 
formed as  follows  : — 

It  is  essential  that  the  patient  should  be  placed  in  the 
Trendelenburg,  or  raised  pelvis  position.  A long  forceps  is 
put  in  the  vagina,  with  its  end  in  the  posterior  cul  de  sac. 
The  abdomen  is  opened,  and  the  tumour  brought  outside  in 
the  manner  already  described.  An  assistant  then  pushes  up 
as  high  as  possible  the  forceps  in  the  vagina.  With  this  as  a 
guide  the  operator  opens  with  scissors  the  posterior  vaginal 
fornix.  This  done,  the  posterior  lip  of  the  uterus  is  seized 
by  a strong  tenaculum  with  sliding  catch,  designed  for  the 
purpose  by  Dr.  Doyen  (Fig.  245a).  It  is  then  pulled  up  (Fig. 
246),  and  the  operator,  guiding  his  scissors  with  the  left  hand, 
cuts  round  the  lateral  attachments  of  the  uterus.  As  the 
arteries  spout  they  are  clipped  with  pressure  forceps.  Then 
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the  anterior  vaginal  fornix  is  cut  through,  and  the  cervix 
uteri  pulled  up.  As  this  is  done,  the  loose  cellular  tissue 
between  the  bladder  and  uterus  is  torn  through  with  the 
greatest  ease  (Fig.  247).  The  vesico-uterine  peritoneum  is 
then  cut  through.  The  remaining  lateral  attachments  of  the 


Fig.  24G. — Hysterectomy  by  Doyen’s  method  : separation  of  bladder  begun. 


uterus  are  then  cut  through,  either  with  or  without  prelim- 
inary ligature,  according  to  the  judgment  of  the  operator. 
The  operator’s  next  business  is  to  tie  the  bleeding  points  that 
have  been  secured  with  forceps,  as  well  as  any  others  that  he 
may  find  bleeding.  This  is  much  facilitated  by  exposing 
the  parts  with  Doyen’s  retractor  (Fig.  245b).  When  all 
bleeding  points  have  been  secured,  the  anterior  and  pos- 
terior flaps  of  peritoneum  are  sewn  together  in  such  a way 
as  to  close  the  peritoneum  over  the  tubo-ovarian  stumps  on 
each  side,  the  retro-vesical  peritoneum  being  sewn  to  that  of 
Douglas’s  pouch.  The  peritoneum  is  then  made  dry  and  clean, 
and  the  abdomen  closed  in  the  same  way  as  after  ovariotomy. 

The  operation  may  be  made  easier,  especially  if  the  cervix 
be  low  down,  by  dividing  the  anterior  vaginal  cul  de  sac,  and 
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separating  the  bladder  and  ureters  from  the  uterus  in  the 
same  maimer  as  in  vaginal  hysterectomy,  before  opening  the 
abdomen. 

Fallacies  of  statistics  of  hysterectomy. — It  is  difficult 


Fig.  247.  — Hysterectomy  by  Doyen’s  method  : cervix  separated  from  bladder. 


to  judge  of  the  relative  merits  of  these  different  operations 
by  statistics  of  the  results,  although  it  is  by  such  statistics 
that  the  question  must  be  settled.  A knowledge  of  the 
idiosyncrasies  of  the  compiler  is  required  for  the  interpreta- 
tion of  statistics  of  hysterectomy,  as  it  is  for  those  of 
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ovariotomy.  But  besides  this,  uteri  enlarged  by  fibroids 
vary  so  infinitely  in  the  conditions  which  make  an  operation 
easy  or  difficult,  safe  or  dangerous,  that  to  compare  small 
lists  of  hysterectomies  with  one  another  is  like  comparing 
tables  of  amputations  without  taking  into  account  the 
proportions  which  occur  in  the  tables  of  amputations  at 
the  hip  joint  and  amputations  of  fingers  and  toes.  Cases 
in  which  the  cervix  is  long  and  movable  can  be  easily  and 
safely  dealt  with  by  any  method  of  hysterectomy,  while 
when  the  reverse  condition  is  present,  every  method  is 
difficult  and  dangerous.  Therefore,  only  a large  number  of 
cases  very  exactly  described  can  finally  settle  this  question. 
Meanwhile  each  operator  must  be  guided  by  his  own 
experience.  Statistics  seem  to  show  that  supra- vaginal  ampu- 
tatioh  is  safer  than  so-called  pan-hysterectomy.  The  largest 
collection  of  cases  yet  published  is  that  compiled  by 
Olshausen.*  It  embraces  806  cases  of  supra-vaginal  ampu- 
tation of  the  uterine  body,  with  45  deaths,  or  5'6  per  cent. ; 
and  520  cases  of  removal  of  the  whole  uterus,  with  50  deaths, 
or  9'6  per  cent.  Knowing  how  much  more  quickly  successful 
cases  get  into  print  than  unsuccessful,  I think  that  this  table 
if  erroneous,  is  so  by  underrating  the  mortality. 


Veit’s  “ Handbuch  der  G-ynakologie,”  band  ii. 
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CHAPTER  LXII. 

ECTOPIC  AND  COMPLICATED  PREGNANCY. 

Ectopic  pregnancy  attracts  attention  in  different  ways 
at  different  periods  of  its  course.  In  its  first  three  months 
it  causes  internal  haemorrhage,  and  is  thus  found  out.  I 
have  described  this  event  in  Chapters  XIX.  and  XX.  Later 
it  forms  an  abdominal  tumour.  In  this  chapter  I consider 
the  diagnosis  of  tumours  so  formed  from  those  which  re- 
semble them,  and  their  treatment.  Extra-uterine  pregnancy 
has  to  be  diagnosed  (1)  when  the  child  is  living;  (2)  aftei 
it  is  dead. 

When  you  have  determined  the  fact  of  pregnancy  with 
a living  child  by  hearing  the  foetal  heart,  vaginal  examination 
is  required  to  ascertain  whether  the  pregnancy  is  intra-  or 
extra-uterine,  and  in  the  former  case  whether  there  is  any 
condition  in  the  pelvis  which  may  obstruct  delivery.  A living 
extra-uterine  child  may  go  to  full  term  in  one  of  two  places : 
(a)  below  the  pelvic  peritoneum,  ( b ) in  the  peritoneal  cavity. 
The  former  is  the  commoner. 

Diagnosis  of  intra-peritoneal  pregnancy. — In  some  cases 
the  ovum  fertilised  in  the  tube  makes  its  way  out  of  the  tube, 
either  by  rupture  or  through  the  fimbriated  end,  and  develops 
in  the  peritoneal  cavity.  It  may  lie  in  its  membranes,  or  it 
may  have  kicked  a hole  through  them,  and  lie  free  among 
the  bowels,  with  fragments  of  membrane  adhering  to  its 
skin.  In  this  case  the  uterus  may  be  displaced,  either 
downwards  and  forwards,  or  downwards  and  backwards,  or 
to  either  side.  The  child  will  be  unusually  movable,  g-nd 
its  outline  and  movements  will  be  felt  with  unusual  ease. 
When  the  child  is  under  the  peritoneum,  the  tension  of 
that  membrane  fixes  the  uterus ; but  when  the  child  is  free 
in  the  belly  the  uterus  is  not  fixed  unless  the  placenta  is 
attached  to  it.  The  child  does  not  descend  into  Douglas’s 
pouch,  for  there  is  plenty  of  room  for  it  above,  and  there 
is  no  force  to  drive  it  down. 
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Importance  of  uterine  contractions  and  souffle. — Two 

signs  which  always  are  present  in  uterine  pregnancy 
are  absent  in  extra-uterine  pregnancy : the  rhythmical 
contractions  of  the  uterus  and  the  uterine  souffle.  A souffle 
of  any  kind  is  only  exceptionally  heard  over  an  ectopic 
pregnancy,  and  then  only  over  the  uterus,  not  over  the  sac 
containing  the  foetus.  A souffle  having  rhythmical  variations 
in  loudness,  such  as  those  of  the  uterine  souffle,  is  not  heard. 
These  signs  would  differentiate  uterine  from  ectopic  preg- 
nancy were  it  not  that  they  are  sometimes  difficult  to 
make  out.  In  a fat  woman,  or  one  very  tender  or  rest- 
less, it  may  be  difficult  to  feel  uterine  contractions,  and 
in  a noisy  room  to  hear  the  uterine  souffle.  When  the 
absence  of  a sign  is  the  important  matter,  every  possible 
difficulty  in  getting  it  must  be  remembered. 

The  diagnosis  of  extra-uterine  pregnancy  after  death 
of  the  child.  - — - A patient  with  extra-uterine  pregnancy 
seldom  goes  to  term  without  consulting  a doctor.  If  the 
patient  has  been  seen  early  in  pregnancy  by  a competent 
man,  the  diagnosis  will  have  been  made.  Even  if  the 
doctor  has  not  recognised  the  condition,  the  patient  has 
generally  had  a suspicion  that  she  was  pregnant.  But  now 
and  then  you  may  see  a case  after  the  death  of  the  child  in 
which  it  has  never  occurred  either  to  doctor  or  patient 
that  she  was  pregnant.  In  such  a case  the  diagnosis  may 
be  difficult.  The  history  is  here  important. 

History  of  ectopic  pregnancy.— Every  case  of  ectopic 
pregnancy  is  in  the  beginning  tubal,  or  (very  rarely) 
ovarian.  Before  three  months  are  past,  the  ovum 

has  got  too  big  to  remain  in  the  tube.  Then  either 
(1)  the  tube  is  perforated.  It  may  be  perforated  (a)  at 
a . part  of  its  wall  that  is  covered  by  peritoneum. 

Then  there  will  be  great  bleeding  into  the  peritoneal 

cavity.  The  diagnosis  and  treatment  of  this  event 

I have  described  in  Chapter  XIX.  The  fcetus  may 

die,  or  it  may  go  on  developing  in  the  peritoneal 

cavity.  The  tube  may  burst  ( b ) at  a part  where  it 
is  not  covered  by  peritoneum,  but  is  in  contact  with 
the  cellular  tissue  of  the  broad  ligaments.  The  clinical 
history  of  this  occurrence  I have  related  in  Chapter  XX. 
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The  foetus  in  consequence  of  such  rupture  may  escape  into 
the  cellular  tissue.  The  rupture  may  lead  to  such  damage 
to  the  chorionic  vessels  as  to  kill  the  foetus ; or  the  foetus 
may  go  on  to  term,  developing  underneath  the  pelvic  peri- 
toneum. (2)  The  foetus  may  die,  hnemorrhages  take  place 
into  its  chorion,  the  clots  become  partly  decolourised  and 
organised,  and  thus  the  ovum  come  exactly  to  resemble 
the  specimens  found  in  every  museum  and  labelled 
“carneous  mole,”  but  which  have  been  expelled  from  the 
uterus.  Hence  an  ovum  similarly  changed  in  the  tube 
has  been  called  a tubal  mole.  Such  a mole  has  been  found 
lying  in  the  expanded  outer  part  of  a tube  which  showed 
no  sign  of  rupture  ;*  and  hence  it  has  been  inferred  that 
the  ovum  had  been  expelled  from  the  tube  by  way  of 
its  abdominal  end ; an  event  which  has  been  called  “ tubal 
abortion .”  Some,  however,  doubt  the  fact  of  expulsion  of 
a mole,  thinking  that  the  ovum  had  most  probably  originally 
developed  at  the  place  where  it  was  found.  It  is  very  difficult 
to  be  sure  that  we  interpret  specimens  and  descriptions  of 
specimens  correctly,  and  I therefore  express  no  opinion  on 
this  point.  (3)  The  foetus  in  its  membranes  may  come  to 
protrude  more  and  more  out  of  the  open  end  of  the  Fallopian 
tube  until  the  greater  part  of  it,  and  finally  practically  the 
whole  of  it,  comes  to  be  in  the  peritoneal  cavity.  It  may  also, 
as  has  been  pointed  out,  get  into  the  peritoneal  cavity  by 
rupture  of  the  tube.  If  the  membranes  get  torn  the  foetus 
may  come  to  lie  free  among  the  bowels.  The  placenta  as 
it  grows  may  spread  beyond  the  tube.  It  has  been  found 
implanted  on  the  broad  ligament,  uterus,  bladder,  abdominal 
wall,  large  intestine,  small  intestine,  mesentery,  omentum, 
stomach.  During  ectopic  pregnancy  a decidua  is  formed 
in  the  uterus,  and  this  is  at  some  time  expelled  with  pain 
and  bleeding.  The  changes  in  the  tube  that  I have 
mentioned,  independently  of  rupture,  also  cause  pain.  The 
pain  is  severe  and  paroxysmal. 

Hence  it  is  rare  for  ectopic  pregnancy  to  go  to  full 
term  without  enough  symptoms  to  make  the  patient  think 
that  if  she  be  pregnant,  the  pregnancy  is  not  quite  natural. 
Rupture  of  the  tube  is  attended  with  well-marked  symptoms 

* See  Muret,  Medical  Chronicle,  September,  1893. 
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of  internal  haemorrhage.  We  might  expect  that  if  develop- 
ment of  the  foetus  in  the  peritoneal  cavity  has  taken  place 
by  gradual  protrusion  of  the  bag  of  membranes  from  the 
open  end  of  the  tube,  it  would  reach  term  without  any 
history  like  that  of  rupture.  But  I know  not  that  this  has 
been  proved  by  comparing  records  of  cases  with  their  clinical 
histories. 

If  the  pregnancy  has  reached  its  second  half,  foetal  move- 
ments will  have  been  often  felt  by  the  patient ; and  if  she  has 
consulted  a doctor,  he  will  have  heard  the  foetal  heart.  The 
breasts  will  have  enlarged. 

Spurious  labour. — When  full  term  is  reached,  spurious 
labour  follows.  This  consists  in  intermittent  pains,  like 
those  of  labour.  Different  speculations  have  been  put  for- 
ward as  to  the  cause  of  these  pains ; but  such  evidence  as 
I know  of  is  in  favour  of  their  being  due  to  uterine  con- 
traction. Mr.  John  Scott*  operated  while  spurious  labour 
was  going  on  and  saw  the  uterus  contract.  I have  observed 
dilatation  of  the  cervical  canal  while  spurious  labour  was 
in  progress,  followed  by  contraction  again  when  spurious 
labour  was  over.  The  pains  recur  over  a time  ranging  from 
a few  hours  to  two  or  three  weeks.  They  are  generally 
accompanied  with  haemorrhage  from  the  vagina.  If  the 
decidua  has  not  been  cast  off  earlier  in  the  pregnancy,  it 
is  expelled  during  this  spurious  labour.  Spurious  labour 
is  followed  by  a lochial  discharge  like  that  which  follows 
natural  delivery.  It  is  also  followed  by  activity  of  the 
breasts,  like  that  which  follows  the  birth  of  a child.  The 
secretion  of  milk  may  only  last  a few  days,  but  Caseaux 
(without  giving  his  authority)  mentions  a case  in  which  it 
lasted  for  thirty  years.  Alter  spurious  labour  the  child  always 
dies,  and  then,  as  a rule,  the  liquor  amnii  is  reabsorbed, 
and  the  belly  gets  smaller. 

Characteristic  features  of  the  history. — In  a tumour 
which  you  suppose  may  be  a dead  extra- uterine  foetus,  you 
ought  to  have  a history  embracing  the  features  detailed 
above.  First,  the  subjective  symptoms  of  pregnancy,  with 
absence  of  menstruation  for  a month  or  two  ; then  a sudden 
illness  having  the  characters  of  uterine  haemorrhage ; after 
* “Obst.  Trans.,”  1873,  vol.  xiv.  p.  370. 
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this  progressive  enlargement  of  the  belly,  and  the  feeling  of 
fcetal  movements  ; then  spurious  labour,  followed  by  cessation 
of  foetal  movements  and  diminution  in  size.  You  will  not  in 
every  case  get  a history  so  clear  that  you  can  identify  each 
stage  in  the  progress  of  the  condition ; but  you  will  seldom 
meet  with  a case  in  which  the  clinical  history  does  not  suggest 
one  or  more  of  these  events.  If  inquiry  elicits  that  every 
feature  of  the  clinical  history  outlined  above  has  been  absent, 
that  fact  is  a strong  argument  against  the  case  being  one  of 
ectopic  pregnancy. 

Diagnosis  of  subperitoneal  pregnancy. — When  the 

foetus  develops  underneath  the  pelvic  peritoneum  it  usually 
pushes  the  uterus  forwards.  The  foetal  swelling  fills  Douglas’s 
pouch,  and  the  os  uteri  is  high  up  behind  the  symphysis 
pubis.  The  other  conditions  which  may  produce  physical 
signs  somewhat  resembling  this  are  the  following : — 

(1)  Posterior  obliquity  of  the  uterus. — This  is  not  a 
happily  chosen  name.  It  means  that  the  uterus,  early 
in  pregnancy,  has  been  retroverted,  that  the  posterior  wall 
has  remained  in  its  displaced  position,  the  anterior  has 
enlarged  to  make  room  for  the  foetus,  and  the  cervix  has 
remained  high  up  in  front  (Fig.  248).  I have  published  a 
case  in  which  this  state  of  things  was  produced  by  a fibroid 
in  the  posterior  wall  of  the  uterus.*  The  diagnosis  between 
this  condition  and  subperitoneal  ectopic  pregnancy  is  made 
by  finding  in  the  latter  condition  that  the  body  of  the 
uterus  lies  in  front  of  the  cavity  which  contains  the  foetus. 
Ascertain  this  by  bimanual  palpation.  You  will  feel,  just 
underneath  the  abdominal  wall,  a solid  lump  longer  and  a 
little  broader  and  thicker  than  the  normal  uterus.  You 
cannot  move  it  much  because  it  is  fixed  by  the  peritoneum, 
but  what  little  movement  you  can  impart  to  it  is  com- 
municated to  the  cervix  which  you  feel  by  the  vagina.  If 
the  case  be  one  of  posterior  uterine  obliquity  you  will  feel 
no  such  body.  If  in  doubt,  anaesthetise  the  patient,  seize  the 
cervix  with  a volsella,  pull  it  down,  and  try  to  pass  the  finger 
into  it.  If  you  cannot,  dilate  the  cervical  canal  with  Hegar’s 
dilators  until  you  can.  If  the  case  be  one  of  posterior 
uterine  obliquity,  you  will  be  able  to  pull  down  and  easily 

* Kero  York  Journal  of  Gynccolorjy  and  Obstetrics. 
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dilate  the  cervix,  and  the  finger  when  inserted  will'  feel  the 
bag  of  membranes.  If  the  patient  he  not  in  labour  this 
will  probably  start  it.  Therefore,  unless  there  be  reason 
for  immediate  decision  as  to  the  patient’s  state,  postpone 
this  manoeuvre  until  she  is  so  near  term  that  the  induction 
of  labour  will  not  be  a misfortune.  The  history  will  help 
but  as  decision  must  be  based  on  physical  examination,  I 


Fig.  248. — Diagram  showing  posterior  obliquity  of  uterus.  ( After  Schaeffer.) 

postpone  dwelling  upon  the  history  until  I speak  of  cases 
m which  it  is  important. 

(2)  Intra-pelvic  fibroid. — Pregnancy  with  a fibroid  in  the 
posterior  wall  of  the  uterus,  filling  Douglas’s  pouch,  may 
form  a swelling,  in  some  respects  resembling  that  of  an 
ectopic  pregnancy.  In  this  condition  the  tumour  filling 
the  pelvis  will  be  felt  to  be  made  up  of  solid  convexities . 
it  does  not  give  the  feeling  of  a fluid  swelling  with  hard 
knobs  movable  within  it,  such  as  may  be  felt  if  an  extra- 
uterine  foetus  is  lying  with  the  feet  down,  nor  the  uniform 
hardness  of  the  foetal  head  crossed  by  lines  of  suture,  such 
as  may  be  felt  when  an  extra-uterine  foetus  is  lying  with 
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the  head  down,  separated  from  the  finger  only  by  the 
thin  vaginal  wall.  A fibroid  thus  situated,  combined  with 
uterine  pregnancy,  is  rare. 

If  pregnancy  exist  with  a fibroid  in  the  posterior  uterine 
wall,  filling  Douglas’s  pouch,  and  therefore  certain  to  ob- 
struct delivery,  the  first  question,  after  the  diagnosis  has 
been  made,  is,  Can  it  be  pushed  up  ? If  it  can,  this  must 
be  done;  if  it  cannot,  it  will  be  difficult  and  dangerous 
to  drag  a mutilated  child  past  it.  The  great  vascularity 
of  the  parts  will  make  it  dangerous  to  attempt  the  re- 
moval of  a big  fibroid  at  the  end  of  pregnancy.  By 
Caesarian  section  you  can  deliver  the  child  alive.  If  done 
early,  it  will  be  less  dangerous  than  either  of  the  alter- 
natives mentioned  above.  It  is,  therefore,  the  measure  to 
be  chosen  if  the  fibroid  cannot  be  pushed  out  of  the  true 
pelvis  and  is  big  enough  to  obstruct  delivery.  The  time 
to  do  it  is  as  soon  as  possible  after  labour  has  begun ; and 
to  ensure  that  everything  shall  be  properly  prepared,  induce 
labour  at  a chosen  time  near  full  term. 

(3)  Pregnancy  with  intra-pelvic  ovarian  cyst.  — An 
ovarian  tumour  in  Douglas’s  pouch  will  give  the  elasticity 
of  a fluid  tumour  without  any  feeling  of  solid  knobs  within 
it.  In  all  probability  you  will  be  able  bimanually  to  trace 
its  convexity  separate  from  the  convexity  of  the  uterus.  As 
the  occurrence  of  pregnancy  usually  implies  that  there  were 
no  adhesions  in  the  pelvis,  an  ovarian  tumour  will  probably 
be  movable,  so  that  you  can  push  it  up  out  of  the  pelvis.  As 
to  the  treatment  of  this  condition  see  p.  765. 

Treatment. — In  either  of  these  conditions  the  treatment 
while  the  child  lives,  before  labour  has  come  on,  is  the  same 
— viz.  to  let  things  alone  until  pregnancy  has  reached  term. 
Shortly  before  full  term  the  structures  in  the  pelvis  will 
become  so  relaxed  that  examination  will  be  more  easily 
made.  If  the  condition  be  posterior  obliquity  of  the  uterus, 
the  contractions  and  retraction  of  the  uterus  will  pull  up 
the  posterior  uterine  wall,  and  the  os  uteri  will  come  down 
into  its  natural  position. 

Treatment  of  extra-uterine  pregnancy. — In  this  case  there 
are  two  courses : (a)  waiting  till  urgent  symptoms  arise ; (6) 
removal  of  the  living  child  by  operation,  as  near  full  term  as 


ECTOPIC  AND  COMPLICATED  PREGNANCY. 


853 


possible,  (a)  If  you  wait,  when  full  term  is  reached  spurious 
labour  will  come  on.  Dangerous  symptoms,  either  during  the 
second  half  of  extra-uterine  pregnancy  or  during  spurious 
labour  are  rare.  After  spurious  labour  the  child  will  die,  and 
then  the  liquor  amnii  will  be  reabsorbed.  The  woman  may 
then  carry  the  child  in  her  belly  for  years  without  being  the 
worse  for  it,  except  in  being  larger  than  she  otherwise  would 
be.  This  is  a possibility,  but  not  the  usual  course.  More 
often,  after  the  child  has  died,  it  remains  quiescent  for  weeks 
or  months,  and  then  suppuration  begins.  Until  then,  as  a 
rule,  the  mother’s  health  does  not  suffer  in  any  important 
way.  Operation  may  therefore  with  safety  be  postponed 
until  trouble  begins,  (b)  But  by  operating  while  the  child 
is  alive,  a living  child  may  be  delivered.  Is  there  an  advan- 
tage by  waiting  ? The  mortality  of  operations  for  the  delivery 
of  living  extra-uterine  children  is  very  high — between  80 
and  90  per  cent.*  The  prospect  of  a living  child  is  not 
bright.  Because  the  operation  is  performed  while  the  child 
is  alive,  it  does  not  follow  that  the  child  will  be  born  alive ; 
three-fifths  of  them  are  not.  Extra-uterine  children  are  more 
often  deformed  than  intra-uterine.  In  between  one-fourth 
and  one-fifth  of  them  there  is  deformity.  Hence  by  operating 
while  the  child  is  alive  you  submit  the  mother  to  a terrible 
risk  for  a very  uncertain  gain. 

The  risk  of  an  operation  postponed  till  some  time  after 
the  death  of  the  child  is  less.  After  the  child  has  been 
dead  some  time,  the  circulation  through  the  placental  site 
becomes  less  active,  and  the  placenta  becomes  thrombosed. 
The  danger  of  haemorrhage  during  operation  is  then  com- 
paratively trifling. 

Pregnancy  with  a large  ovarian  cyst.— Only  a large 
cyst  will  cause  difficulty  in  diagnosis.  The  belly  will  be  big 
and  fluctuating,  but  ballottement  will  not  be  got  by  the 
abdominal  method.  Vaginal  examination  will  give  the  signs 
of  pregnancy  mentioned  above,  and,  if  there  be  much  liquor 
amnii,  ballottement.  Palpation  of  the  abdomen  will  reveal 
a sulcus  separating  the  swelling  within  the  belly  into  two 
parts.  Such  a sulcus  generally  runs  diagonally  (Fig.  249). 
On  auscultation,  the  uterine  souffle,  with  its  rhythmical 

* See  Champneys,  “ Obst.  Trans.,”  vol.  xxix. 
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variations  in  loudness,  will  be  beard  over  the  one  tumour, 
not  over  the  other. 

Hydramnios. — If  liquor  amnii  be  very  abundant,  the  preg- 
nant uterus  wili  fluctuate  freely,  and  it  may  be  supposed  to  be 
an  ovarian  tumour.  If  the  uterine  wall  be  very  tense,  it  cannot 
contract,  and  the  intermittent  contractions  characteristic  of 


Fig.  24!). — Pregnancy  with  ovarian  tumour.  (After  R.  Barnes .) 
o T,  Ovarian  tumour ; u,  uterus  ; r h,  foetal  heart. 


a uterine  tumour  cannot  be  perceived.  If  the  foetus  be  living, 
its  heart  can  be  heard,  and  there  will  be  no  difficulty.  But  it 
may  be  dead.  In  such  a case  ballottement  is  useful. 

The  cases  in  which  there  is  the  greatest  difficulty  m 
diagnosis  are  twin  pregnancies,  in  which  the  amnion  of  one 
twin  is  dropsical.  In  these,  the  twin  with  the  lessor 
quantity  of  amniotic  fluid  usually  lies  lower.  Ballottement 
in  such  a case  will  be  felt  over  the  upper  tumour,  and  over 
that  only.  If  the  uterus  is  greatly  distended,  you  will  not 
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be  able  to  feel  the  rhythmical  uterine  contractions.  You  will 
hear  the  uterine  souffle.  I know  of  no  observations,  as  to 
whether,  when  the  uterus  is  so  large  and  tense  that  its 
contractions  can  neither  be  seen  nor  felt,  the  uterine  souffle 
still  undergoes  rhythmical  variations.  A souffle  undergoing 
rhythmical  variation  in  loudness  is  not  heard  over  an 
ovarian  cyst.  There  may  be  a pressure  murmur,  but  this 
is  not  constant.  The  main  point  is,  that  in  hydramnios  the 
swelling  is  one ; there  is  no  sulcus  dividing  it  into  two  parts, 
and  the  larger  it  is  the  more  closely  it  approaches  the 
spherical  in  shape.  When  you  examine  by  the  vagina,  you 
find  the  lower  part  of  the  uterus  expanded,  filling  the  brim, 
and  either  soft  or  filled  by  a foetal  part.  If  you  can  get 
your  finger  through  the  cervical  canal  and  feel  the  mem- 
branes, the  question  is  settled.  If  with  a swelling,  hard 
or  soft,  filling  the  brim,  you  can  feel  bimanually  or  with 
combined  rectal  and  vaginal  examination  the  body  of  the 
uterus,  not  enlarged,  separate  from  the  tumour,  the  question 
is  settled.  But  you  may  find  a swelling  filling  the  brim, 
partly  elastic  and  partly  hard,  and  be  uncertain  whether 
the  hard  part  is  (a)  the  body  of  the  unimpregnated  uterus  or 
(6)  part  of  a foetus.  With  such  a doubt  in  your  mind  you 
cannot  pass  a sound  or  dilate  the  cervix.  You  must  decide 
by  other  signs. 

The  softness  of  the  cervix,  and  the  blueness  of  it  and 
of  the  vagina  help.  These  changes  may  be  present  with 
a very  large  ovarian  tumour  that  greatly  obstructs  the 
return  of  venous  blood;  but  in  the  great  majority  of  ovarian 
tumours  they  are  not  present. 

In  pregnancy  there  is  usually  amenorrhoea.  This 
symptom  is  a hint  to  the  doctor,  not  a factor  in  diagnosis ; 
for  a pregnant  woman  may  have  haemorrhage  and  a woman 
with  an  ovarian  tumour  may  have  amenorrhoea. 

The  diagnosis  between  (a)  pregnancy  Avith  excess  of  liquor 
amnii  and  a dead  child  and  ( b ) an  ovarian  tumour  is  made 
from  the  presence,  with  pregnancy,  of  (1)  blueness  and  soft- 
ening of  the  cervix,  (2)  ballottement,  and  (3)  a history  of 
amenorrhoea ; the  absence  of  these  features  in  a case  of 
ovarian  tumour.  Although  each  of  these  singly  may  in 
exceptional  cases  be  present  Avitb  an  ovarian  tumour,  yet  the 
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chances  are  so  much  against  their  combination  that  you 
may  take  it  as  a theoretical,  not  an  actual,  possibility. 

Pregnancy  and  ascites. — When  the  distension  of  the 
belly  is  very  great,  there  may  be  ascites.  Then  there  will 
be  a uniform  wave  of  fluid  all  over  the  belly,  and  the  fingers, 
when  sharply  pressed  down,  will  come  upon  a firm  swelling 
below.  If  the  vaginal  signs  of  pregnancy  are  also  present, 
it  will  not  be  possible  to  say  what  is  within  the  ascitic  belly 
until  the  fluid  has  been  withdrawn.  Therefore  this  must  be 
done.  If  you  thrust  a trocar  into  the  belty,  you  know  not 
what  you  may  wound.  The  right  course  is  to  make  an 
incision  with  a scalpel  about  three-quarters  of  an  inch  long 
midway  between  the  umbilicus  and  symphysis  pubis.  When 
you  have  cut  through  the  skin,  pick  up  the  tissues  beneath 
with  a clawed  forceps,  and  cut  through  them,  holding  the  flat 
of  the  knife  parallel  with  the  abdominal  wall.  Having  opened 
the  peritoneum,  let  the  fluid  run  away,  and  then  examine  the 
swellings  which  remain  in  the  abdomen,  putting  the  finger  in 
the  wound  if  necessary.  If  you  should  be  mistaken,  and  the 
case  be  not  one  of  ascites,  you  will  at  least  do  no  harm  by  this 
cautious  proceeding. 

Diagnosis  long  after  death  of  child. — An  ectopic  preg- 
nancy, in  which  the  child  has  been  long  dead  and  its  liquor 
amnii  absorbed,  and  no  history  can  be  obtained,  cannot 
be  distinguished  from  solid  tumours  of  other  kinds.  If  the 
foetus  has  developed  underneath  the  pelvic  peritoneum,  that 
membrane  will  hold  it  close  to  the  uterus,  so  that  it  will  form 
a retro-uterine  solid  tumour,  apparently  one  with  the  uterus, 
and  therefore  indistinguishable  from  a fibroid.  If  it  be  free 
in  the  peritoneal  cavity,  and  movable  apart  from  the  uterus, 
it  will  be  indistinguishable  from  a solid  tumour  of  the  ovary. 
The  correct  diagnosis  could  in  neither  case  be  made  without 
an  exploratory  incision ; and  if  the  patient’s  health  be  suffer- 
ing, this  will  be  the  proper  treatment. 

The  treatment  of  extra -uterine  gestation  after  the 
death  of  the  child. — It  is  possible  for  a patient  to  retain  a 
dead  ectopic  child  for  years  without  her  health  suffering.  The 
child  may  remain  practically  unchanged,  or  calcareous  salts 
may  be  deposited  in  its  membranes  and  its  skin,  so  that  it 
becomes  enclosed  in  a more  or  less  complete  calcareous  shell, 
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and  becomes  what  is  called  a lithopaedion  (Fig.  250).  In 
either  case  the  patient  may  go  for  an  indefinite  time  in 
good  health,  suffering  only  from  the  increased  size  of  the 
belly.  So  long  as  she  is  in  this  state  there  is  no  need  to 


Fig.  250.  — Lithopaedion.  (After  Bland  Sutton,  from  a specimen  in  the  Museum  of  the 
Royal  College  of  Surgeons.) 

do  anything.  A moderate  increase  in  the  waist  measure- 
ment is  not  a sufficient  reason  for  an  operation  involving 
much  immediate  suffering,  some  risk  to  life,  and  possible 
ulterior  ill-effects. 

When  operation  is  indicated. — Usually,  at  a variable  time 
after  the  death  of  the  child,  suppuration  begins.  This  is 
marked  by  fever,  pain,  and,  if  these  symptoms  continue, 
wasting.  As  soon  as  this  process  has  begun  it  is  time  to 
interfere.  Wait  only  long  enough  to  be  sure  that  the  febrile 
symptoms  are  not  due  to  some  other  cause.  If  you  wait 


858 


DISEASES  OF  WOMEN. 


longer  than  this,  the  continuance  of  suppuration  will  reduce 
the  patient’s  strength,  and  no  greater  safety  in  the  operation 
will  be  attained. 

The  operative  removal  of  an  extra-uterine  foetus  at  this 
stage  is  not  usually  a difficult  operation,  nor  should  it  be  a 
dangerous  one.  But  there  are  several  important  points  yet 
to  be  settled  by  clinical  experience. 

The  operation  for  removal  of  a dead  extra-uterine 
foetus. — Open  the  belly  in  the  same  way  as  in  ovariotomy. 
Make  your  incision  at  first  small.  When  you  have  found 
out  the  state  of  things  present,  you  can  enlarge  it  as  much 
as,  and  in  whatever  direction,  you  think  best.  If  the  child 
be  in  the  peritoneal  cavity,  you  will  come  upon  it  at  once. 
If  it  be  under  the  pelvic  peritoneum,  you  will  see  what 
looks  like  a cyst,  but  is  red  and  vascular,  and  has  not  the 
mother-of-pearl  appearance  of  an  ordinary  ovarian  cyst.  On 
examining  with  the  fingers  the  relations  of  the  swelling 
exposed,  you  will  feel  it  to  be  continuous  with  the  peritoneum, 
covering  the  false  pelvis.  Cut  through  the  peritoneum,  and 
you  will  come  upon  the  child.  Judge  from  the  size  of  the 
child  how  large  an  incision  is  needed  for  its  delivery,  and 
enlarge  the  wound  in  the  peritoneum  and  that  in  the  ab- 
dominal wall  to  the  required  extent.  Seize  the  child  by 
the  leg,  and  extract  it.  Cut  through  the  umbilical  cord. 

So  far  the  operation  is  simple  and  the  necessary  steps 
are  indubitable.  That  upon  which  judgment  is  difficult, 
and  the  voice  of  experience  not  yet  quite  clear,  is  how  to 
deal  with  the  placenta.  There  are  three  courses : — (1)  To 
remove  it ; (2)  to  leave  it  to  be  absorbed ; (3)  to  leave  it  to 
be  discharged. 

(1)  The  general  rule  has  been  not  to  try  to  remove  the 
placenta.  The  nearer  full  term  the  operation  is  done,  the 
greater  the  danger  of  meddling  with  the  placental  attach- 
ment. The  longer  the  time  that  has  elapsed  since  the  death 
of  the  child,  the  more  likely  it  is  that  the  placental  vessels 
will  be  thrombosed,  and  that  the  placenta  can  be  removed. 
If  the  placenta  can  be  removed  with  the  foetus,  the  patient’s 
recovery  will  be  smoother,  (a)  Ascertain  the  size  and  con- 
dition of  the  placenta.  If  you  feel  it  as  a definite,  firm, 
circumscribed  lump,  probably  it  is  thrombosed,  and  may  be 
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removed.  Try  to  peel  it  off  with  the  fingers.  If  it  is 
thrombosed,  you  will  be  able  to  do  this  with  only  trifling 
haemorrhage.  If  detachment  of  part  of  it  is  followed  by 
formidable  bleeding,  desist,  and  pack  the  part  that  bleeds  and 
its  neighbourhood  with  iodoform  gauze.  If  that  is  not 
effective,  apply  perchloride  of  iron  to  the  bleeding  surface,  to 
clot  the  blood.  In  some  cases  the  placenta  implanted  on  the 
broad  ligament  has  been  removed  by  tying  the  broad  ligament 
beneath  it  in  the  same  way  as  the  pedicle  of  an  ovarian  cyst 
having  a broad  attachment,  and  then  cutting  away  the 
placenta.  Whether  this  can  be  done  or  not  depends  upon 
how  the  placenta  is  attached  in  the  individual  case.  It  is  a 
possibility  in  some  cases,  not  a rule  for  all  cases.  (b)  If  you 
find  the  placenta  is  thin,  spread  out  over  a large  area;  and 
without  a distinctly  felt  edge  you  had  better  not  try  to 
detach  it. 

(2)  If  you  decide  not  to  attempt  removal  of  the  placenta, 
the  question  arises,  Shall  it  be  left  to  be  absorbed  ? Braith- 
waite  has  reported  a case  in  which  the  placenta  never  came 
away*  In  a case  published  by  Champneys, t he  provided  for 
the  discharge  of  the  placenta ; but  it  was  not  discharged,  and 
the  wound  could  not  be  prevented  from  healing.  The  patient 
died  from  septic  intoxication  eleven  weeks  and  a half  after 
the  operation ; and  it  was  found  on  'post-mortem  examination 
that  had  the  belly  been  re-opened  the  placenta  could  easily 
have  been  removed.  Cullingworth  in  one  case  left  the 
placenta  behind,  and  closed  the  wound,  but  the  patient  died. 
From  this  experience  I think  it  not  safe  to  expect  absorption 
of  the  placenta. 

(3)  If  you  decide  not  to  attempt  removal  of  the  placenta, 
or  if  you  attempt  it  and  find  bleeding  follow,  the  right  course 
is  to  provide  for  its  subsequent  discharge.  Your  rule  shoidd 
be,  when  in  doubt,  leave  the  placenta.  Close  the  abdominal 
wound,  except  the  lower  two  inches.  Here  put  two  thin 
pieces,  side  by  side,  of  large-sized  indiarubber  drainage 
tubing.  Wash  out  the  cavity  twice  daily,  or  oftener  if  the 
discharge  be  offensive,  with  a non-poisonous  antiseptic  douche, 
using  plenty  of  it.  If  iodoform  gauze  has  been  used,  bring 

* “ Obst.  Trans.,”  vol.  xxviii, 

f Ibid.,  vol.  xxix, 
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out  the  end  through  the  opening.  Leave  the  gauze  in  for 
a week ; and  after  removing  it,  wash  out  the  cavity  as 
advised  above.  In  most  cases  the  placenta  will  come  away, 
as  shreddy,  fibrous  stuff,  within  a fortnight. 

Vaginal  operation. — If  you  can  feel  the  foetal  head  low 
down  in  the  pelvis  behind  the  uterus  (Fig.  251),  or  if  you  can 
feel  foetal  limbs  in  this  situation,  so  that  the  long  axis  of  the 
swelling  is  parallel  with  that  of  the  uterus  (Fig.  252),  and  the 
tissues  which  separate  the  foetal  parts  from  the  vaginal  finger 
are  thin,  the  best  operation  is  to  incise  the  vagina,  and  thus 


Peritoneum 

Placenta 


Foetus 
Levator  ani 


Fig.  251. — Sagittal  section  of  pelvis  in  a case  of  four  months’  pregnancy  in  the  broad 
ligament  underneath  the  peritoneum.  (After  Berry  Hart.) 

extract  the  foetus.  The  thinness  of  the  tissues  enables  you 
to  be  sure  that  you  will  not  cut  through  the  placenta.  Make 
a cut  in  the  middle  line,  and  then  extract  the  foetus,  either 
by  making  a hole  in  the  head  with  scissors,  and  then  seizing 
the  edge  of  the  opening  with  forceps,  or  by  grasping  a foot, 
according  to  the  part  that  presents.  Make  no  attempt  to 
remove  the  placenta.  Wash  out  the  cavity  twice  daily,  or 
oftener,  with  a non-poisonous  antiseptic  until  all  the  placenta 
has  come  away. 
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If  the  child  is  lying  transversely ; if  the  tissues  between  it 
and  the  vagina  are  thick ; if  there  is  any  doubt  about  the 
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252.— Sagittal  section  of  case  of  pregnancy  at  term  underneath  peritoneum 
( After  Berry  Hart.) 


diagnosis,  this  operation  should  not  be  done.  An  abdominal 
operation  is  then  preferable. 
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CHAPTER  LXIII. 

INGUINAL  SWELLINGS. 

I DO  not  describe  here  those  inguinal  swellings  which 
occur  in  both  sexes.  There  are  certain  inguinal  swellings 
which  are  peculiar  to  women,  and  these  are  the  subject 
of  the  present  chapter. 

Hydrocele  of  the  canal  of  Nuck. — This  condition  is 
rare.  Hennig*  collected  41  cases.  It  is  congenital.  Accord- 
ing to  Zuckerkandl  (quoted  by  Hennig),  who  examined  19 
bodies  of  female  infants  of  from  1 to  12  weeks’  age,  the 
canal  of  Nuck  was  open  in  four,  in  three  of  them  on  both 
sides.  The  chamber  formed  by  this  process  of  peritoneum 
may  or  may  not  communicate  with  the  general  peritoneal 
cavity.  If,  as  in  most  cases,  it  does,  the  swelling  will  be 
reducible.  There  may  be  several  small  sacs  along  and  in 
front  of  the  round  ligament.  After  labour,  or  in  consequence 
of  violence,  these  may  inflame. 

Such  a sac  contains  serous  fluid,  but  sometimes  blood,  a 
result  of  injury,  the  injury  having  drawn  attention  to  the 
tumour.  In  many  cases  the  cavity  is  multilocular.  The 
tumour,  if  not  too  large,  is  covered  in  front  by  the  fascia 
transversalis  and  the  cremaster  muscle,  which,  in  the  con- 
genital hydrocele  in  the  male,  is  not  the  case.  Sometimes, 
but  only  exceptionally,  a coil  of  intestine  is  found  in  the  canal. 

Symptoms  and  signs. — This  condition,  being  congenital, 
exists  from  birth,  but  it  may  first  attract  notice  at  almost 
any  age.  It  occurs  on  the  right  side  as  often  as  on  the 
left : less  often  on  both  sides.  The  tumour  is  painless  (unless 
inflamed),  ovoid,  its  long  axis  running  parallel  with  Poupart’s 
ligament,  and  pointing  towards  the  labium : soft,  not  tense  ; 
if  it  communicate  with  the  peritoneum  it  disappears  Avhen 
the  patient  lies  down.  If  the  hydrocele  be  inflamed  there 
may  be  fever,  tension,  tenderness;  and  it  may  become 
adherent  to  the  skin. 

* “Arch,  fur  Gyn. ,”  Band  xxv.,  S.  103. 
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These  tumours  are  often  taken  for  hernia.  Translucency, 
the  well-known  sign  of  hydrocele,  is  only  to  be  obtained  if  the 
communication  with  the  peritoneal  cavity  is  closed.  A 
hydrocele  does  not  gurgle. 

As  a result  of  inflammation,  gas  may  develop  within  the 
sac  of  such  a hydrocele,  and  thus  it  may  be  resonant.  As  a 
rule  a hydrocele  is  dull  on  percussion.  It  fluctuates,  which 
will  distinguish  it  from  an  omental  hernia,  or  a hernia  of 
the  ovary. 

It  is  said  that  symptoms  of  strangulated  hernia,  consti- 
pation, and  vomiting,  may  result  from  inflammation  of  such 
a hydrocele.  They  may  accompany  it,  but  it  is  difficult  to 
understand  the  relation  of  cause  and  effect. 

Treatment. — The  treatment  consists,  if  there  be  a com- 
munication with  the  peritoneal  cavity,  in  the  application  of 
a truss.  If  it  do  not  communicate,  then  the  best  treatment 
is  a free  incision,  and  excision  of  so  much  of  the  wall  as 
seems  superfluous. 

Hernia  of  the  ovary. — An  inguinal  swelling  in  a woman 
may  be  a hernia  of  the  ovary.  Langton*  found  that  about 
one  inguinal  hernia  in  every  sixty  contained  an  ovary.  Such 
hernige  are  usually  congenital.  Langton  states  that  of  in- 
guinal hernise  in  general,  about  one  in  seven  is  congenital, 
while  of  those  containing  ovaries  two-thirds  are  congenital. 
When  congenital,  the  condition  is  nearly  always  bilateral. 
Of  ovarian  hernise  on  the  right  side  about  five  per  cent,  are 
irreducible  ; of  those  on  the  left  side  about  twice  as  many — a 
difference  hard  to  explain,  but  not  an  accidental  one,  for  the 
same  difference  exists  between  the  two  sides  in  the  allied 
condition  of  the  testis. 

The  presence  of  an  ovary  in  any  other  hernia  than  an 
inguinal  one  is  very  rare.  Langton  has  only  seen  one  in  a 
femoral  hernia,  and  that  was  doubtful.  Cases  have  been 
related  by  old  writers  of  ovaries  in  the  femoral  canal,  in  the 
great  sciatic  notch,  in  hernia  through  the  umbilicus,  and 
through  the  obturator  foramen.  It  is  also  said  to  have 
descended  through  an  opening  in  the  deep  pelvic  fascia,  and 
so  protruded  into  the  vagina,  and  even  at  the  vulva : a con- 
dition known  as  ovaricocele  vaginalis.  These  things  are  very 

* lancet,  1882,  vol.  i.  p.  143. 


864 


DISEASES  OF  WOMEN. 


rare,  and  as  some  of  the  observations  were  made  very  long 
ago,  it  is  possible  that  there  may  be  error. 

Symptoms. — Hernial  ovaries  often  give  no  trouble.  In 
congenital  hernise  symptoms  may  begin  at  puberty.  There  may 
be  pain,  radiating  from  the  hernia,  increased  by  lying  on  the 
opposite  side,  increased  also  by  biraanually  pressing  the  uterus 
away  from  the  hernia,  so  that  the  ovarian  ligament  is  dragged 
on.  In  some  cases  the  ovary  has  been  observed  to  swell  and 
become  more  painful  and  more  tender  during  menstruation ; 
but  in  others  there  has  been  no  change.  In  the  latter  case,  it  is 
probable  that  the  hernial  ovary,  like  an  undescended  testis,  is 
imperfectly  developed.  If  an  inguinal  swelling  is  stated  to 
become  larger  during  menstruation,  this  does  not  prove  it  to 
be  an  ovary,  for  this  statement  has  been  made  by  women 
whose  hernise  only  contained  bowel.  When  ovarian  hernia 
is  bilateral,  sterility  is  the  rule  ; but  not  all  patients  with 
ovarian  hernia  are  sterile. 

A hernial  ovary  may  become  incarcerated,  like  a hernia 
of  bowel.  It  may  become  the  subject  of  cystic  disease  or 
of  cancer. 

The  hernial  sac  may  contain  the  ovary  and  nothing  else, 
or  it  may  contain  also  bowel  or  omentum,  or  both.  The 
ovary  may  be  adherent  to  bowel  or  omentum  ; in  which  case, 
if  the  hernia  be  an  acquired  one,  it  is  reasonable  to  think  that 
the  adhesion  has  pulled  the  ovary  down  into  the  hernia. 
Generally  the  uterus  is  pulled  into  an  oblique  position  in  the 
pelvis,  and  in  rare  cases  one  corner  of  the  uterus  has  been 
contained  in  the  hernia. 

Diagnosis. — An  ovarian  hernia  differs  from  one  con- 
taining bowel  in  being  more  solid  and  firm,  and  not  gurgling. 
It  differs  from  an  enlargement  of  inguinal  glands  in  having 
a neck  passing  up  the  inguinal  canal ; by  passive  movement 
of  the  uterus  it  may  be  possible  to  demonstrate  that  this 
neck  is  connected  with  the  uterus.  I know  not  how  to 
distinguish  between  an  ovary  in  a hernial  sac  and  a piece 
of  omentum  of  about  the  same  size  and  shape,  unless  the 
ovary  should  plainly  swell  and  become  tender  with  each 
menstruation.  Cases  have  been  recorded  * in  which  an 
inguinal  swelling,  thought  to  be  an  ovary,  turned  out,  on 

* See  Chambers,  “ Obst.  Trans.,’’  vol.  xxi. 
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microscopical  examination,  to  be  a testicle.  When  an 
inguinal  lump  is  associated  with  malformation  or  imper- 
fect development  of  the  external  genitals,  it  is  not  possible, 
without  microscopical  examination,  to  say  whether  it  is  an 
ovary  or  a testicle.  As  the  testicles  normally  pass  through 
the  inguinal  canal,  and  the  ovaries  do  not,  an  inguinal 
lump  of  doubtful  nature  is  more  likely  to  be  a testicle  than 
an  ovary. 

Treatment. — If  an  ovary  accompanies  a hernia  of  bowel 
into  the  inguinal  canal,  the  treatment  is  the  same  as  that 
for  a hernia  which  does  not  contain  an  ovary.  Either  keep 
the  hernia  back  by  a truss,  or  advise  the  patient  to  have 
the  inguinal  canal  closed  by  operation.  As  to  the  indications 
for,  and  the  methods  of  performing,  the  operation  for  the 
radical  cure  of  hernia,  consult  works  on  surgery. 

If  the  inguinal  tumour  is  congenital  and  is  painful,  and 
its  nature  uncertain,  carefully  cut  through  its  coverings  and 
ascertain  its  nature.  If  it  be  an  ovary  or  testicle  which 
cannot  be  replaced,  remove  it.  The  safest  way  to  do  this 
would  be  by  pulling  it  down,  transfixing  and  tying  its  pedicle. 
But  I should  think  (though  I have  never  done  or  seen  done 
this  operation,  and  therefore  speak  not  from  experience)  that 
the  ovary,  or  testicle,  might  safely  be  removed  by  avulsion. 
In  either  case  it  is  likely  that  the  organ  is  imperfectly  de- 
veloped, so  that  its  removal  will  do  no  injury  to  the  patient. 

If  the  hernia  is  irreducible,  and  the  patient  is  unwilling 
to  submit  to  any  surgical  operation,  the  ovary  can  be  protected 
by  a truss  with  a hollow  pad. 

Hernia  of  the  Fallopian  tube. — The  Fallopian  tube  may 
be  in  a hernial  sac  along  with  the  ovary  (Fig.  253);  but  I 
know  not  how,  before  the  sac  is  opened,  you  are  to  find  out 
that  it  is.  Very  rarely  the  Fallopian  tube  without  the  ovary 
is  contained  in  a hernial  sac.  Thelwall  Thomas  * has  well 
described  such  a case.  A lump  in  the  groin  suddenly  formed, 
and  became  painful  and  tender.  It  was  supposed  to  be  a 
strangulated  omental  hernia,  and  an  operation  was  done.  It 
proved  to  be  a Fallopian  tube,  much  swollen  and  purple  in 
colour.  It  was  reduced  by  incising  Gimbernat’s  ligament,  in 
the  same  way  as  for  a strangulated  hernia  of  bowel. 

* Brit.  Ned.  Journal,  October  21th,  1896. 
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A few  other  cases,  most  of  them  in  old  literature,  are 
recorded.  I know  not  how  you  are  to  ascertain  the  nature  of 
such  a swelling.  The  possibility  of  a hernia  containing  a 
tube  confirms  the  advice  given  about  other  rare  inguinal 
tumours — viz.,  in  case  of  doubt,  cut  carefully  through  the 
coverings  of  the  swelling,  so  that  you  may  see  what  you  have 
to  deal  with. 

Widerstein  * has  related  a case  in  which  pregnancy  took 
place  in  a tube  lying  in  the  sac  of  a femoral  hernia.  This 
is  the  only  recorded  case 
of  the  kind,  and  Olsliausen 
thinks  it  not  enough  to 
establish  the  fact.  Max 
Jordan  f has  recorded  a 
case  in  which  a tubal 
pregnancy  burst  into  the 
sac  of  an  inguinal  hernia. 

The  cases  recorded  in 
• old  literature  seem  to 
show  that  operations  on 
hernial  ovaries  and  tubes 
are  attended  Avith  a 
very  high  mortality.  But 
these  cases  were  treated 
before  the  introduction  of 
antiseptics,  and  therefore 
they  have  no  bearing  upon  the  practice  of  the  present 
day. 

Tumours  of  the  round  ligament.— These  may  be  situated 
in  one  of  two  places : — (1)  Within  the  belly ; (2)  outside  the 
belly  wall.  It  is  a theoretical  possibility  that  there  might  be  a 
tumour  of  the  round  ligament  in  the  inguinal  canal,  but  no 
such  tumour  in  this  situation  has  yet  been  observed.  Most 
such  tumours  are  outside  the  external  ring,  and  therefore  I 
describe  them  under  the  heading  of  inguinal  tumours.  J 

The  tumours  that  have  been  seen  in  the  round  ligament 
are  either  fibroids  or  fibroid  mixed  with  other  tissue.  Thus 


Fig.  253. — Hernia  of  Fallopian  tube. 
Bland  Sutton.) 


(After  ' 


* Quoted,  by  Olsbausen.  I have  not.  seen  the  original, 
f Munch.  Med.  TFoch.,  January  5th,  1897. 

J The  best  account  has  been  given  by  Sanger  (“  Arch,  fur  Gyn.,”  Band  xxi.). 
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Cullen*  has  described  adeno-fibroma — that  is,  a tumour  of 
fibrous  tissue  traversed  by  glands : others  have  seen  myxo- 
fibroma, fibro-myoma,  fibro-myo-sarcoma  (Sanger),  myoma 
lymphangiectodes  (Leopold),  fibroid  with  calcareous  de- 
generation. 

The  number  of  such  tumours  reported  is  too  small  to 
allow  general  statements  to  be  confidently  made.  But  the 
few  (Sanger  refers  to  eleven)  that  are  recorded  show  that 
these  tumours,  like  inguinal  hernia,  are  more  common  on  the 
right  side  than  the  left.  There  is  no  age  at  which  they  are 
specially  prone  to  occur.  They  grow  slowly,  and  according 
to  Leopold, f they  increase  in  size  during  pregnancy  and 
retrograde  after  delivery.  While  small,  their  usual  seat  is 
over  the  inner  third  of  Poupart’s  ligament ; but  they  may 
extend  down  into  the  labium,  upwards  and  outwards  into 
the  inguinal  canal,  and  even  into  the  iliac  fossa,  or  into 
the  true  pelvis.  It  has  been  suggested  that  the  tumours 
of  the  abdominal  wall  described  in  Chapter  LX.,  may  have 
originated  in  the  round  ligament,  but  I see  no  reason  for 
thinking  so. 

They  cause  no  symptoms  except  sometimes  pain.  They 
are  said  to  swell  and  become  tender  before  menstruation,  but 
not  so  much  as  a hernial  ovary.  In  the  latter  condition 
the  inguinal  swelling  will  date  from  childhood ; a round 
ligament  tumour  will  have  been  only  recently  perceived ; and 
with  a hernial  ovary  the  uterus  leans  towards  the  inguinal 
swelling:  not  so  with  a round  ligament  tumour.  Fibroids 
of  the  round  fig-ament  form  firm  rounded  or  ovoid  solid 
lumps ; not  reducible  or  giving  an  impulse  on  coughing,  like 
a hernia ; not  fluctuating,  like  a Irydrocele ; not  acutely  tender, 
like  an  inflamed  gland.  As  they  enlarge  their  mobility 
increases. 

In  case  of  doubt  as  to  the  nature  of  an  inguinal  swelling 
which  is  giving  trouble,  the  proper  course  is  to  make  an 
incision  over  it,  and  thus  ascertain  its  nature.  The  only  way 
to  treat  a fibroid  of  the  round  ligament  is  to  remove  it.  Cases 
are  so  rare,  and  differ  so  much  from  one  another,  that  it  is 
not  possible  to  describe  an  operation  appropriate  to  all  such 

* Bulletin  of  Johns  Hopkins  Hospital,  1896. 

f Quoted  by  Siinger  op.  cit. 
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cases.  The  operator  must  apply  the  rules  of  surgery  to 
the  special  features  of  each  case.  One  thing  requires  mention 
— viz.,  that  in  removing  such  tumours  the  epigastric  artery  is 
liable  to  be  wounded,  and,  therefore,  haemorrhage  to  be  free. 
One  who  undertakes  the  operation  must  be  prepared  to  deal 
with  this. 

Tumours  of  the  round  ligament  within  the  abdomen.— 

These  are  less  common  than  those  occurring  in  the  groin.  I 
have  seen  one  case  along  with  my  colleague,  Mr.  McCarthy, 
in  which  we  were  as  sure  as  we  could  be  without  exploration 
that  an  abdominal  tumour  was  of  this  nature : it  was  a 
solid  lump  tethered  at  one  end  to  the  uterus,  and  at  the  other 
to  the  inguinal  ring.  As  it  caused  no  trouble,  Ave  advised 
against  any  operation,  and  therefore  the  diagnosis  remained 
unverified.  Martin  * has  described  two  cases  of  tumours 
containing  altered  blood,  the  seat  of  which  he  thought  was 
the  round  ligament.  Some  think  that  the  round  ligament  is 
at  one  stage  in  its  history  a canal ; and  if  so,  the  persistence 
of  this  canal  affords  an  explanation  of  the  formation  of  such  a 
blood  cyst  in  the  ligament.  In  neither  of  Martin’s  cases  was 
the  nature  of  the  tumour  found  out  before  operation ; nor 
know  I how  such  tumours  can  be  identified. 

* “ Zeit.  fiir  Geb.  und  Gyn. ,”  Band  xxii. 
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, Gartner’s,  Dilatation  of,  172 
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and  internal  haemorrhage,  2S7 

Dyskinesia,  Uterine,  108 
Dysmenorrhoea,  520 
-L-,  Congestive,  54S 

, Intermediate,  550 

, Membranous,  525 

, Rheumatic  and  gouty,  555 
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from  urethral  caruncle,  056 

Dyspepsia,  atonic,  Pain  in,  53 

, Nervous,  18 
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causing  retention,  GS3 

^ — , Decidua  of,  530 

, Diagnosis  of,  after  death  of  child, 

S57 

and  metrorrhagia,  321 

■ — — , Rupture  of,  2SS 

, Treatment  of,  after  death  of  child, 

850 

Eczema  and  pruritus,  409 
of  vulva,  475 
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Erysipelas  malignum  internum,  _73 

of  vulva,  500 

Essentials,  Surgical,  7 
Esthioinene,  4S4 

and  stricture  of  rectum,  710 
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with  pregnancy,  578 

, Recurrent,  401 

of  round  ligament,  S67 

and  sterility,  640 
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Fissure  of  rectum,  706 
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Gartner,  Duct  of,  728 

, Dilatation  of,  172 
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Gastric  catarrh  after  abdominal  section,  810 
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Glycerine,  Local  depletion  by,  551 
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stricture,  649 
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Granular  erosions,  440 

- — , Diagnosis  from  cancer,  370 
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Hrematocolpos,  593 

, Unilateral,  175 
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, with  prolapse,  125 

, Ventral,  244 

Hernise  allied  to  prolapse,  107 
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on  urethral  cyst,  661 

Hildebrandt  on  cancer  of  labium,  490 
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Hyperplasia  of  cervix,  453 
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of  labia,  510 

Hypnotics  in  neurasthenia,  21 
Hypochondriasis  different  from  neurasthenia, 
12 

Hypospadias,  692,  702 
Hysterectomy  for  cancer  of  body,  399 

for  deciduoma  malignum,  348 
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Incision  of  cervix  for  dysmcnorrhoea,  541 

and  parametritis,  200 

, Exploratory,  7S7 

in  serous  perimetritis,  201 

in  tubercular  disease  of  peritoneum,  775 

, Vaginal,  in  snlpingo-oophoritis,  24s 
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, Oozing  tumour  of,  490 
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Neuralgias,  Visceral,  65 
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, Causes  of,  13 
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extract,  581 
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with  retroflexion,  151 

secretion,  5S1 
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Clinical  history  of,  761 

diagnosis  of,  767 

physical  signs  of,  777 
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Ovaries,  Absence  of,  694 

, Altered  relation  of,  with  fibroids,  412 

, How  to  feel,  69 

, Imperfect  development  of,  and  sterility, 
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, malignant  disease  of,  and  salpingo- 

oophoritis,  Diagnosis  between,  223 
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Ovariotomy,  790 

After-risks  of,  813 
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, Blood  cysts  of,  294 
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, Fibroma  of,  745 
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, Myoma  of,  747 

, Prolapse  of,  and  painful  defaecation, 
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, Rupture  of,  293 
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Over-distension  of  bladder,  644,  679 
Over-exertion  and  endometritis,  461 
Overflow  from  retention  of  urine,  645 
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Over-pressure  a cause  of  neurasthenia,  13 
Ovula  Nabotlii,  447 
Ovulation  and  menstruation,  517 
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Pachy-salpingitis,  223 
Pad,  Perineal,  113 
Paget,  Sir  James,  32 

, Stephen,  on  parotitis,  S19 

Pain  in  cancer,  362 

, Chronic  abdominal,  51 

, ovarian,  67 

, uterine,  84 

in  diagnosis  of  cancer,  368 

, Effect  of  spaying  on,  241 

, Paroxysmal,  in  tubal  pregnancy,  290 

from  perimetritis,  190 

•,  Relief  of,  in  cancer,  3S7 

Painful  defaecation,  704 

micturition,  652 
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Palliative  treatment  of  cancer,  385 
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Pancreatic  cysts,  784 
“ Pan-hysterectomy,”  400,  421,  S41 
“ Papillary”  erosion,  447 

growths  in  multilocular  cysts,  735 

in  parovarian  tumours,  730 

“Papillary"  growths  in  parovarian  tumours, 
730 

ovarian  tumours,  730 

Papilloma  of  Fallopian  tube,  252 
Paquelin’s  cautery  in  cancer,  3S6 
Parametritis,  255 

atrophicans,  2SI 

, Diagnosis  from  perimetritis,  193 

Parenchymatous  oophoritis,  219 
Parent-Duchatelet  on  hypertrophy  of  clitoris, 
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Parity,  Evidence  of,  87 

Parotitis  after  ovariotomy,  819 

Parovarian  cysts,  72S 

Passive  congestion,  319 

Patenko’s  bodies,  746 

Pathological  relations  of  prolapse,  107 

Pawiik’s  method  of  bladder  exploration,  673 

Pean  on  splenic  cysts,  785 

Pectoris,  Angina  simulated  by  neurasthenia, 17 

Peculiarities  of  disease  in  the  female,  2 

Pedicle,  Bleeding  from,  S13 

kHow  to  secure,  800 

of  subserous  fibroids,  Changes  in,  824 

, Twisting,  753,  754 

Pediculi  and  pruritus,  46S 
Pelvic  bones  and  hydatid  cysts,  786 

cellular  tissue,  255,  T50 

floor,  Muscles  of,  255 

, Physiological  descent  of,  109 

, Weakness,  etc.,  of,  104 

inflammation,  Pain  of,  51 

inflammations,  ISO 

pain,  Hysterical,  31 

Pelvis,  Fixation  of  fibroids  in,  822 
Perforation  of  pyosalpinx,  237 
Perforative  peritonitis,  1S7 
Perimetric  abscess,  202 
Perimetritis,  189 

— — , diagnosis  from  parametritis,  193 

, Dysmenorrlioea  from,  554 

, Haematocele  from,  SOS 

, Importance  of  causes  of,  210 

, Serous,  197,  771 

Perineal  hernia,  512 

support,  113 

Perinephritic  abscess,  275 
Perineum,  Incomplete  rupture  of,  137 

, Physiological  descent  of,  112 

, Rupture  of,  712 

, , in  removing  polypus,  334 

, Variable  length  of,  127 

Peri-oophoritis,  218 
Periostitis  of  coccyx,  50 
Peri-salpingo-ocplioritis,  210 
Peritoneal  adhesions,  Absorption  of,  143 

cavity,  Haemorrhage  into,  2S7 

, Chronic,  pain,  55 

Peritoneo-vaginal  hysterectomy,  S43 
Peritoneum,  Cleansing  of,  803 

, Drainage  of,  805,  S09 

, Encysted  fluid  in,  787 

, Papilloma  of,  738 

, Secondary  growths  in,  750 

, Tubercular  disease  of,  771 

, uterine,  Involution  of,  85 

in  uterine  cancer,  303 

Peritonitis,  Acute  general,  180 

after  ovariotomy,  813 

, Pelvic,  and  painful  defaecation,  706 

from  stem  pessaries,  157 

Pessaries,  Effect  of,  in  prolapse,  129 

, Intra-uterine,  causing  salningo-obphori- 

tis,  212 


Pessaries,  Materials  of,  128 

and  pruritus  vulve,  469 

, Result  of  treatment  with,  126 

Pessary,  Cradle,  116 
, Cup  and  stem,  132 

■  , Cutter's,  133 

, Hodge's,  127 

, , Occasional  vicious  action  of,  150 

, , in  retroflexion,  163 

, Hughes-Davies’s,  132 

, Intra-uterine  stem,  for  retroflexion,  157 

- — -,  Ring,  126 

■  , , in  retroflexion,  154 

, Zwancke’s,  131 

Petit  on  haemorrhage  in  tubal  pregnancy,  291 
Pliagediena,  483 

Phenacetin  in  membranous  dysmenorrhoea, 
532 

in  spasmodic  dysmenorrhoea,  541 

Phantom  tumours,  767 
Phlegmasia  dolens  after  ovariotomy,  818 
Phlegmonous  erysipelas  of  pelvic  cellular 
tissue,  272 

Phosphates  in  mine,  18 
Phthisis  and  amenorrhcea,  563 
Physiological  descent  of  pelvic  floor,  109 
Pierre-Marie  on  clitoridean  crises,  627 

on  vulvo-vaginal  crises,  619 

Placenta,  Disintegrated  libroid  resembling 
415 


, ectopic,  Attachments  of,  818 

, , How  to  deal  with,  858 

, Retained,  345 

Placental  polypus,  346 

souffle,  So-called,  571 

Plan  of  work,  8 
Playfair’s  probe,  449 
Plethora,  319 

, Haemorrhage  from,  324 

Pointing  without  bursting  of  parametric 
abscess,  274 

of  parametric  abscess,  Delay  in,  274 

Polarity,  Uterine,  533 
Polypoid  adenoma,  350 
Polypus  of  bladder,  676 

, Fibrinous,  346 

• , Hypertrophic,  374,  454 

, Mucous,  456 

- — , of  urethra,  660 

, Placental,  346 

, Uteri,  326 

Porcelain  pessary,  Aitken's,  132 
Position,  Left  lateral  semiprone,  63 
Posterior  eolporrliaphy,  137 

obliquity  of  uterus,  850 

Potassa  fusa  in  cancer,  3S6 

, Use  of,  in  chroniifmetritis,  102 

Potassium  iodide  iu  membranous  dysuicntr- 
rhcea,  532 

Pozzi  on  bowel  infection,  217 

on  “ ignipuncture " and  resection  of 

painful  ovaries,  S3 

on  tubo-ovarian  cysts,  725 

on  urethral  caruncle,  654,  056 

Pregnancy  with  ascites,  856 

- cellular  tissue  iu,  25S 

, Decidua  of  ectopic,  530 

■ , Diagnosis  of,  567 

, from  chronic  metritis,  95 

- — -,  early,  Diagnosis  of,  339 

, Ectopic,  S46 

, , and  metrorrhagia,  321 

, , causing  retention,  6S3 

, Effect  of,  on  chronic  metritis,  97 

, Hemorrhage  in  early,  33S 

and  hemorrhoids,  70S 

, Interstitial,  29S 

and  intra-pelvic  fibroid,  851 

with  intra-pelvic  ovarian  cyst,  852 
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Pregnancy  and  ovarian  cyst,  S52 

tumours,  763 

, Parametritis  in,  2S0 

, Prevention  of,  62S 

in  rudimentary  uterine  cornu,  298 

, Rupture  of  uterus  in,  29S 

, tubal,  Rupture  of,  2SS 

after  ventral  fixation  of  uterus,  143 

, Vulval  warts  in,  496 

Premature  marriage  and  sterility,  631 

menopause,  584 

Preparation  of  cancer  for  operation,  3S0 

for  examination,  5S 

Prepuce,  Shrinking  of,  623 
Pressure  effects  of  large  fibroids,  S22 

symptoms  from  ovarian  tumours,  761 

from  serous  perimetritis,  200 

Prevention  of  backache,  42 

of  pregnancy,  628 

• — and  ovarian  pain,  81 

Private  practice,  Examination  in,  57 
Probe,  Playfair’s,  449 
Procidentia,  122 
Profluvium  seminis,  635 
Progressive  suppuration,  273 
Prolapse,  103 

, Alexander’s  operation  for,  140 

, Bladder  irritation  from,  646 

, Conditions  resembling,  167 

, Effect  of  colporrliapliy  in,  139 

, Hysterectomy  for,  144 

, Mechanism  of,  114 

of  ovary  and  painful  defiecation,  700 

and  painful  defalcation,  705 

with  polypus,  334 

of  rectum,  709 

of  urethral  mucous  membrane,  658 

■ , Ventral  fixation  for,  140 

Proliferating  salpingitis,  251 
“ Protean  ” symptoms,  10 
Pruritus  ani,  711 

vulvse,  467 

Psammomata,  737 
Pseudo-hermaphroditism,  613 

menstruation  in  febrile  diseases,  161 

• myxoma  of  peritoneum,  751 

Ptomaines  and  chlorosis,  561 
Pubo-vesieal  cellulitis,  279 
Puerperal  atrophy  of  uterus,  88,  58S 

endometritis,  45S 

parametritis,  263 

peritonitis,  1S8 

retention  of  urine,  679 

vaginitis,  433 

Puerperium,  Douches  in,  211 

Pulmonary  embolism  after  ovariotomy,  818 

Pulsating  aorta,  17 

Puncture,  Depletion  by,  552 

Purgation  in  peritonitis,  1S2,  1S5 

Purulent  vaginitis,  43S 

Pus,  Absorption  of,  202 

Pustular  vaginitis,  440 

Pyelitis,  649 

, Pain  from,  53 

from  retroverted  gravid  uterus,  6S1 

Pyometra  from  caucer,  362,  365 
Pyo-salpinx,  225 
from  stem  pessaries,  157 

R 

Raised  pelvis  position,  794 
Ramsbotham,  case  of  perforation  of  the 
uterus,  395 

on  mammary  signs  of  pregnancy,  56S 

Raynaud’s  disease,  566 
Recamier  and  the  speculum,  446 
Rectal  backache,  45 
bimanual  examination,  06 


I Rectocele,  114 

1 , Colporrliapliy  in,  140 

, Diagnosis  of,  125 

Recto- vaginal  examination,  66 

fistula,  712,  729 

Rectum,  Abscess  connected  with,  507 
, Cancer  of,  709 

— , Compression  of,  by  retro-uterine  swel- 
lings, 700 

, Congestion  of,  and  painful  defaecatiou, 

706 

, Disease  of,  and  atrophic  parametritis, 

2S0 

, Escape  of  ligatures  into,  512 

, Fissure  of,  706 

, Over-sensitiveness  of,  with  vaginismus, 

619 

, Pressure  on,  by  fibroids,  S24 

, Prolapse  of,  709 

, Stricture  of,  706,  710 

, Tubular  stricture  of,  4S8 

in  uterine  cancer,  364 

Recurrence  of  inflammation  after  Tait’s  opera- 
tion, 243 

Recurrent  fibroids,  401 
Red  patches  on  cervix,  371 

in  urethra,  664 

Referred  headache,  39 

Reflex  effects  of  uterine  disease,  41 

irritation  of  bladder,  646 

symptoms,  So-called,  4 

Reflux  from  uterus  into  tubes,  307 
Reinecke  on  sclerosis  of  uterine  arteries,  324 
Relative  sterility,  630 
Relaxation  of  pelvic  floor,  106 
Remote  parametritis,  277 

perimetritis,  204 

- — - symptoms  without  local,  5 
Removal  of  bleeding  fibroids,  418 
Renal  backache,  46 

disease,  Headache  from,  37 

and  ovariotomy,  790 

pain,  52 

tumours,  diagnosis  from  uterine  fibroids, 

S31 

Reopening  abdomen  after  abdominal  section, 
814 

Repair  of  perineum,  716 
Repositor,  Aveling’s,  for  inverted  uterus,  329 
Reproduction  a cause  of  neurasthenia,  13 
, Strain  from,  3 

Reproductive  function,  Importance  of,  to 
women,  2 

Residence,  Change  of,  and  amenorrhoea,  579 
Rest  in  parametritis,  195 

in  salpingo-ooplioritis,  239 

Retained  secundines,  345 
Retention  of  menses,  592 
, — -—  of  urine,  31,  679 

from  cancer,  363 

| causing  cystitis,  675 

, Overflow  from,  645 

Retraction,  Uterine,  after  menstruation,  517 
Retroflexion,  145 

, with  adhesions,  165 

, causing  haemorrhage,  320 

, Dysmenorrhnea  from,  554 

and  endometritis,  461 

and  painful  defiecation,  705 

and  sterility,  639 

Retro-uterine  hydatid,  6S3 

swellings,  causing  retention  of  urine,  679 

obstructing  bowel,  7u6 

Retroversion,  145 

of  fibroid  uterus,  679 — 6S2 

of  gmvid  uterus,  6S0 

Rheinstein  and  Landau  on  hamiatosalpinx, 
227 

Rheumatic  dysmenorrhcea,  555 
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Rheumatic  headache,  3S 
Rhythmical  uterine  contractions,  5 72 
Rigby  on  gouty  dysmenorrhoea,  555 
Ring  pessary,  126 

in  retroflexion,  154 

Rokitansky  on  pedicle  twisting,  754 
Rokitansky’s  rumour,  726 
Roper’s  speculum,  62 

Rosthorn,  von,  on  symptoms  of  salpingo- 
oophoritis,  229 

Rotter  on  pancreatic  cysts,  784 
Round  ligament,  Tumour  of,  866 
Routine  examination,  57 
Rudimentary  uterine  cornu,  Pregnancy  in,  29S 
uterus,  606 

Ruge  and  Veit  on  cancer,  392,  397 

on  granular  erosion,  446 

Rupture  of  bladder,  681 

of  gravid  uterus,  298 

■ of  hsematosalpinx,  600 

of  ovarian  cysts,  294,  758 

of  perineum,  712 

of  tubal  pregnancy,  287 

of  varicose  veins,  293 


S 

Sacro-iliac  synchondrosis,  Pain  in,  48 
Sacro-sciatic  notch,  Abscess  pointing  in.  270 
Sacto-salpingitis,  224 

Salpingitis  causing  perimetric  abscess,  203 

in  children,  428 

, Follicular,  224,  252 

haemorrhagica,  227 

and  metrorrhagia,  321 

Salpingo-oophoritis,  210 

, Diagnosis  from  librnjds,  829 

, Dysmenorrhoea  froiL.,  554 

and  sterility,  641 

Sanger  on  eystitic  tumours  of  tube,  237 

on  pruritus  vulvae,  467 

on  tumour  of  round  ligament,  867 

on  unilateral  lisematometra,  235 

Sansom,  Dr.,  case  of  hystero-epilepsy,  556 
Sarcoma  of  cervix,  336,  389 

and  endometritis,  460 

of  Fallopian  tube,  237 

, Melanotic,  of  vulva,  492 

of  ovary,  747 

of  urethro- vaginal  septum,  660 

of  uterus,  400,  780,  830 

of  vagina,  179 

Sarcomatous  degeneration  of  fibroids,  828 
Savage  on  neuroses  of  climacteric,  583 
Scanzoni  on  bursting  of  ovarian  blood  cyst, 
295 

on  chronic  metritis,  99 

on  membranous  dysmenorrhoea,  525 

on  rupture  of  varicose  veins,  298 

Schatz  on  injuries  to  the  pelvic  floor,  105 
Schroder  on  amputation  of  cervix,  376 
Schroder’s  operation,  449,  453 

in  chronic  metritis,  102 

Schuller’s  glands,  663 

Schultze’s  views  on  displacements,  166 

Scirrhus  of  ovary,  749 

Sclerosis,  insular,  Retention  from,  679 

Scott,  Mr.  John,  on  spurious  labour,  gqp 

Scraping  of  cancer,  386 

Sebaceous  follicles  of  vulva,  Inflammation  of, 
474 

Secondary  dysmenorrhcea,  553 

growths  in  cancer,  360 

in  peritoneum,  750 

vaginismus,  620 

Secretion,  Ovarian,  581 
Secretions,  Normal,  424 
Secundiues,  Retained,  345 
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Semb  on  endometritis  with  fibroids,  412 
Semon,  Sir  F. , on  climacteric  neuroses,  5S3 
Senile  endometritis,  464 

pruritus,  472 

Septic  cystitis,  675 
peritonitis,  1S7 

poisoning  after  amputation  of  eerax,  3$3 

and  parametritis,  259 

Septic  poisoning  Causing  salpingitis,  211 
Septum  of  vagina,  594 
Sequestration  dermoids,  740 
Serous  perimetritis,  192,  197,  771 

causing  retention,  683 

Serre-noeud,  KoherlC’s,  839 
Sessile  thin-walled  colloid,  734 
Sexual  abuses,  627 

causes  of  ovarian  pain,  SI 

desire  and  hysteria,  33 

excitement,  Haemorrhage  from,  319 

feeling,  Anomalies  of,  624 

and  fertility,  636 

function,  Effect  of  spaying  on,  5S7 

functions  in  neurasthenia,  19 

relations  and  endometritis,  461 

Shock,  Abdominal,  183 

, Haemorrhage  from,  319 

after  ovariotomy,  813 

• , Premature  climacteric  from,  585 

Shotty  follicles  on  cervix,  372 
Sickness,  Morning,  577 
Simple  ovarian  cysts,  723 
Simpson,  Sir  James,  on  cancer  of  body  of 
uterus,  395 

cn  galvanic  stem,  591 

on  gouty  dysmenorrhoea,  555 

on  incision  of  cervix,  542 

on  superinvolution,  588,  590 

Simpson’s  metrotome,  522 
Sims,  Marion,  speculum  of,  62 

on  sterility,  636,  640 

on  treatment  of  cancer,  3S6 

on  vaginismus,  618,  620 

on  vesico-vaginai  fistula,  694 

Sinus  formation  after  Tait’s  operation,  241 
Skene  on  lacerations  of  the  pelvic  floor,  105 

on  senile  endometritis,  464 

Skene’s  glands,  663 
Skin  disease  at  menopause,  582 
Slaviansky  on  oophoritis,  219 
Sleeplessness  in  neurasthenia,  15,  21 
Sloughing,  Annular,  of  genital  canal,  6S9 

of  fibroids,  416,  826 

, Parametritis  with,  281 

Smallness  of  bladder,  643 

Smith,  Eustace,  on  cannabis  indica,  325 

Soft  chancre,  482 

fibroids,  408 

Softening  of  cervix,  575 

of  fibroids,  826 

Solid  abdominal  tumours,  821 

ovarian  tumours,  745 

Souffle,  Uterine,  570 

, , in  ectopic  pregnancy,  847 

Sound,  Use  of,  in  diagnosis  of  retroflexion,  148 

-,  Uterine,  64 

Spasm  of  sphincter  ani,  707 
Spasmodic  dysmenorrhcea,  534 

and  sterility,  633 

retention  of  urine,  534 

Spaying  in  chronic  metritis,  101 

for  dysmenorrhcea,  533 

, effect  on  sexual  function,  5S7 

for  epilepsy,  5S4 

for  insanity,  584 

, Krausosis  following  623 

in  neuralgic  dysmenorrhcea,  556 

for  salpingo-oophoritis,  242 

for  spasmodic  dysmenorrhcea,  547 

Specialism  in  abdominal  surgery,  6 
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Specula,  Celluloid,  CO 
Speculum,  Barnes'  crescent,  61 

, Duckbill,  62  ( 

, Fergusson’s,  60 

forceps,  60 

, Introduction  of,  446 

, Neugebauer's,  61 

, Roper’s,  62 

Speculum,  Urethral,  '674 
Sphincter  ani,  Dilatation  of,  707 

, Division  of,  707 

Spiegelberg  on  sarcoma  of  ovary,  747 
Spiegelberg’s  sign  of  cancer,  372 
Spinal  caries,  48 

Spine,  Lateral  curvature  of,  allied  to  prolapse, 
107 

Splenic  cysts,  785 

tumour,  Tubercular,  773 

tumours,  Diagnosis  from  uterine  fibroids, 

831 

Sponge,  “ Tell-tale,"  806 
tents,  342 

Spontaneous  dilatation  of  uterus,  321 
Spurious  labour,  849 
Statistics,  Fallacies  of,  844 

, Interpretation  of,  820 

Stem,  Galvanic,  691 

pessaries  causing  salpingo-oophoritis. 

212 

Stems,  Intra-uterine,  for  dysmenorrhoea,  546 

for  retroflexion,  157 

for  sterility,  634 

for  superinvolution,  591 

Stenosis  of  cervix  and  dysmenorrhoea,  522 

and  endometritis,  461 

- — and  sterility,  633 
Sterility,  630 

— - and  membranous  dysmenorrhoea,  527 
Sterilisation  of  cervical  canal,  841 
Stimson  on  ligature  of  uterine  arteries,  840 
Stimulants,  Nervine,  27 
Stinking  discharge  in  cancer,  362 
Stitches,  Removal  of,  808 
Stitch-hole  abscesses,  806 
Stolz  on  cervix  uteri  in  pregnancy,  576 
Stomach,  Descent  of,  18 

, Pain  from,  54 

, Ulcer  of,  564 

, , Hemorrhage  from,  286 

, Washing  out,  in  peritonitis,  1S2 

Stone  in  bladder,  676 
Strain,  Backache  from,  47 

from  reproduction,  3 

Strangulation  of  kidney,  53 
Strapping  after  abdominal  section,  809 
Strassman  on  peritonitis  pseudo-myxoma- 
tosa,  751 

Streptococcus  pyogenes,  211 
Stretching  of  sphincter  ani,  707 
Stricture  of  rectum,  706,  710 

of  urethra,  64S 

Strictures  from  esthiom&ne,  4SS 
Subinvolution,  84 

, Diagnosis  from  pregnancy,  578 

and  metrorrhagia,  321 

• of  vagina,  91 

Submucous  fibroids,  409 
Subperitoneal  fibroids,  409 

pregnancy,  85  0 

Subserous  fibroids,  821 

Sudden  retroflexion,  151 

Superficial  tenderness,  with  ovarian  pain,  69 

Superinvolution,  88,  58S 

Suppression  of  menstruation,  558 

Suppurated  urethral  cysts,  663 

Suppuration  of  dermoids,  743 

of  fibroids,  826 

of  hydatid  cysts,  786 

of  ovanau  cysts,  753 


Suppurative  perimetritis,  192 
Supra-vaginal  amputation  of  cervix,  377 
Surgical  essentials,  7 

treatment  of  lisematocele,  313 

of  ovarian  pain,  83 

Sutton,  Bland,  on  cervical  fibroid,  336 

, , on  dermoids,  740,  741,  742 

, — — , on  erosions,  375 

, , on  glands  in  Fallopian  tube,  252 

Sutton,  Bland,  on  glandular  structure  of 
tubes,  224 

, , on  hernia  of  Fallopian  tube,  866 

, , on  hydrosalpinx,  226 

, , on  multilocular  glandular  cysts, 

734 

, , on  omental  hydrocele,  228 

, , on  ovarian  myoma,  747 

, , on  parovarian  tumours,  729 

, , on  sarcoma  of  ovary,  747,  748 

Sutton,  H.  G.,  26 

, •,  on  the  “ fibrous  type,"  539 

Sweating  at  menopause,  582,  586 
Swellings  of  vulva,  496 

Symonds,  Charters,  case  of  shrinking  of  pre- 
puce, 623 

Symptoms,  “ Protean,”  10 

, Remote,  without  local,  5 

, Supposed  reflex,  4 

Syphilis  of  Fallopian  tube,  217 

-,  Lesions  of,  4S3 

Syphilitic  headache,  38 

stricture  of  rectum,  710 

Synchondrosis,  Sacro-iliac  pain  in,  48 


T 


Tabes  dorsalis,  Retention  in,  679 

Table,  Daggett’s,  62 

Tait,  Lawson,  on  chronic  metritis,  100 

, , on  classification  of  fibroids,  408 

, , on  developmental  faults  of  tubes, 

217 

, , on  non-absorption  of  ligatures,  811 

., , operation  for  ruptured  perineum, 

716 

, , on  pedicle  twisting,  754 

, , on  relation  between  hydro-  aud 

pyosalpinx,  228 

> , on  removal  of  tubes  and  ovaries, 

246 

, , on  sessile  thin-walled  colloid  cysts, 

734 

, , on  spaying  for  membranous  dys- 
menorrhoea, 533 

, , on  vascular  degeneration  of  vulva, 

621 

operation,  241,  244 

Tapping,  770 

RlosUinor  and  snimnrat.ion  from.  753 


ovarian  cyst,  796 

tumour  with  pregnancy,  765 

in  serous  perimetritis,  201 

Targett  on  ovarian  abscess,  22  L 
Tay,  Mr.  Waren,  on  splitting  recto-vaginal 
septum,  716 

Tearing  of  pelvic  floor,  104 
“ Tell-tale  ” sponge,  806 
Temperament,  Neurotic,  56 
Temporary  amenorrhoea,  579 
Tenaculum,  64 

Tender  patches  in  urethra,  664 
Tenderness,  Superficial,  with  ovarian  pain,  69 
Tents,  342 

, Behaviour  of  cancer  with,  372 

causing  salpingo-oophoritis,  212 

in  dysmenorrhoea,  644 

and  parametritis,  260 

Tetanus  alter  abdominal  section,  818 
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Theories  of  disease  in  hysterical  patients,  32 
Thin,  Dr.,  on  histology  of  lupus,  4S5 
Third  ovary,  Supposed,  613,  586 
Thirst  after  abdominal  section,  S18 
Thomas,  Dr.  Gaillard,  on  chronic  areolar 
hyperplasia,  92 

Thomas,  Thelwall,  onhernia  of  Fallopian  tube, 
865 

Thompson,  Sir  H.,  on  nocturnal  enuresis,  645 
Thornton,  Knowsley,  on  pedicle  twistiDg,  754 
Thure-Brandt  on  massage,  101 
Thyroid  extract  in  amenorrhoea,  566 

■ for  cancer,  581 

Tilt  in  the  menopause,  581 

Toilette  of  peritoneum,  803 

Torsion,  Removal  of  polypus  by,  334 

Tovvers-Smith  on  obesity  and  sterility,  637 

Toxic  headache,  39 

Toxins  in  sarcoma  of  vulva,  493 

Transplantation  for  vesico- vaginal  fistula,  698 

Traumatic  abscess  of  labium,  507 

Treatment,  Effect  of,  in  doubtful  cancer,  374 

Trendelenburg  position,  794 

Tropics,  Menstruation  in,  513 

Tubal  abortion,  305,  848 

inflammation  taken  for  ovarian,  72 

mole,  305 

pregnancy,  Rupture  of,  288 

Tube,  Fallopian,  Papilloma  of,  252 
Tubercle  of  bladder,  675,  676 
Tubercular  disease  of  peritoneum,  771 
salpingitis,  214 

ulceration  of  bowel  and  internal  hsemor- 

rhage,  287 

Tuberculosis  of  uterus,  403 
Tubo-ovarian  cysts,  724 
Tubular  stricture  of  rectum,  710 
Tubulo-dermoids,  740 
Tumour,  cerebral,  Headache  of,  36 
Tumours,  Abdominal,  721 

of  labium,  508 

, Solid  abdominal,  821 

Tupelo  tents,  342 

Twin  pregnancy,  Hydramnios  with,  854 
Twisting  of  ovarian  pedicle,  753,  754 


U 

Ulcer,  Corroding,  of  uterus,  387 

of  duodenum,  Haemorrhage  from,  286 

, gastric,  Pain  from,  53 

of  stomach,  564 

, Haemorrhage  from,  286 

Ulceration  of  cancer,  369 

of  esthiomene,  485 

from  pessaries,  130 

from  prolapse,  118 

of  rectum,  706 

of  urethra,  666 

of  vulva,  474 

Umbilicus,  Abscess  bursting  at,  276 
Unilateral  haematometra,  235 
“Unsexing”  of  patients  by  salpingo- 
oophoritis,  244 

“ Uraemic  fever,”  So-called,  790 
Ureter,  Inflammation  of,  52 

, Injury  of,  in  amputation  of  cervix,  383 

Ureteral  catheter,  675 

Uretero-cervical  fistula,  687 

Ureters,  Compression  of,  in  parametritis,  269 

■ — - and  uterine  cancer,  363 

Urethra,  Cancer  of,  363 

, Chronic  congestion  of,  661 

. Dilatation  of,  670 

, Dislocation  of,  647 

, Mucous  polypus  of,  6e0 

, Pressure  on,  by  fibroids,  824 

, Stricture  of,  648 


Urethra,  Tender  red  patches  in,  664 

, Varicose  veins  of,  658 

Urethral  caruncle,  653 

cysts,  Suppuration  of,  663 

mucous  membrane.  Prolapse  of,  658 

speculum.  674 

Urethro-vaginal  septum,  Abscess  of,  660,  662, 
684 

, Fibroid  of,  650 

, Sarcoma  of,  660 

Urinals,  693 

Urinary  fistulse,  6S6 

Urine,  Concentration  of,  652 

, Incontinence  of,  686 

, Phosphates  in,  18 

, Retention  of,  31,  679 

Urticaria,  Pruritus  vulvse  from,  469 
Uterine  body,  Changes  in,  with  cancer  of 
cervix,  365 

contraction,  Pain  of,  52 

contractions  in  ectopic  pregnancy,  847 

descent,  Pain  of,  51 

disease  and  haemorrhoids,  AUingnam  on, 

708 

displacements,  103 

- — dyskinesia,  108 

fungosities,  35o 

hremorrhage,  317 

headache,  35 

massage,  101 

pain,  Chronic,  84 

polarity,  533 

souffle,  570 

in  ectopic  pregnancy,  847 

sound,  64 

Uterus  arcuatus,  609 

, Atresia  of,  601 

, Atrophy  of,  580 

bicornis,  609 

— — bipartitus,  607 

, Blood  supply  of,  146 

, Cancer  of  body  of,  390 

, Congestion  of,  with  retroflexion,  146 

, Corroding  ulcer  of,  387 

didelplijs,  609 

, Extirpation  of,  for  prolapse,  144 

, Imperfect  development  of,  604 

, , , with  ovarian  pain,  79 

, , , and  sterility,  632 

infantile,  610 

, Inversion  of,  326 

, Involution  of,  84 

, “ irritable,”  Gooch  on,  97 

, Normal  secretions  of,  424 

, Polypus  of,  326 

, Posterior  obliquity  of,  850 

, Puerperal  atrophy  of,  88,  588 

, Removal  of,  for  salpingo-oophoritis,  249 

, , with  appendages,  for  salpingo- 

oophoritis,  250 

, Retroverted  gravid,  680 

, Rhythmical  contractions  of,  572 

, Rupture  of  gravid,  298 

septus,  610 

, Spontaneous  dilatation  of,  321 

, Tuberculosis  of,  403 

unicornis,  607 

, Vaginal  fixation  of,  158 


Y 

Vagina,  Atresia  of,  594 

, Contraction  of,  after  oophorectomy,  587 

, Fibroids  of,  177 

, Normal  secretion  of,  424 

, Sarcoma  of,  179 

, Subinvolution  of,  91 

in  uterine  cancer,  363 
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Vaginal  cystotomy,  C71 

cysts,  170 

examination,  60 

exfoliation,  528 

fistulas,  686 

fixation  of  uterus,  15S 

Vaginal  hysterectomy  in  salpingo-oophoritis, 
248 

incision  in  salpingo-oophoritis,  24S 

operation  for  ectopic  pregnancy,  860 

for  h Hematocele,  313 

orifice,  Smallness  of,  617 

, Tears  of,  319 

ovariotomy  in  labour,  765 

pessaries,  126 

— — portion,  Cancer  of,  369 
— - septum,  594 
Vaginismus,  618 
Vaginitis,  433 

— — with  labial  abscess,  506 
Vaginal-rectal  examination,  66 
Varices  of  vulva,  512 

Varicose  veins  in  broad  ligament,  Rupture  of, 
293 

, Urethral,  658 

Vascular  changes  during  menstruation,  517 

degeneration  of  vulva,  621 

tumour  of  urethra,  653 

Vaso-motor  symptoms  of  neurasthenia,  16 
Veins  in  uterine  cancer,  364 

, varicose,  Rupture  of,  293 

, , Urethral,  65S 

Veit  and  Ruge  on  granular  erosion,  446 
Ventral  fixation,  140 

for  retroflexion,  164 

hernia,  244,  805 

Vertical  headache  of  neurasthenia,  16,  36 
Vesico-cervical  fistula,  6S8 
Vesico-vaginal  fistula,  68S 

fistula,  Artificial,  671 

from  cancer,  363 

Vessels  of  uterus  after  childbearing,  87 
Vicarious  menstruation,  612 
Villi  of  chorion,  Characters  of,  530 
Villous  endometritis,  350 

growth  of  bladder,  676 

Virchow  on  parametritis,  273 

on  primary  atrophy  of  uterus,  610 

Virgin,  prolapse  in,  106 
Virgins,  Cancer  in,  36S 

, Leueorrhoea  in,  430 

, Salpingitis  in,  216 

Visceral  neuralgias,  55 
Volsella,  64 

Vomiting  after  abdominal  section,  807 

in  peritonitis,  182 

of  pregnancy,  577 

• — - and  uterine  disease,  22 
Vulva,  Disorders  of,  467 

, Elephantiasis  of,  508 

, Erysipelas  of,  506 

, Gangrene  of,  494 

, Inflammation  and  ulceration  of,  474 

, Melanotic  sarcoma  of,  492 

- — , Secretions  of,  425 

, So-called  lupus  of,  4S4 

, Varices  of,  512 

■ — -,  Vascular  degeneration  of,  021 

, Warts  of,  496 

Vulvse  pruritus,  467 
Vulvitis  in  children,  426 

, Follicular,  478 

Vulvo-vaginal  crises,  619 
gland,  498 


W 

Warts  of  vulva,  496 

Warty  growth,  Cancer  beginning  as,  370 
Washing  out  of  bladder,  677 

peritoneum,  301, .804 

stomacli  in  peritonitis,  1S2 

Wasting  in  cancer,  362 

in  diagnosis  of  cancer,  368 

— at  menopause,  582 
Weakness,  Nervous,  14 
Webster,  Clarence,  on  dermoids,  743 

on  pruritus  vulvse,  467 

Weir  Mitchell  treatment,  25 
Weitbrecht  on  cervix  uteri  in  pregnancy, 
576 

on  pseudo-myxoma,  751 

West,  Dr.,  on  amenorrhuea  with  imperfect 
circulation,  566 

, , on  chronic  congestion  of  urethra, 

661 

, -,  on  chronic  metritis,  9* 

- — , , on  great  bleeding  in  young  girls, 

322 

, , on  parametritis,  262 

“ Whites,”  433 

Wilderstein  on  pregnancy  in  hernial  tube, 
866 

Wilks,  Sir  S.,  on  hysteria,  29,  34 
Williams,  Sir  John,  on  amputation  of  cervix, 
376 

, , on  cancer  and  cervical  lacerations, 

355 

, , on  cauliflower  excrescence,  358 

, , on  changes  in  fibroids  during 

menstruation,  413 

, , on  corroding  ulcer,  387 

, , on  early  signs  of  cancer,  370 

, , on  laceration  of  cervix  and  cancer, 

452 

, , on  membranous  dysmenorrhcea, 

525 

, , on  menstruation,  515 

, , on  ovarian  tumours  and  pregnancy, 

723 

— — , , on  sterility  and  ovarian  tumours, 

629 

, , on  uterine  arteries  after  child- 
bearing, 87 

■ — — , , on  vascular  degeneration  of  vulva, 

621 

Williams,  Roger,  on  cancer  of  uterus,  395 
Williams,  Wliitridge,  on  tubercle  of  Fal- 
lopian tube,  214 

on  tuberculosis  of  uterus,  405 

Winter  on  incisional  hernia,  805 

on  preparation  of  cancer  for  operation, 

3S0 

Women,  their  fear  of  future  disease,  3 

, Importance  of  reproductive  function 

to,  2 

, their  work  at  home,  5 

Woodhall  Spa  and  chronic  metritis,  100 
Worms  and  pruritus  vulvse,  469 

Y 

Young  girls,  Great  bleeding  in,  322 

Z 

Zinc  chloride  in  cancer,  386 
Zuckerkandl  on  hydrocele  of  canal  of  Nuck, 
862 

Zwancke's  pessary,  131 


Printed  et  Cas3ell  & Company,  Limited,  La  Belle  Sauvage,  London,  E.O. 


I 


MANUALS  FOR 

Students  and  Practitioners 


of  Medicine 

Published  by  CASSELL  <Sc  COMPANY. 


A Manual  of  Medical  Treatment  or 

Clinical  Therapeutics.  By  i.  Burney  Yeo,  m.d., 

F.R.C.P.  With  Illustrations.  New  and  Revised  Edition.  TwoVols. 
2 Is.  net. 

Since  the  publication  of  the  first  ed'tion  of  this  work  in  1P93,  it  has  been  the  author's 
privilege  to  receive  from  all  parts  of  the  Empire  the  most  flattering  acknowledgments 
of  its  value  and  usefulness,  and  it  now  becomes  his  first  duty  to  return  his  warmest 
thanks  to  the  medical  profession  for  their  gratifying  estimate  of  his  labours.  The 
preparation  of  a ne7u  a:id  revised  edition,  which  he  might  hope  would  be,  in  some 
respects,  worthy  of  the  very  favourable  reception  accorded  to  its  predecessor,  has  b en 
no  light  task.  Tee  vast  amou  t of  material— not  all,  certainly,  of  equal  value -which  is 
being  so  rapidly  produced  in  connection  with  the  subject  of  Therapeutics,  has 
necessitated  a most  careful  examination  and  si  ting  in  order  to  retain  what  is  likely  to 
be  of  lasting  service,  and  to  discard  Jhat  which,  at  best,  can  only  be  destined  to  a 
temporary  popularity.  In  carrying  out  « his  attempt  to  the  best  of  his  judgment,  the 
author  trusts  he  has  not  overlooked  anything  of  real  value.  In  accordance  with  the 
suggestion  of  friendly  critics,  certain  additional  subjects  have  received  consideration  in 
this  edition,  such  as  the  treatment  of  Hav  Fever,  of  Paralysis  Agitans,  of  Cerebral 
Tumours,  of  Erysipelas,  of  Cerebro-Spinal  Fever,  and  of  Rickets,  Scurvy,  and  Purpura. 

A System  of  Surgery.  Edited  by  Sir  Frederick 

Treves,  K.C.V.O.,  C.B.,  F.R.C.S.  Seventh  Thousand.  Each  Vol. 
contains  Two  Coloured  Plates  and  Several  Hundred  Original  Woodcut 
Illustrations  by  Charles  Berjeau,  F.L.S.,  and  others.  Complete  in 
two  volumes,  price  4Ss. 

A List  of  Contributors,  with  Contents , will  be  forwarded  on  application. 

Surgical  Diseases  of  the  Kidney  and 

Ureter.  By  Henry  Morris,  M.A.,  M.B.  Bond.,  F.R.C.S., 

Vice-President,  and  Chairman  of  the  Court  of  Examiners,  of  the  Royal 
College  of  Surgeons,  Senior  Surgeon  to  the  Middlesex  Hospital.  With 
2 Chromo  Piates  and  numerous  Engravings.  Two  Vols.  42*.  net. 

‘‘The  soundest  and  most  authoritative  teaching,  expressed  in  the  clearest  and 
brightest  phrasing.  British  surgery  may  justly  pride  itself  on  having  produced  so 
admirable  ai.d  worthy  a treatise." — British  Medical  Journal. 


Tumours,  Innocent  and  Malignant : 

Their  Clinical  Characters  and  Appropriate 
Treatment.  By  j.  Bland  Sutton,  F.R.C.S.  With  upwards 


of  300  Engravings.  New  Edition.  2 I s. 

“ The  work  is  one  which  will  enhance  the  reputation  of  its  author  as  a surgeon  and 
pathologist.  It  would  give  a poor  conception  ol  the  book  if  we  did  not  refer  to  the 
wealth  and  beauty  of  its  illustrations  ...  a work  which  must  have  entailed  on  its 
author  tne  expenditure  of  infinite  labour  and  patience,  and  which  there  can  be  little 
question  will  rank  high  among  works  of  its  class.” — The  Lancet. 


Tuberculosis : Its  Nature,  Prevention,  and  Treatment. 

With  Special  Reference  to  the  Open-Air  Treatment  of  Phthisis.  By 
Alfred  Hillier,  M.D.  With  31  Illustrations  and  Three  Coloured 
Plates.  7s.  (id. 


Orthopaedic  Surgery.  A Text-book  of  the  Pathology 

and  Treatment  of  Deformities.  By  J.  Jackson  Clarke,  M.B.  Lond., 
F.R.C.S.  With  309  Illustrations.  21s. 
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Surgical  Applied  Anatomy.  By 

Sir  Frederick  Treves,  K.C.V.O.,  C B.,  F.R.C.S.,  assisted 
by  Arthur  Keith,  M.D. , F.R.C.S.  With  80  Illustrations.  New 
and  Enlarged  Edition.  Os. 

Operative  Surgery,  A Manual  of. 

By  Sir  Frederick  Treves,  K C.V.O.,  C.B.,  F.R.C.S.  With  422 
Illustrations  by  Charles  Berjeau,  F.L.S.  Two  Volumes.  New 
Edition  in  preparation. 

Tropical  Diseases.  A Manual  of  the  Diseases  of  Warm 

Climates.  By  Patrick  Manson,  M.D.,  LL.D.  Aberd.,  F.R.C.P., 
C.M.G.  Revised,  and  Enlarged  Edition . With  about  100  Illus- 
trations and  Two  Coloured  Plates.  10s.  (id , 

"It  is  a good  book,  conceived  and  written  in  a scientific  spirit  and  well  up  to 
date,  and — not  to  admit  in  these  utilitarian  days  a practical  view  of  its  merits — it  strikes 
us  as  sound  and  judicious  in  regard  to  the  general  dietetic  and  therapeutical  treatment 
of  the  maladies  which  it  describes.  The  volume  is  ot  a handy  size  and  admirably 
illustrated." — The  Lancet. 

Oral  Sepsis  as  a Cause  of  Disease. 

By  W.  Hunter,  M.D.,  F.R.C.P.  3s.  Od. 


Intestinal  Obstruction.  Its  Varieties,  with  their 

Pathology,  Diagnosis,  and  Treatment.  By  Sir  Frederick  Treves, 
K.C.V.O.,  C.B  , F.R.C.S.  New  and  R evised  Edition.  Illustrated. 
218. 

Medical  Diseases  of  Infancy  and 

Childhood.  By  Dawson  Williams,  M.D.  Lond.,  Fellow 

of  the  Royal  College  of  Physicians  of  London,  and  of  University 
College,  London ; Physician  to  the  East  London  Hospital  for 
Children,  Shadwell.  With  52  Illustrations.  10s,  Od, 

Diseases  of  Women.  A Clinical  Guide  to  their 

Diagnosis  and  Treatment.  By  George  Ernest  Herman,  M.B.  Lond, 
F.R.C.P.,  Senior  Obstetric  Physician  to,  and  Lecturer  on  Midwifery 
at,  the  London  Hospital  ; Examiner  in  Midwifery  to  the  Universities 
of  London  and  Oxford  ; and  Examiner  in  Midwifery  to  the  Royal 
College  of  Surgeons,  etc.  etc.  With  Illustiations.  New  and 
Revised  Ediiion  in  preparation. 


Ringworm.  In  the  Light  of  Recent  Research.  Pathology — 

Treatment— Prophylaxis.  By  Malcolm  Morris,  F.R.C.S.  Edin., 
Surgeon  to  the  Skin  Department,  St.  Mary's  Hospital,  London. 
With  22  Micro-photographs  and  a Coloured  Plate.  7s,  (id, 

"Mr.  Malcolm  Morris  has  now  given  the  profession  a most  excellent,  concise,  and 
readable  account  of  Ringwoim,  viewed  from  the  modern  standpoint ; and  we  heartily 
commend  his  book  to  the  attenticn  of  every'  practitioner." — Dublin  Medical  Joutnal. 
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Diseases  of  the  Joints  and  Spine. 

By  Howard  Marsh,  F.R.C.S.,  Surgeon  to,  and  Lecturer  on  Surgery 
at,  St.  Bartholomew’s  Hospital,  etc.  New  and  Revised  Edition . 
With  79  Illustrations.  12s.  (id. 

" This  volume  is  excellently  planned.  Mr.  Marsh  brings  to  bear  upon  it  keen 
critical  acumen.” — Liverpool  Medico-Chirurgical  Journal. 

Surgical  Diseases  of  the  Ovaries 

and  Fallopian  Tubes,  including  Tubal 

Pregnancy.  By  J.  Bland  Sutton,  F.R.C.S.,  Surgeon  to 

the  Chelsea  Hospital  for  Women,  Assistant  Surgeon  to  the  Middlesex 
Hospital.  With  146  Illustrations.  New  and  Enlarged  Edition.  21s . 
“ We  have  nothing  but  praise  for  the  contents  of  the  book.”— Edinburgh  Medical 
Journal. 

Difficult  Labour.  A Guide  to  its  Management.  For 
Students  and  Practitioners.  By  G.  Ernest  Herman,  M.B.  Lond., 
F.R.C.P.,  Senior  Obstetric  Physician  to  the  London  Hospital,  &c. 
With  165  Illustrations.  New  and  Revised  Edition.  12s.  (id. 

“ The  book  is  well  arranged  and  profusely  illustrated  with  excellent  diagrams.  It 
s a decided  acquisition  to  the  literature  of  midwifery,  and  we  have  pleasure  in  recom- 
mending it  to  all  interested  in  the  subject.”— Glasgow  Medical  Journal. 

On  the  Origin  and  Progress  of 

Renal  Surgery,  With  Special  Reference  to  Stone  in  the 

Kidney  and  Ureter  ; and  to  the  Surgical  Treatment  of  Calculous 
Anuria.  Being  the  Hunterian  Lectures  for  1898.  Together  with  a 
Critical  Examination  of  Subparietal  Injuries  of  the  Ureter.  By 
Henry  Morris,  M.A.,  M.B.  Lond.,  F.R.C.S.,  Vice-President,  and 
Chairman  of  the  Court  of  Examiners,  of  the  Royal  College  of 
Surgeons,  etc.  etc.  With  28  Illustrations.  6s. 

Diseases  of  the  Skin.  An  Outline  of  the  Prin- 
ciples and  Practice  of  Dermatology.  By  Malcolm  Morris, 
F.R.C.S.  Ed.,  Surgeon  to  the  Skin  Department,  St.  Mary’s  Hospital, 
London.  Seventh  Thousand.  With  Two  New  Coloured  Plates  and 
a Number  of  New  Engravings.  10s.  6d. 

” The  new  edition  of  this  book  has  been  carefully  edited  and  brought  up  to 
date  ...  It  gives  within  a relatively  small  compass  an  account  of  diseases  of  the 
skin  sufficient  for  the  needs  of  all  but  specialists;  to  the  latter,  also,  it  may  be  com- 
mended for  the  accuracy  and  conciseness  with  which  all  that  is  essential  in  the  subject 
is  summarised.  ” — British  Medical  Journal. 

On  Gall=Stones  and  Their  Treat- 
ment. By  A.  W.  Mayo  Robson,  F.R.C.S.,  Professor  of  Surgery 
in  the  Yorkshire  College  of  the  Victoria  University,  etc.  etc.  Illus- 
trated. Os. 

” There  can  be  no  question  that  this  book  well  repays  perusal,  and  will  be  the  work 
to  which  all  practitioners  and  students  will  turn  for  information  on  the  surgery  of  the 
gall-bladder.” — Provincial  Medical  Journal. 

Surgical  Diseases  of  Children.  By 

Edmund  Owen,  M.B.,  F.R.C.S..  Senior  Surgeon  to  the  Hospital 
for  Sick  Children,  Great  Ormond  Street ; Surgeon  to,  and  Lecturer 
on  Surgery  at,  St.  Mary’s  Hospital.  With  5 Chromo  Plates  and  120 
Engravings.  Third  Edition , Revised  and  Enlarged.  218. 

" Mr.  Owen’s  volume  will  rank  as  an  invaluable  rtsumd  of  the  subject  on  which  it 
treats.” — Medical  Press  and  Circular. 
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The  Pulse.  By  Sir  W.  H.  Broadbent,  Bart.,  M.D., 

Senior  Physician  to,  and  Lecturer  on  Clinical  Medicine  at,  St.  Mary's 
Hospital.  Illustrated  with  52  Sphygmographic  Tracings.  9s. 

" There  is  so  much  that  is  interesting  and  well  done  that  it  is  hard  to  emphasise 
any.  ’ — Hospital, 

Ophthalmic  Surgery.  By  R.  Brudenell  Carter, 

F.R.C.S.,  Ophthalmic  Surgeon  to,  and  Lecturer  on  Ophthalmic 
Surgery  at,  St.  George’s  Hospital ; and  W.  Adams  Frost,  F.R.C.S., 
Assistant  Ophthalmic  Surgeon  to,  and  Joint-Lecturer  on  Ophthalmic 
Surgery  at,  St.  George’s  Hospital.  With  Chromo  Frontispiece  and 
91  Engravings.  Second  Edition.  9s. 

Diseases  of  the  Tongue.  By  h.  t.  Butim, 

F.R.C.S.,  D.C.L.,  Surgeon  to  St.  Bartholomew’s  Hospital,  and 
Walter  G.  Spencer,  M.S.,  M.B.  Lond.,  F.R.C.S.,  Surgeon  to 
Westminster  Hospital.  With  Chromo  Plates  and  Engravings.  New 
and  Revised  Edition . /21s. 


The  Rectum  and  Anus:  Their  Dis= 

eases  and  Treatment.  By  Charles  B.  Ball,  Hon. 
F.R.C.S.,  Eng.,  M.Ch.  Dublin,  F.R.C.S.I.,  Surgeon  and  Clinical 
Teacher  at  Sir  P.  Dun’s  Hospital,  and  Regius  Professor  of  Surgery, 
University  ol  Dublin.  With  Chromo  Plates  and  61  Engravings. 
Second  Edition.  9s. 

" As  a full,  clear,  and  trustworthy  description  of  the  diseases  which  It  deals  with,  it  is 
certainly  second  to  none  in  the  language.  The  author  Is  evidently  well  read  in  the 
literature  of  the  subject,  and  has  nowhere  failed  to  describe  what  Is  best  up  to  date.  The 
model  of  what  such  a work  should  be.”—  Bristol  M edico-Chirurgical  Journal. 

Diseases  of  the  Breast.  By  Thomas  Bryant, 

F.R.C.S.,  Surgeon  to,  and  Lecturer  on  Surgery  at,  Guy’s 
Hospital.  With  8 Chromo  Plates  and  numerous  Engravings.  9s. 

“Mr.  Bryant  is  so  well  known,  both  as  an  author  and  a surgeon,  that  we  are  absolved 
from  the  necessity  of  speaking  fully  or  critically  of  his  work.”—  The  Lancet. 

Syphilis.  By  Jonathan  Hutchinson,  F.R.S.,  LL.D., 

Consulting  Surgeon  to  the  London  Hospital  and  to  the  Royal 
London  Ophthalmic  Hospital.  With  8 Chromo  Plates.  Seventh 
Thousand.  9s. 

“The  student,  no  matter  what  may  be  his  age,  will  find  In  this  compact  treatise  a 
valuable  presentation  of  a vastly  Important  subject.  We  know  of  no  better  or  more 
comprehensive  treatise  on  syphilis.”— Medical  News , Philadelphia. 
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Thousand.  9s. 
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With  23  Illustrations.  Eighth  Thousand.  7s.  Gd. 

“ It  Is  In  every  way  perfectly  reliable,  and  In  accordance  with  the  most  recently 
acquired  knowledge.”— British  Medical  Journal. 

Elements  of  Surgical  Pathology. 

By  A.  J.  Pepper,  M.S.,  M.B.,  F.R.C.S.,  Surgeon  and  Teacher  of 
Practical  Surgery  at  St.  Mary's  Hospital.  Illustrated  with  99  En- 
gravings. Fourth  Edition , rewritten  and  enlarged.  8s.  Gd. 

“ A student  engaged  in  surgical  work  will  find  Mr.  Fepper  s * Surgical  Pathology  ' to 
be  an  invaluable  guide,  leading  him  on  to  that  correct  comprehension  of  the  duties  of  a 
practical  and  scientific  surgeon  which  is  the  groundwork  of  the  highest  type  of  British 
Surgery.  ’—Britts h Medical  Journal. 

Clinical  Chemistry.  BycnariesH.Raife,  m.d., 

F.R.C.P.,  Physician  at  the  London  Hospital.  With  numerous 
Engravings.  5s. 

" The  volume  deals  with  a subject  of  great  and  increasing  Importance,  which  does 
not  generally  receive  so  much  attention  from  students  as  it  deserves.  The  text  is  concise 
and  lucid,  the  chemical  processes  are  stated  In  chemical  formulae,  and  wherever  they 
could  aid  the  reader  suitable  illustrations  have  been  introduced.” — The  Lancet. 
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Manuals  for  Students  of  Medicine  {continued). 


Elements  of  Human  Physiology. 

By  Henry  Power,  M.B.  (Lond.),  F.R.C.S.,  late  Examiner  in 
Physiology,  Royal  College  ot  Surgeons  of  England.  With  83 
Engravings  and  Coloured  Plate  of  Spectra.  7 8,  Gd, 

i“  The  author  has  brought  to  the  elucidation  of  his  subject  the  knowledge  gained  by 
many  years  of  teaching  and  examining,  and  has  communicated  his  thoughts  in  easy,  clear, 
and  forcible  language,  so  that  the  work  Is  entirely  brought  within  the  compass  ot  every 
student.  It  supplies  a want  that  has  long  been  felt.”—  The  Lancet. 

Materia  Medica  and  Therapeutics. 

By  J.  Mitchell  Bruce,  M.D.,  F.R.C.P.,  Lecturer  on  Materia 
Medica  at  Charing  Cross  Medical  School,  and  Physician  to  the 
Hospital.  A full  account  of  the  many  important  drugs  contained 
in  the  Addendum  to  the  British  Pharmacopoeia,  recently  issued, 
will  be  found  in  the  Fortieth  Thousand.  7s,  6d. 

"We  welcome  Its  appearance  with  much  pleasure,  and  feel  sure  that  It  will  be 
received  on  all  sides  with  that  favour  which  it  richly  deserves.”-  British  Medical 
Journal. 

A Manual  of  Chemistry  : Inorganic  and 

Organic,  with  an  Introduction  to  the  Study  of  Chemistry.  For  the 
Use  of  Students  of  Medicine.  By  Arthur  P.  Luff,  M.D.,  B.SC. 
Lond.,  F.R.C.P. ; and  Frederic  Janies  M.  Page,  B.Sc.  Lond., 

F.I.C.  With  numerous  Engravings.  New  and  Revised  Edition. 
7s,  tid. 


Elements  of  Surgical  Diagnosis : A 

Manual  for  the  Wards.  By  a.  Pearce  Gould, 

M.S.,  M.B.,  F.R.C.S.,  Surgeon  to,  and  Lecturer  on  Surgery  at,  the 
Middlesex  Hospital.  New  Edition,  Revised  and  Enlarged.  7 s,  Get. 
(In  prepaia  icn.) 

Comparative  Anatomy  and  Physio= 

logy.  By  F.  Jeffrey  Bell,  M.A.,  Professor  of  Comparative 
Anatomy  at  King’s  College.  With  229  Engravings.  78,  6d, 

Physiological  Physics.  bv  j.  McGregor- 

Robertson,  M.A.,  M.B.,  Muirhead  Demonstrator  of  Physiology, 
University  of  Glasgow.  With  219  Engravings.  7 s.  6d. 

"Mr.  McGregor-Robertson  has  done  the  student  the  greatest  service  In  collecting 
together  in  a handy  volume  descriptions  of  the  experiments  usually  performed,  and  of 
the  apparatus  concerned  In  performing  them.”—  The  Lancet. 

First  Lines  in  Midwifery.  A Guide  to 

Attendance  on  Natural  Labour.  By  G.  E.  Herman,  M.B.  Lond., 
F.R.C.P.,  F.R.C.S.,  Senior  Obstetric  Physician  and  Lecturer  on 
Midwifery,  London  Hospital.  With  81  Illustrations.  Revised 

Edition.  6s. 

“ This  manual  is  of  considerable  merit,  and  is  likely  to  prove  highly  popular  In 
London  schools  and  lying-in  hospitals.’* — British  Medical  Journal. 
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Works  by  Cassell  & Company. 


Manual  of  Military  Ophthalmology. 

For  the  Use  of  Medical  Officers  of  the  Home,  Indian,  and  Colonial 
Services.  By  M.  T.  Yarr,  F.R.C.S.I.,  Major  Royal  Army  Medical 
Corps  ; Fellow  Medical  Society  of  London.  With  numerous  Illus- 
trations and  Diagrams.  6s. 

The  Student’s  Handbook  of  Surgical 

Operations.  By  Sir  Frederick  Treves,  K.C.V.O.,  C.B. 
F.R.C.S*  With  94  Illustrations.  Eleventh  Thousand.  7s.  6d. 

The  Book  of  Health  : A Systematic  Treatise  for  the 

Professional  and  General  Reader  upon  the  Science  and  the  Preser- 
vation of  Health.  21s.  Roxburgh,  25 s. 

Clinical  Papers  on  Surgical  Subjects. 

By  Herbert  W.  Page,  M.A.,  M.C.  Cantab.,  F.R.C.S.  Eng., 

Surgeon  to  St.  Mary’s  Hospital,  and  Lecturer  on  surgery  at  its 
Medical  School.  5s. 


Annals  of  Surgery.  A Monthly  Review  of  Surgical 

Science  and  Practice.  2<.  A subscription  of  One  Guinea,  paid  in 
advance,  will  secure  the  Journal  being  sent  post  free  for  one  year. 

The  Practitioner.  A Journal  of  Practical  I Tedicine. 

Edited  by  Malcolm  Morris,  F.R.C.S.  Edin.  Monthly,  2s. ; 
Yearly  Subscription,  %ls.  Half-Yearly  Volume,  15s. 

The  Cerebro=Spinal  Fluid:  Its  Spontaneous 

Escape  from  the  Nose.  By  StClair  Thomson,  M.D.,  etc.  5 <. 

A Guide  to  the  Instruments  and 

Appliances  Required  in  Various  Operations. 

By  A.  W.  Mayo  Robson,  F.R.C.S.  2s.  (id. 

Medical  Handbook  of  Life  Assurance. 

For  the  use  of  Medical  and  other  Officers  of  Companies.  By 

James  Edward  Pollock,  M.D.,  F.R.C.P.,  and  James  Chisholm 
(Fellow  of  the  Institute  of  Actuaries,  London,  and  ol  trie  Faculty 
of  Actuaries,  Scotland).  Fourth  Edition.  7s.  (id. 

Incompatibility  and  Some  of  its 

Lessons.  By  Walter  G.  Smith,  M.D.,  Ex-President  Royal 
College  of  Physicians,  Ireland  ; Physician  to  his  Excellency  the 
Lord-Lieutenant  ; King’s  Professor  of  Materia  Medica  and 
Pharmacy,  School  of  Physic,  T.C.D.  Is. 
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Works  by  Cassell  & Company. 


The  Tale  of  a Field  Hospital.  By 

Sir  Frederick  Treves,  KC.V.O.,  C.B.,  F.R.C.S.  With  14  Illus- 
trations. Cheap  Edition.  3*.  (id. 

Cookery  for  Common  Ailments.  By 

A Fellow  of  the  Royal  College  of  Physicians,  and  Phyllis 
Browne.  Limp  cloth,  is. 

“Cram-full  of  information,  overflowing  with  helpful  detail  and  invaluable  advice.1'— 
Fall  Mall  Gazette. 

Handbook  of  Nursing  for  the  Home  and  for  the 

Hospital.  Bv  Catherine  J.  Wood,  Lady  Superintendent  of 
the  Hospital  for  Sick  Children,  Great  Oimond  Street.  Twenty  - 
first  Thou sind.  I*,  del.  ; cloth,  2s. 

“ A hook  which  cveiy  mother  of  a family  ought  to  have,  as  well  as  every  nurse 
under  training." — Guardian. 

The  Practical  Nursing  of  Infants 

and  Children.  By  Frank  Cole  Madden,  M.B  , B.S.  Melb  . 
F.R.C.S.  288  pp.,  crown  8vo.  3s.  Gel. 

Advice  to  Women  on  the  Care  of 

their  Health,  Before,  During-,  and  After 
Confinement.  By  Florence  Stacpcole,  Diploma  of 

the  London  Obstetrical  Society,  etc.  etc.  New  and  Enlarged 
Edition , 2s. 

“ Is  written  very  sensibly,  and  with  no  affectation  of  superior  knowledge,  but  simply 
and  directly  to  meet  obvious  wants  in  private  home  nursing.”—  Glasgow  Herald. 

Our  Sick  and  How  to  Take  Care  of 

Them ; or,  Plain  Teaching  on  Sick  Nursing  at  Home.  By 
Florence  Stacpoole.  Fourth  Edition,  Paper  covers,  Is.;  or 
cloth,  Is.  Gd. 

“Well  written  and  very  much  to  the  point.  The  book  will  be  valuable  to  anyone 
c;  lied  upon  to  perform  the  responsible  and  arduous  duty  of  nursing  the  sick.”—  British 
Medical  Journal. 

An  Address  in  School  Hygiene.  By 

Clement  Dukes,  M.D.  is. 

Cassell  & Company’s  COMPLETE  CATALOGUE,  con- 
taining particulars  of  upwards  of  Cne  Thousand  Volumes , 
including  Bibles  and  Religious  Works,  Illustrated  and 
Fine  Art  Volumes,  Children's  Books,  Dictionaries, 
Educational  Works,  History,  Natural  History,  Household 
and  Domestic  Treatises,  Scimce,  Travels,  iS fc.,  together 
with  a Synopsis  of  their  numerous  Illustrated  Serial 
Publications,  sent  post  free  on  application. 

CASSELL  & COMPANY,  Limitfd,  Lndgate  HiV,  London; 

Paris , New  York  dr3  Melbourne. 


